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CARCINOMA OF THE THYROID IN CHILDREN AFTER X-RAY THERARY 

IN EARLY CHILDHOOD 

Donald R. Rooney, M.D. 
and 

R. Waldo Powell, M.D., Atlanta, Ga. 



N 1950 Duffy and Fitzgerald ‘ reported 
28 cases of carcinoma of the thyroid 
gland in children under 18 years of age 
and fourid that 10 of them had received 
irradiation to the thymus in infancy. Hesitant to 
draw conclusions from this finding, they suggested 
tliat this association might be profitably explored. 
Since then 114 cases of thyroid cancer have been 
reported in children who have had previous x-ray 
therapy in early childhood to the thymius, neck, or 
head areas for benign conditions. Ten cases of car¬ 
cinoma of the thyroid, in children 17 years old or 
younger, have been observed in the Atlanta, Ga., 
area. Seven of these 10 patients received x-ray ther¬ 
apy for benign conditions in infancy or in early 
childhood. The purpose of this report is twofold: 
(1) to add these seven cases to the previously re¬ 
ported instances of thyroid neoplasia in children 
after irradiation and (2) to discuss the relationship 
betrveen x-ray therapy and subsequent carcinoma 
of the thyroid. 


Etiological Considerations 

Carcinoma of the thyroid in children is being 
diagnosed with increasing frequency. This increase 
has been repeatedly stressed by Winship" and 


Carcinoma of the thyroid in children is be¬ 
ing diagnosed wfh increasing frequency. 
Severol explonolions have been offered to 
hefp explain ihis. Among ibese is Ihe formerly 
prevolenf use of x-ray therapy for benign 
childhood conditions. If a carcinogenic mech- 
anism is involved vve should expect a de¬ 
crease in the incidence of this neoplasm in 
the future, as the practice of using irradiofion 
for benign conditions in children is being 
abandoned. Also, if such a mechanism exists, 
if probably operates most strongly during in¬ 
fancy. Thyroid cancer after irradiation in 
adults is a rarity. Of 357 children with re¬ 
ported thyroid carcinomas, approximately 
one-third had received prior radiation ther¬ 
apy to the pharynx, neck, or chest for non- 
molignant conditions. Further studies ore 
needed before definite conclusions are 
reached, and until that time children should 
be protected from ionizing radiation in the 
treatment of benign conditions. 


From tlje Department o{ Radlolo^ and the Kohert Winship Mwnntial Clinic, Etncry Univenity School o! Medicine, pr. Booney is a Clinical 
Fellow, National Cancer Institute, National Institutes of Health, U. S. Fuhlic Health Service. 

Read in part, before the Atlanta (Ga.) Radiological Society, May 9, X958. 
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graphically demonstrated by Clark’ in a cominc¬ 
ing manner. Several e.vplanations have been offered. 
First, some of these tumors may have gone unrec¬ 
ognized and untreated in the past and possibly tlie 
patients involved have reached adultliood before the 
condition is diagnosed. Perhaps some cases are be¬ 
ing diagnosed earlier today since patients and phy¬ 
sicians have been made more aware of the dangers 
of neglecting a persistently enlarged nodule. 

This may e.vplain some of the cases in the older 
children but would not seem to account for the 
over-all growing incidence in recent years. A second 
possibility is tliat an enlarged thsonus in infants is 
in some manner related to the subsequent develop¬ 
ment of tluToid cancer. This, too, would not seem 
likely, since the so-called enlarged tliymus in in¬ 
fancy is rather common and tlie occurrence of 
th\Toid cancer during childhood is rather uncom¬ 
mon. No clinical or e.vperimental proof has yet 

T.\iiLE 1.—Summary of Reported Cases of Thyroid 
Carcinoma in Children After Irradiation 

Tear Cases, 


Author Reported No. 

t^uiinhy and Werner* . 1949 1 

PufTy and Fltz^rerald' . 1950 10 

Warren, S., nnd others: Cancer 6:1139. 1953.,.. 1953 1 

Clark s . 1955 15 

BuckwnUcr, .1. A : .1. CUn, Endocrinol. 

15:1137, 1055. Buckwalter, J. A., and Meredith, 

L. K.: Pediatric? 15:317. 1955 . 1955 9 

Uhlmann, E. M.: .7 A. M. A. 

161; 5«*.t 07 (Juno D) 195C. 1956 4 

Mnjarakis, .7. D., and other?: J. Clin. Endocrinol. 

I6:14S7. 1950 . 1950 10 

FettcrTTian. G. H.: A. 51. A. J. DIs. Child. 

92:551,1056 . 1956 8 

Wlnshlp ®. 1956 27 

Simpson and Hempelmann ’ . 1957 11 

Cohen. E. A., and Hyman, C.: 

Am. SurKcon 23:240, 1957 . 1957 1 

Wilson, H., and Asper, S., quoted Iiy Duffy.®. 17 

Present study . 1953 7 

Total . 121 


been offered to support this possibility. Also, we 
and other workers, such as Clark,’ have seen thy¬ 
roid cancer after .\-ray therapy to the head or neck 
in children with apparently normal thymus glands. 
A third possibilit)' to be considered is tliat tlie 
widespread use of x-ray therapy in infancy, during 
the same period when the rate of tli^Toid cancer 
in children was growang, is in some manner related 
to the subsequent thwoid neoplasia. 

Irradiation to the tlnmius gland in infancy was 
apparent!}’ popularized by Friedlander'' in 1907 
for what was termed “status-tliymoljTnphaticus.” 
X-ra}' tlierapy for the “enlarged thsonus gland” was 
widely accepted and widely i^racticed from about 
19-30 to about 1950 and is still in vogue in some 
areas. Reasons quoted for irradiating tlie 111}^™$ 
include “routine .\-ray therapy for enlarged thsTuic 
shadow,” “referring physician requests .x-ray ther¬ 
apy,” “liiccoughs,” “cough,” “regurgitation after feed¬ 
ings,” and many other frequently encountered 
minor problems in infancy. 


Radiation to enlarged lymphoid struciw. 
orophari’nx, to persistently enlarged cervical 
phatics, and to the chest for chronic cough were 
also accepted procedures during this same period. 
The diagnosis of thjmiic enlargement is not en¬ 
tirely satisfactor}’, since normal limits of medias¬ 
tinal measurements in infants are not well estab¬ 
lished and they vary considerably depending on 
respiratory phase, cardiac phase, and position of 
the patient. Many cases of so-called enlarged 
Ajonus diagnosed from a chest roentgenogram are 
found to be caused by the film being exposed 
during the e.xpiratory phase. In these cases, the 
“enlarged th}Tnus” will disappear when a good 
inspiratory roentgenogram is taken. Prominent thy¬ 
mus glands are frequently encountered in asyrnip- 
tomatic infants. Most radiologists and pediatricians 
now believe that the thymus seldom, if ever, pro¬ 
duces respiratory embarrassment or any other 
ssTuptoms. 

Rarity of Thyroid Neoplasia After 
Radiation in Adults 

Several authors have looked with interest on the 
association between the widespread use of x-ray 
therapy in early childhood and the increased inci¬ 
dence of thyroid cancer in childhood during the 
same period. Let us examine this relationship more 
closely. There is a paucity of reports dealing witli 
thyroid neoplasia after irradiation in adults. There 
have been no reports of thyroid carcinoma after 
x-ray Uierapy for laryngeal carcinoma, even though 
the thyroid receives many times the dose used to 
irradiate a child’s thymus. There have been no re¬ 
ports of th}Toid cancer developing in patients 
treated with radioactive iodine. In response to a 
questionnaire sent to 70 radiologists and 31 thyroid 
specialists, Quimby and Werner’ found 10 cases 
of thyroid cancer which followed x-ray therapy 
for hyperthyroidism and stated that in only 3 of 
these did they tliink that the irradiation might be 
implicated in the production of the thyroid neo¬ 
plasms. Three hundred twenty-eight patients with 
thyrotoxicosis treated by .x-ray therapy were re¬ 
cently studied by Duffy® 25 years after their ther¬ 
apy, and no evidence of th}Toid cancer was found 
in these patients. 

In contrast to the paucity of reports dealing 
with this problem in adults, 114 cases of thyroid 
cancer have been reported in children who have 
received x-ray therapy in early childhood. These, 
plus our seven cases, are summarized in table 1. 
These statements lend support to the opinion of 
others who feel that, if there is a carcinogenic 
mechanism involved, it probably operates most 
strongly when radiation is given during infancy or 
early childhood. 

Tlie study of Simpson and Hempelmann,was 
especially interesting, since they attacked this rela¬ 
tionship in a different manner than tliat of most of 
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the other reports. They obtained follow-up infor¬ 
mation on 1,052 of 1,722 children who received 
thymic radiation during the preceding 27 years and 
also obtained information on 1,933 siblings of these 
children who received no .\-ray therapy. Eleven 
children in the treated group developed carcinoma 
of the thyroid, while none of their untreated sib¬ 
lings developed this neoplasm. The authors state 
that the number of cases of thyroid carcinoma is 
significantly higher in the treated group compared 
with their untreated siblings and with the general 
population. They also stated that the incidence of 
leukemia was significantly increased in the group 
receiving irradiation. The relationship between 
radiation and leukemia is outside the scope of this 
report but is adequately discussed by Lewis." Win- 
ship® states that there was a history of x-ray ther¬ 
apy to the thymus during infancy in approximately 
20% of the 334 cases of thjToid cancer during child- 


Summary of Cases 

Six cases of carcinoma of the thyroid in children 
have been observed at Emory University Hospital 
in the prast 20 years. Four additional caseswere' 
located in the records of other Atlanta hospitals. 
These 10 patients represent all the recorded cases 
of careinoma of the thyroid which were diagnosed 
in children under the age of 17 in the six major 
Atlanta hospitals. Seven of these 10 received irradi¬ 
ation in early childhood for various benign condi¬ 
tions. The findings in these 10 patients are sum¬ 
marized in table 2. 

We have found, as have other authors, that in 
most cases there is no positive or negative state¬ 
ment on these patients’ records regarding previous 
radiation. In only one of our cases was a definite 
positive or negative statement recorded on other¬ 
wise extensive hospital records. This information 
must be obtained indirectly to avoid alarming the 


Taulu 2,.—Finding!! in Ten Children with Carcinoma of the Thyroid 




Arc. Yr., 
iind Date 
nt Time o( 

nistolopy 

Ape nt Time 
of X-ray 
Tlicrnpy, 

Aren 

X-ray 

Dose, 

Interval 

Detwcon 

X-ray Therapy 
and Cancer 

DIapnosIs 

Case, Xo. 

Sox 

Dlnirnosls 

ot Tumor 

Vr. 

Treated 

r 

Yr. 

Follow-Up Period and Remarks 

1. 

. M 

11.19:.7 

Pnplllnry 

1 

Thymus 

COO 

10 

Living with lung metastasis, 9 mo. 

*> 

. F 

10.19M 

Paplllnry 

0 

Tonsils and 
adenoids 

Unknown 

8 

Living with lung metastasis, 4 yr. 

3. 

. .M 

11.1033 

rnplllary 

G 

Neck 

5 x.ray 
treatments 

6 

Living with no evidence of disease, 14 yr. 

4. 

. M 

0,1953 

Papillary 

5 mo. 

Thymus 

GOO 

5% 

Living with no evidence of disease, 4 yr. 

5. 

. F 

IG,1951 

Adeno* 

cnrclnomn 


Chest, 

neck 

320 

9 

Living and well, 3 yr. 

6. 

. 51 

17,1050 

Papillary 

7 wlc. 

Thymus 

600 

17 

Living with DO evidence of disease, 1 yr. 

7. 

. F 

7,1955 

Adeno* 

carcinoma 

Omo. 

Thymus 

600 


Living with no evidence of disease, 1 yr. 

8. 

. M 

10,1035 

Follicular 

Xo therapy 


... 

... 

Llvlnfr and well, 3 yr. 

9*. 

. 51 

17.1054 

Hurthle coll 

. . . 

... 

... 

... 

Living and well, 2 yr. 

10*.... 

. 51 

12,1953 

Undiffer¬ 

entiated 

carcinoma 

... 

... 

... 


Living and well, 6 yr. 


*No definite positive or neffntive statement could be obtained rcKardlng previous Irradiation therapy. 


hood that he collected. When radiation for other 
benign childhood conditions about the chest, neck, 
and head is added, it may raise the figure still 
higher. Clark® reported on 15 children with thy¬ 
roid carcinoma and found not only that thymic 
irradiation was associated with subsequent thyroid 
cancer but that irradiation for other benign child¬ 
hood conditions might also be involved. Only 4 
of his 15 patients had received thymic radiation. 
The other 11 children had received irradiation to 
the tonsils, adenoids, cervical lymphatics, or chest 
for various benign conditions. Berard and asso¬ 
ciates reported three instances of thyroid cancer 
after radiation at 4, 6, and 8 years of age for 
benign laryngeal papillomata. The long intervals of 
22, 29, and 11 years, respectively, between x-ray 
therapy and the diagnosis of thyroid cancer suggest 
that longer follow-up studies on present series 
might yield additional cases. These cases are not 
included in table 1, since all were too old for this 
report when the diagnosis was established. 


patient’s parents. This indirect method, although 
quite time-consuming, enabled us to obtain a defi¬ 
nite statement regarding previous x-ray therapy 
in 8 of 10 patients. In the other two patients no 
positive or negative statement could be obtained 
concerning previous radiotherapy, and, although 
we consider these patients as having received no 
previous irradiation, either or both of these could 
have had such treatment previously. If other au¬ 
thors encountered this same problem, it is quite 
possible that the percentage of children with thy¬ 
roid neoplasm who received previous irradiation 
is liigher than indicated in the literature. For ex¬ 
ample, no definite positive or negative statement 
was made regarding previous x-ray therapy in 12 
recently reported cases” of thyroid carcinoma 
during childhood. 

Data on technical factors is well presented by 
Simpson and Hempelmann.® All but two of their 
patients who later developed thyroid carcinoma 
were treated with ports measuring 6 by 8 cm. or 
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larger. The two exceptions in which slightly smaller 
portals were used were newborn infants. Dosages 
ranged from 240 to 1,400 r on the skin, adminis¬ 
tered in one to five treatments. All of these patients 
had a tissue dose to the th^Toid calculated at 180 r 
or more. Clark’s^ patients received from 200 to 
723 r in air delivered through portals measuring 
from 3 by 3 to 10 by 15 cm. in one to six treatments. 
Our patients received from 320 r to 800 r in two 
to five treatments. 

Summary and Conclusions 

Ten cases of carcinoma of the thyroid in children 
17 years of age or younger have been added to the 
recorded cases, bringing the total to at least 357. 
These 10 children represent all of the cases in this 
age group recorded in the six major hospitals of 
Atlanta, Ga. Seven of these 10 patients received 
previous x-ray therapy in infancy or in early child¬ 
hood for benign conditions. These seven cases have 
been added to the reported thyroid cancers in chil¬ 
dren after irradiation, bringing the total to 121 cases. 

Approximately one-third of all children with 
thyroid cancer received previous radiation therapy 
to the liead, neck, or thorax. The diagnosis of car¬ 
cinoma of the thyroid in children is increasing. This 
correlates, among other things, with the formerly 
prevalent use of x-ray therapy for benign condi¬ 
tions in early childhood. This correlation suggests 
that irradiation to the head, neck, or chest in in¬ 
fancy or in early childhood may be a causative 
factor in the development of thjTOid cancer later 
in childhood. If it is valid, we should e.xpect, in 
future years, a decrease in the incidence of this 
neoplasm in children as the practice of irradiating 
benign childhood conditions decreases or ceases. 

Small quantities of radiation in infants or young 
children may be followed by thyroid cancer, but 
even large doses to the thyroid area in older per¬ 


sons are apparently not followed by an increased 
incidence of this neoplasm and its use in adults 
when indicated should not have to be restricted. 
Further studies are needed before definite con¬ 
clusions can be reached. Until that time, young 
children should be protected from all ionizing 
radiation with few or no exceptions in the treatment 
of nonmalignant conditions. 
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S ERUM MAGNESIUM IN RENAL DISEASES .-Serum magnesium values have 
been determined on 40 healthy adults and 32 patients with various types and 
stages of renal disease. Serum magnesium in the normal group was 1.48 ± 
0.17 mEq. per liter. Sentm magnesium in the patients with renal disease was found 
to depend on the stage but not type of disease. The patients without azotemia oc¬ 
casionally had extremely low values, and one developed symptoms of magnesium 
deficiency. Azotemic patients, on the other hand, had elevated serum magnesium 
values. Patients with sxTnptomatic uremia showed extremely high values. Semm 
magnesium correlated positively with blood nonprotein nitrogen and serum potas¬ 
sium. A significant negative correlation between total magnesium and calcium was 
obserx'ed, but the correlation became insignificant when the ionized portions of these 
cations were compared. Electrocardiograms revealed conduction defects in several 
patients with hypermagnesemia, but in only one case was this known to be the only 
electrolyte abnormality. Hx’permagnesemia may contribute to the somnolence and 
eventual coma of uremia. Magnesium administration is contraindicated in marked, 
azotemia.-W. O. Smith, M.D., and J. F. Hammersten, M.D., Serum Magnesium in 
Renal Diseases, A. M. A. Archives of Internal Medicine, July, 1958. 



Vol. 169, No. 1 


5/73 


PROMETHAZINE HYDROCHLORIDE IN SURGERY AND OBSTETRICS 

Milton H. Adelman, M.D., Elliott Jacobson, M.D., Philip A. Lief, M.D. 

and 

Seymour A. Miller, M.D,, New York 


The phenothiazine derivatives possess pharma¬ 
cological actions which are of considerable interest 
to the anesthesiologist. Phenothiazine drugs have a 
potent sedative aetion,’ a marked antiemetic effect," 
and an apparent s>'nergism with narcotics, bar¬ 
biturates, and anesthetic agents.^ 

Promethazine hydrochloride [10-(2-dimethyl- 
aminopropyl) phenothiazine hydrochloride] was 
studied by us in appro.vimately 5,000 surgical and 
obstetric patients. This study was undertaken to 
evaluate promethazine as a premedicant drug, as an 
antiemetic agent, and as a sedative during spinal 
anesthesia. 

Promethazine in Surgery 

Prometliazine was used in 4,300 surgical patients; 
the age distribution of these patients was 3 to 75 
years. The operations performed included head and 
neck (225), tonsillectomy and adenoidectomy 
(567), plastic surgery (197), orthopedic (187), 
tlioracic (85), cardiac and great vessel (55), pe¬ 
ripheral vascular (450), abdominal (1,175), gyne¬ 
cologic (653), genitourinary (619), and rectal 
(87). Premedication was done in 2,800 cases with 
use of promethazine, meperidine hydrochloride, 
and scopolamine. In the 1,500 cases in which pre¬ 
medication was not done, promethazine was used 
as an adjuvant to spinal anesthesia. 

Tlie anesthetic metliod employed included local, 
spinal, and general anesthesia. The dosage sched¬ 
ules used in this study were as follows: For pre¬ 
anesthetic medication, the patient was given 
promethazine, 50 mg. intramuscularly at bedtime 
and 50-75 mg. intramuscularly 90 minutes preopera- 
tively, meperidine, 50-75 mg. intramuscularly 60 
minutes preoperatively, and scopolamine, 0.4 mg. 
intramuscularly 60 minutes preoperatively. For 
sedation and control of emesis during spinal anes¬ 
thesia, the patient was given 25 mg. of prometha¬ 
zine intravenously. In pediatric cases, 0.5 mg. of 
promethazine per pound of body weight was given 
intramuscularly 90 minutes preoperatively and 0.5 
mg. of meperidine per pound of body weight in¬ 
tramuscularly 45 minutes preoperatively, with 
appropriate doses of scopolamine. 

Preanesthetic Afedicotion.—Prometliazine in com- 
.bination with scopolamine and reduced doses of 
meperidine produced excellent sedation in the vast 
majority of patients (2,548 or 91%); the small group 

From the Department of Anesthesiology, Mount Sinai Hospital. 
Read before the Section on Anesthesiolog>' at the 107th Annual Meet¬ 
ing of the American Medical Association, San Francisco, June 25, 1958. 


Phenothiazine drugs have a potent seda¬ 
tive action, a marked antiemetic effect, and 
an apparent synergism with narcotics, barbi¬ 
turates, and anesthetic agents. Preanesthetic 
medication with promethazine, scopolamine, 
and reduced doses of meperidine afforded 
optimal sedation without significant respira¬ 
tory and circulatory depressions. Prometha¬ 
zine practically eliminated nausea and emesis 
in both the preoperative and operative peri¬ 
ods, while the incidence of postoperative 
nausea and emesis after general anesthesia 
was reduced markedly. Induction and main¬ 
tenance of general anesthesia was facilitated 
by promethazine, which appeared to reduce 
requirements of general anesthetic agents. 
Mild to moderate hypertension occurred in a 
few patients after the intravenous administra¬ 
tion of promethazine; these rises in blood 
pressure were transient, without effect on the 
infant, and could not be explained. A number 
of patients presented bizarre athetoid-type 
movements and localized muscle twitchings 
after receiving promethazine; the muscular 
phenomena were easily controlled with small 
doses of intravenously given meperidine. In 
view of the proved epileptogenic properties 
of phenothiazine drugs, promethazine should 
not be given to patients with a history or evi¬ 
dence of preeclampsia, epilepsy, convulsions, 
intracranial trauma, and severe hypertension. 


of unsatisfactory results (52 or 9%) occurred in 
early clinical trials with inadequate promethazine 
dosage. The characteristic preoperative picture 
was one of light sleep from which arousal was 
easy. Patient orientation and cooperation were 
excellent. The absence of respiratory and circula¬ 
tory depression (hypotension) was noteworthy. We 
were impressed with the smooth induction of in¬ 
halation anesthesia; it was our definite opinion that 
drug requirements for maintenance of anesthesia 
were diminished. It was noted that the average 
patient’s stay in the recovery room was somewhat 
prolonged; this slight delay in recovery, undoubt¬ 
edly due to the promethazine, was characterized by 
a very light sleep, unaccompanied by circulatory 
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and/or respiratory depression. We could elicit no 
unequivocal evidence that these patients were 
“protected” against stress or surgical trauma. 

Sedation During Spinal Anesthesia.—Iniiavenous- 
ly gir'en promethazine (25 mg.) proved to be an ex- 
cellent adjuvant for the sedation, mthout significant 
circulator)' and/or respiratory depression, of patients 
under spinal anesthesia. Results were satisfactory 
in 1,455 cases (97%) and unsatisfactory in only 45 
(3%). A single intravenous dose aflForded depend¬ 
able and predictable sedation for one and one-half 
to two hours. The peak of the sedative action ap¬ 
peared in 10 to 20 minutes after administration. The 
sedative effect varied from simple quiescence to 
light sleep from which arousal was easy. Pain or 
discomfort due to position or surgical manipulation 
were readily controlled with combined intravenous¬ 
ly given doses of meperidine (10 mg.) and pro¬ 
methazine (10 mg.). Quite remarkable was the 
absence of hypotension and tachycardia; a solitary 
case of hypotension after the intravenous admin¬ 
istration of prometliazine occurred in an elderly 
patient with a history of autonomic imbalance. 

Antiemetic Action.—Promethazine proved to be 
an excellent antiemetic. Its greater value appeared 
in the prophylaxis of narcotic-induced nausea and 
emesis, results were satisfactor)' in 98% of the cases, 
and in the active therapy of nausea and vomiting 
during spinal anesthesia, where results were satis¬ 
factory in 96%. A single dose of intravenously given 
promethazine (25 mg.) gave effective antiemetic 
action for one to Rvo hours during and after spinal 
anesthesia. It was noteworthy that, where hypo¬ 
tension during spinal anesthesia was tire cause of 
emesis, promethazine was no less valuable and did 
not aggravate the h)'potension. Only slightly less 
effecti\'e was tlie antiemetic action of promethazine 
in the prophylaxis and treatment of postoperative 
nausea and vomiting (91% satisfactory results). 

Side-effects.—A number of side-effects appeared 
in less tlian 1% of the surgical patients. Tliese were 
moderate hypertension, localized muscle t^vitch- 
ings, and restlessness; all appeared after the intra¬ 
venous administration of promethazine during 
spinal anesthesia. Tire latter two side-effects were 
readily controlled with small doses of intravenously 
given meperidine. The cause of the rare hyperten¬ 
sion seen after promethazine was given is obscure. 

Promethazine in Obstetrics 

There has been a long search for a method of 
providing satisfactory obstetric analgesia and 
amnesia without maternal or fetal depression. To 
date, no ideal agent or combination of agents has 
been found. 

Our experiences with promethazine in surgical 
patients suggested its application in the antepartum 
and intrapartum regimen. An unselected group of 
700 obstetric patients received promethazine either 


alone or in combination with meperidine and 
scopolamine. Promethazine alone (25-50 mg. intra¬ 
muscularly) was given to a group of patients in the 
antepartum period; no significant analgesia was 
observed. In 600 cases various combinations of 
promethazine, meperidine, and scopolamine were 
studied in the antepartum period. The optimal 
initial dosages appeared to be promethazine, 
50 mg., meperidine, 75 mg., and scopolamine, 0.4 
mg. (given intramuscularly or intravenously) or 
prometliazine, 25-50 mg., meperidine, 100 mg., and 
scopolamine, 0.4 mg. Initial medication was given 
with the establishment of active labor or when the 
patient requested medication for pain relief. 

The premedicant effect of these combinations was 
quite constant and predictable within 15 to 30 
minutes after administration. Tlie patients were 
well sedated and slept quietly. As intense contrac¬ 
tions became forceful, they awakened quietly and 
returned to sleep with cessation of labor pains. 
They could be aroused easily and were cooperative. 
A single initial dose was necessary in 76% of tlie 
patients; the remaining 24% required supplemen¬ 
tary sedation within two to four hours. 

In the over-all group of 600 obstetric cases, pre¬ 
medication was considered satisfactory in 82% of 
the patients, as evidenced by a quiet, restful sleep 
and effective analgesia and amnesia. The incidence 
of nausea and emesis in all stages of labor was 
3.6%. Hypotension and tachycardia were notably 
absent. 

The promethazine regimen had no untoward 
effects on tlie infants, who showed good muscle 
tone and cried immediately on delivery or within 
60 seconds thereafter. There were six stillbirths, all 
of which were known at tlie time of onset of labor. 
Three infants, subjected to prolonged and difficult 
delivery, required resuscitation; they responded 
rapidly to routine measures. 

A control group of 330 unselected obstetric pa¬ 
tients was studied. These patients were given 
premedication with secobarbital or pentobarbital 
(100-200 mg. rectally) and meperidine (100 mg.) 
with scopolamine (0.4 mg.) given intravenously or 
intramuscularly; supplementary doses of meperidine 
and scopolamine were administered as needed. 
Satisfactory analgesia and amnesia was achieved in 
only 60% of these patients. The incidence of nausea 
and vomiting was 27%. Fetal resuscitation was 
necessar)' in 25 (7.5%) as compared to only three 
cases in the promethazine group. This striking re¬ 
duction in the incidence of fetal depression could 
not be related to any significant differences in 
meperidine dosages; it appeared to be related to 
the replacement of the barbiturates by prometlia- 
zine in the antepartum regimen. In recently pub¬ 
lished studies,^ we reported our failure to, detect 
promethazine in fetal cord blood in spite of high 
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maternal blood levels of promethazine. If prometh¬ 
azine does cross the placental barrier, it does so 
witli dilRculty and slowly, in contrast to the bar¬ 
biturates. 

\^diere general anesthesia was used for delivery, 
promethazine appeared to reduce significantly the 
anesthetic drug requirements. In the majority of 
cases, nitrous o.\ide was adequate, with or without 
pudendal block. Anesthetic induction and emer¬ 
gence were quiet and strikingly free of retching, 
nausea, and emesis. 

In a group of 100 patients, not given premedica¬ 
tion until prometliazine, 25-50 mg. of promethazine 
was given intravenously to control nausea and 
emesis during spinal analgesia for cesarean section 
and vaginal delivery. All patients were relieved of 
nausea or emesis witliin three to five minutes. Hy¬ 
potension and tachycardia were not observed. All 
infants cried immediately after delivery and showed 
no evidence of respiratory depression. 

A variet)' of side-effects related to prometliazine 
was seen. Mild to moderate hypertension occurred 
in a few patients after the intravenous administra¬ 
tion of promethazine; these rises in blood pressure 
were transient, without effect on the infant, and 
could not be e.xplained. A number of patients 
presented bizarre athetoid-t}'pe movements and 
localized muscle twitchings after receiving prometh¬ 
azine; the muscular phenomena were easily con¬ 
trolled with small doses of intravenously given 
meperidine. In three patients, generalized con¬ 
vulsions appeared in tlie antepartum period; one 
had a previous history of pre-eclampsia, while an¬ 
other was a known epileptic. The third patient had 
no history of earlier convulsions. The causal re¬ 
lationship of promethazine to these convulsions was 
uncertain. However, in view of the proved epilep¬ 
togenic properties of phenothiazine drugs,’ we now 
elect to avoid giving promethazine to patients with 
a historj' or evidence of preeclampsia, epilepsy, 
convulsions, intracranial trauma, and severe hyper¬ 
tension. 

Summary 

Promethazine, a phenothiazine derivative, was 
studied in 4,300 surgical and 700 obstetric patients. 
Clinical data and impressions were recorded on 
the effects and value of promethazine as an ad¬ 
juvant in preanestheb'c medication, as a sedative 
during regional anesthesia, and as an antiemetic 
agent. 

In the surgical patients, the clinical data support 
the following conclusions: Preanesthetic medica¬ 
tion with promethazine, scopolamine, and reduced 


doses of meperidine afforded optimal sedation 
without significant respiratory and circulatory 
depressions. Promethazine practically eliminated 
nausea and emesis in both the preoperative and 
operative periods, while the incidence of post¬ 
operative nausea and emesis after general anes¬ 
thesia was reduced markedly. Induction and 
maintenance of general anesthesia was facilitated 
by promethazine, which appeared to reduce re¬ 
quirements of general anesthetic agents. Prometha¬ 
zine proved to be a valuable adjuvant in regional 
anestliesia for effective sedation without respiratory 
depression, tachycardia, or hypotension. 

In the obstetric patients, the use of promethazine 
in the antepartum period effected excellent amnesia 
and analgesia, minimized nausea and emesis, pro¬ 
duced no material depression (respiratory or cir¬ 
culatory), and decreased slightly the total narcotic 
requirements. The intrapartum and postpartum 
periods in tliese patients were characterized by a 
sharp decrease in nausea and vomiting during in¬ 
duction of and emergence from general anesthesia, 
smoother induction and lessened general anesthetic 
requirements, absence of maternal and fetal de¬ 
pression, and quieter emergence from general 
anesthesia. 

Side-reactions to promethazine appeared rarely. 
These included restlessness, localized muscular 
twitchings, and moderate hj'pertension. 

1172 Park Ave. (28) (Dr. Adelman). 

The promethazine hydrochloride used in this study was 
supplied as Phencrgan hydrochloride by the Wyeth Labora¬ 
tories, Philadelphia. 
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One of the serious disadvantages of h^Tpotbermia 
for surgical procedures is the development of ven¬ 
tricular fibrillation with degrees of hj^pothermia be¬ 
low 27 C {80.6 F). Investigators in this field have 
suggested that many factors are important in the 
onset of tliis arrhythmia.' Co\'ino and co-workers * 
observed that the anesthetic agent used influenced 
the incidence of spontaneous \’entricular fibrillation. 
Pentobarbital was found to result in a higher inci¬ 
dence of fibrillation than did thiopental or ether. 
.Anlj'an and associates ’ in\’estigated the effect of 
mechanical stimulation, in the form of ventricu¬ 
lotomy, on tlie incidence of this arrhythmia. In this 
study, the frequency of ventricular fibrillation did 
not vary significantly with the three agents em¬ 
ployed: ether, thiopental, and pentobarbital. Many 
adjunctive agents, including neostigmine (Prostig- 
min),* 2-(diethylamino-etho,\y) biphenyl (Da- 
corene),’ and trimethaphan (Arfonad) comphor- 
sulfonate,"’ have been used to suppress the onset of 
fibrillation during hypothermia with varj’ing de¬ 
grees of success. The establishment of an anesSietic 
technique which would prevent fibrillation in de¬ 
grees of hypothermia below 27 C would e.xtend the 
usefulness of this technique. 

The successful use of lidocaine for defibrillation 
in both normothermic and hypothermic dogs ’ led to 
the study of the effect of this agent on the incidence 
of ventricular fibrillation induced by mechanical 
stimulation. Since cardiac massage is frequently 
required in these procedures, it was selected as die 
standard mechanical stimulus. The interrelationship 
of pH and pCO^ with anesthetic management and 
the importance of these physiological variables in 
the onset of fibrillation during hypothermia ’ led to 
the inclusion of these factors in this investigation. 

Methods 

Mongrel dogs weighing between 5 and 14 kg. 
(11 and 31 lb.) were anesthetized with the selected 
agent, and endotracheal intubation was accom¬ 
plished. Cs'clopropane and diethyl ether anesthesia 
was maintained at a light level, as judged by die 
electroencephalogram. Tlie amount of anesthetic 
agent was limited to that ■which would just prevent 
shivering and reaction to the endotracheal tube. Ni¬ 
trous o.vide was administered in a concentration of 
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Factors affecting the incidence of ventricu¬ 
lar fibrillation and asystole In hypothermia 
were studied in dogs. Four types of anesthesia 
were used and the responses of the heart to 
mechanical stimulation, hypercapnia, and hy¬ 
poxia were observed. Temperature was found 
to be the most important factor, for fibrillation 
did not occur in 40 experiments at 27 C but 
was frequent in 50 experiments at 20 C. At 
the lower temperatures fibrillation was most 
often seen during cyclopropane-induced 
anesthesia and least often during anesthesia 
induced by ibiopenfal-nifrous oxide supple¬ 
mented with lidocaine. When the lidocaine 
was goven simultaneously with pentothal, 
subsequent induction of hypothermia to 20 C 
in 10 dogs resulted in spontaneous fibrillation 
in 4 and asystole in 1; in another series of 10 
dogs, when lidocaine was given after hypo¬ 
thermia to 20 C had been induced, sponta¬ 
neous fibrillation occurred in only 1, ivhile 
asystole occurred in 4. No criteria were found 
that would distinguish hearts liable to fibrilla¬ 
tion from hearts liable to asystole. Although 
the incidence of fibrillation was reduced with 
the use of lidocaine, there was an increase 
in heart block and asystole. 


50% with an equal part of oxygen. Thiopental was 
administered intravenously for induction in a dose of 
20 mg. per kilogram of body weight and for mainte¬ 
nance in doses of 2.5 mg. per kilogram. Lidocaine 
was administered in one series in combination with 
thiopental (equal doses) and in others as a supple¬ 
ment in doses of 10 to 20 mg. per kilogram of body 
weight at 27 C after hypothermia had been in¬ 
duced. The femoral artery was cannulated and di¬ 
rect blood pressure tracings, together with electro¬ 
cardiographic (lead 2) and electroencephalographic 
tracings, were monitored continuously during the 
e.xperiment with use of a multichannel recorder. 
Hypothermia was produced by immersion of the 
dog in an ice-water bath until the body temperature 
had dropped to within 2 C of the desired temper¬ 
ature, 27, 23, or 20 C (80.6,73.4, or 68 F). Temper¬ 
atures were taken from either the rectum or esopha¬ 
gus with a telethermometer (Yellow Springs). 
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A respirator and a to-and-fro absorption system 
were used throughout all c.vperiments, and adequate 
ventilation was carefully maintained. After removal 
of the animal from the ice hath, the heart was e.v- 
posed hy means of thoracotomy and an incision of 
die pericardium. After stabilization at the desired 
temperature with the addition of 100% o.xygen to 
the anesthetic atmosphere, arterial blood samples 
were taken and analyzed for o.vygen, carbon diox¬ 
ide, and pH. The heart was then subjected to a 
standardized pattern of mechanical stimulation con¬ 
sisting of 10 strokes with a blunt probe followed by 
two 30-second periods of vigorous cardiac massage 
at one-minute intervals. If failure or fibrillation en¬ 
sued, resuscitation was instituted; otherwise, the 
dogs were ventilated for 30 minutes with addition 
of 10% carbon dio.xide to the anesthetic atmosphere, 
the canister being removed. Blood samples were 
again drawn for analysis and the mechanical stim¬ 
ulation repeated. All surviving animals were venti¬ 
lated for an additional 30-minute period with an 
anesthetic atmosphere containing 15% o.xygen, the 
absorption canister again in place. At the end of this 


Table 1.—flesuifs of Experiment at 27- C (80.6 F), Plus or 
Minns One Degree, with No Ventricular Fibrillation 
Occurring 




Control 
(lOOSi Oxygea) 

Hypercapnia 
(lOVo Carbon 
Dioxide) 

Hyiioxia 
(157. qjcj-Ren) 


f 

0.xy. 

gen, 

Vol. 

Oxy.’ 

gen, 


Oxy* 

gen. 

Dogs, 

Vol. 


Vol. 

Agent 

No. 

pH pCOa % 

pH pCOs 7c 

pH 

pCOs ^0 

Cyclopropane 

10 

7.63 21.7 19.5 

7.15 73.3 19.7 

7.51 

21.2 13.1 

Diethyl ether 

10 

7.43 18.8 22.1 

7.W 03.8 21.3 

7.33 

20.4 19.4 

Thiopental and 

nitrous oxide 

10 

7.60 28.7 21.8 

7.22 W.2 22.7 

7.3.3 

2.5.5 15.9 

Thiopental, 
lidocaine, and 

nitrous oxide 

10 

7.67 21.7 23.2 

7.19 70.5 24.1 

7.55 

32.2 19.4 


period blood samples were drawn and stimulus 
applied as before. Except for a small number of 
animals subjected to special studies, resuscitation 
was limited to the reestablishment of a regular 
beat and a blood pressure consistent with the tem¬ 
perature of the experiment. 

Results 

The onset of ventricular fibrillation did not occur 
in any of the experiments at 27 C, as shown in 
table 1. The blood values taken after the control 
period indicate adequate oxygenation and mild 
hyperventilation. The addition of 10% carbon di¬ 
oxide is reflected- in the low pH and high pCO™ 
values. In a similar manner, the ventilation with 
15% oxygen is reflected in the results of the blood 
analysis. After cardiac massage there were many 
periods of markedly abnormal electrocardiograms 
and periods of depressed cardiovascular function, 
linprovement in these conditions occurred with the 
removal of the stimuli and ventilation witlr oxygen. 

The second series of experiments at 20 C resulted 
in the frequent occurrence of ventricular fibrilla¬ 
tion, as indicated in table 2. In addition to the four 
anesthetization techniques used in the first study. 


lidocaine was given as a supplement after hypo¬ 
thermia had been established. The average temper¬ 
ature listed in the table is higher than 20 C, due to 
the onset of ventricular fibrillation before the lower 
temperature was reached. Differences between the 


Table 2.—Results of Experiment at 20 C (68 F), with 
Ventricular Fibrillation and Cardiac Failure 


Agent 

Tem¬ 
pera¬ 
ture, 
De¬ 
grees 
Cen- 
Dogs, tl- 
No. grade 

Ventric* 

ulnr 

Fibril¬ 

lation 

Spon- Me- 
tane- chan- 
' ous leal 

Fail¬ 

ures, 

No. 

0.xy- 

gen, 

Vol. 

% 

pH 

pCOi; 

('yclopropane . 

. 10 23 

8 2 

0 

22.0 

7.5.5 

17.0 

Diethyl ether . 

. 10 21 

4 2 

0 

16.0 

7.49 

12.4 

Thiopental anti 
nitrous oxide. 

. 10 21 

.3 2 

0 

19.0 

7.G4 

19.7 

Thiopental, lidocaine, 
and nitrous oxide. 

. 10 21 

4 

1 

1 

20.5 

7.04 

17.9 

IJtiocaine .*:upplcincnt to 
thiopental and 
nitrous oxide . 

. 10 20 

1 

0 

4 

18.3 

7.08 

14.9 


anesthetic agents are indicated by the spontaneous 
incidence, as well as the over-all incidence, of ven¬ 
tricular fibrillation. The difference in the total fibril¬ 
lations with cyclopropane as compared to tlie other 
agents is significant at the 5% level. Increased tend¬ 
ency for ventricular fibrillation with cyclopropane is 
also suggested by the high proportion of this ar- 
rhytlimia, which was initiated spontaneously. An¬ 
other difference noted in these results is the low 
incidence of fibrillation when lidocaine was used to 
supplement the thiopental and nitrous oxide. How¬ 
ever, it is also apparent that there was a sizable 
increase in the number of dogs showing heart fail¬ 
ure. 

Data for the final series of experiments, carried 
out at 23 C (plus or minus one degree), are listed 
in table 3. Ventricular fibrillation was prevented in 
all dogs except one. The hypercapnia and hypoxia 
portions of the study resulted in t\vo additional 
failures in each series with a complex pattern of 
block and failure. The complexity' of cardiac rhythm 
resulting from the combination of hypothermia, 
cardiac massage, and 10 mg. per kilogram of body 
weight of lidocaine as a supplement to thiopental- 
nitrous oxide anesthesia is illustrated in figure 1. In 
the second and third tracings of the electrocardio- 


Table 3.—Influence of Lidocaine on Ventricular Fibrillation 
During Hypothermia at 22 to 23 C (71.6 to 73.4 F) 


Dogs, 


Age broup No. 

Adu'ts . 10 

Young . 10 


Tern- 

Ventric- peratnre, 

ular Pail* Degrees 
Fibril* ures, Centi- 

lation No. grade 

1 3 22.7 

0 0* 22.C 


Oxy¬ 

gen, 

pH PCO 2 Vol. % 

7.5 35 22 

7.4 25 19 


• U 1 lICilTL UlOCK in 

three miniiies ^pith additional massage. 


gram, the postmassage pattern at 23 C might be 
diagnosed as ventricular fibrillation if one did not 
have the simultaneous indication of a coordinated 
heartbeat in the lower tracing. Inspection and pal- 
pation of the heart also indicated that this was not 
fibrillation. In many instances levarterenol bitar¬ 
trate was given to augment the cardiac contraction 
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and l)]ood pressure level. A different effect on cardi¬ 
ac conduction is revealed in figure 2. This tracing 
was taken on a pup who received 10 mg. per kilo¬ 
gram of body ^\’eight of lidocaine at 27 C during 
thiopental and nitrous oxide anesthesia. The 3:1 



i ' . 

A j ' P C ' D 


I'iR. 1.—ElcctrocardinKrapliic, clcclroenccplialnj'raphie, and 
lilnod pressure IraeiiiRS in do}; with h>’pothcrinia at 23 C 
(73.4 F) after cardiac inassaKe: A, control at 23 C; B, 45 
seconds after inassaRe; C. 50 seconds after inassaRc; D, 65 
seconds after inassaue. 

heart block which resulted in this experiment after 
massage disappeared during the next five minutes. 
\hu ying degrees and types of heart block were ob¬ 
served, including a number of examples of com¬ 
plete block, all of which rcs’erted within a matter 
of minutes with supportive massage; levarterenol 
was gis’on if cardios'itscular depression was severe. 

Comment 

The full ad\’antagc of Inxiothcrmia can onlj' be 
realized if a means is found to control ventricular 
fibrillation and asj'stole. One of the factors influenc¬ 
ing the onset of these arrhythmias is the choice of 
anesthetic agent. In this studs', mechanical stimu¬ 
lation was added in the fonn of cardiac massage, 
since stimulation is an important factor in the onset 
of this process. It ss’as also noted in preliminary 
studies that cardiac arrest in hypothermia frequent¬ 
ly cons'crted to fibrillation when massage ss'as used 
in resuscitation. In the study at 27 C it svas re- 
marlrable that no s'cntricular fibrillation occuned 
with any anesthetic agent despite the addition of 
periods of hypercapnia and hypoxia. 

Discrepancs' betsveen these results and those 
reported previously ^ may be due to differences in 
experimental animals or type of stimulation. The 
employment of a greater degree of Inqrothennia, 
20 C. indicates that there arc differences in anes¬ 
thetic agents in regard to the incidence of fibrilla¬ 
tion. It is not apparent whether this finding with 
cyclopropane is related to its previously recognized 
properties as a factor in arrln’thmias. namely, the 
production of ventricular fibrillation in the presence 
of epinephrine. 

Lidocaine gis'en as a supplement to thiopental- 
nitrous oxide anesthesia was effective in suppres¬ 
sing fibrillation, but the added depression resulted 


in a marked increase in the number of liearts which 
failed at this temperature. The dosage range of 
lidocaine which will prevent fibrillation and yet not 
produce arrest is very narrow. 

No means were found which would indicate those 
hearts that might need protection from fibrillation 
or those tliat would be easily depressed. The prob¬ 
lem of depression of the cardiovascular system led 
to the employment of slightly higher temperatures— 
22-23 C. As already noted, in two series of 10 dogs 
there was only one instance of fibrillation and one 
of-failure. It is interesting to note that these both 
occurred in the adult series; however, the small 
number involved would not lend itself to drawing 
any conclusion. One of the problems encountered 
in tin's study was the diagnosis of ventricular fibrilla¬ 
tion. 

In the second tracing of figure 1 apparent fibrilla¬ 
tion was the result of the cardiac massage. Within 
15 seconds and with little change in the electro¬ 
cardiogram, evidence of heartbeat appeared on the 
blood pressure tracing. Palpation and observation of 
these hearts revealed slow waves of contraction 
which increased in strength with time until effective 
heart beat could be demonstrated. It is likely that 
this represented some form of inti-aventricular block 
as the result of the hypothermia, massage, and drugs 
administered. A more recognizable pattern was also 
frequently seen, as illustrated in figure 2. Varying 
degi’ees of block ujr to complete heart block with 
ventricular asystole were observed in five of tlie 
young dogs for short iDeriods of time. These usually 
reversed themselves with the passage of time, sup¬ 
portive massage, and small doses of levarterenol 
when the cardiovascular system seemed depressed. 


EIC 



A . B . ! 1 

Fig, 2.—Heart block in clog with hypothermia at 23 C 
(73.4 F) receiving lidocaine after maxsage: A, 10;25, open 
thorax; B, after ma.ssage. 

Lidocaine has been used successfully by Hitchcock 
and Keown" in supjtressing arrhythmias during 
cardiovascular operations in both dogs and man. 
Altliough its depressant effect must be taken into 
consideration, it may i^rove useful in suppressing 
serious ventricular arrln’thmias during hypothermia 
and expend the usefulness of this technique. 
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Summary 

The effect of four anesthetic agents or combina¬ 
tions on the incidence of ventricular fibrillation in 
dogs during hypothermia was investigated. Ar- 
rhymias were initiated with the application of me¬ 
chanical stimulation in the form of cardiac massage. 
At 27 C (80.6 F), there was no instance of fibrilla¬ 
tion despite periods of hypercapnia and hypo.via. 
At lower temperatures cyclopropane anesthesia re¬ 
sulted in the highest proportion of this serious ar¬ 
rhythmia. Thiopental-nitrous oxide anesthesia sup¬ 
plemented with lidocaine markedly reduced the in¬ 
cidence of this arrhythmiaj however, cardiac failure 
was a frequent occurrence. At a temperature of 22 
to 23 C (71.6 to 73.4 F), failure was markedly re¬ 
duced when lidocaine v’as used as a supplement. 
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HOLISTIC APPROACH TO CLINICAL PROBLEMS OF HYPERSENSITIVITY 

John M. Painter, M.D., Kent, Ohio 


In the treatment of hypersensitivity it is impor¬ 
tant to recognize tliat (1) many therapeutic efforts 
directed along single approaches have fallen short 
of the desired goal and (2) such approaches have 
produced results disappointing to the physician 
and the patient. With agreement that epinephrine 
(Adrenalin), arninophylline, antihistamines, anti¬ 
biotics, and corticosteroids are useful and potent 
drugs and that psychotherapy is a useful modality, 
it remains that reliance on any one of these alone 
to solve problems in hypersensitivity leads to fail¬ 
ure. This misplaced reliance confuses the phy¬ 
sician’s and patient’s understanding of the problem. 

In fact, the use of hj'posensitization alone without 
proper identification, evaluation, and consideration 
of etiological factors, be tliey physical, chemical, 
immunological or psychic, is confusing, disappoint¬ 
ing, and inadequate. All of tlrese unfortunate ad¬ 
jectives apply too often in practice. 

The solution of clinical problems in allergy is 
dependent on (1) a recognition of the fact that an 
altered immunological response is present and (2) 

From the Department of Medicine, Western Reserv’e University School 
of Medicine. 

Read in the Session on Allergy before the Section on Miscellaneous 
Topics at the 107th Annual Meeting of the American Medical Associa¬ 
tion, San Francisco, June 27, 1958. 


The solution of clinical problems in allergy 
is dependent on (1) a recognition of the fact 
that an altered immunological response is 
present and (21 the employment of all possible 
means to avoid or modify the reaction. Con¬ 
sideration of six principles is necessary in the 
management of allergic patients: 1. Allergic 
persons are inherently capable of abnormal 
immunological reactions to normal environ¬ 
ment factors. 2. They become sensitive to the 
agents exposed to in the greatest quantity 
and for the longest time. 3. Symptoms are 
usually the cumulative response to several 
sensitivities. 4. They usually involve the skin 
first, then eyes, nose, throat, trachea, bron¬ 
chial tree, and alveoli, in that order. 5. Re¬ 
peated attacks lower the critical sensitivity 
level of response so that subsequent expo¬ 
sures result in more severe symptoms. 6. 
Symptoms are modified by age, endocrine 
changes, climatic factors, and emotional 
'stress. . 
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the employment of all possible means to avoid or 
modih' tlie reaction. The mulb'plicity of symptoms 
seen in many cases may confuse the physician and 
distract him from an awareness of the mechanisms 
ins'olved. Often he resorts to futile symptomatic 
treatment without making an adequate attack on 
the etiology of the condition. 

Six concepts which are fundamental to a sound 
program for the management of allergic conditions 
are listed below. The application of these concepts 
in each individual case wall enable the physician 
to solve most of the problems of hypersensitivity 
which he encounters. 

Development of Sensitivity 

Immunological Reaction to Environment.—AWer- 
gic persons are those who are inherently capable of 
abnormal immunological reactions to normal en¬ 
vironmental factors. The ability to develop immu¬ 
nity is essential to the preservation of biological in¬ 
tegrity, but it is present to varying degrees in difiFer- 
ent persons. At one end of tlie scale are those 
anergic persons who show little or no immunologi¬ 
cal response, and at the opposite end are those 
overresponsive patients who show clinical symp¬ 
toms of allergy. In the latter group the abnormal 
response may be (1) quantitative, with the forma¬ 
tion of an unusual number of antibodies, and/or 
(2) qualitative, with the formation of abnormal 
antibodies capable of uniting \vith or being bound 
by tlie affected receptor cell. In the allergic person, 
tissues containing the cell-bound antibodies are the 
shock organs. In those who are nonallergic, neu¬ 
tralizing and/or blocking antibodies are stored 
largely in the serum and subcutaneous tissues. 

Sensitization is possible even in relatively non¬ 
reactive persons if the e.x’posure is sufficiently pro¬ 
longed or the agent sufficiently antigenic, as, for 
example, poison ivy. It has been shown also tliat 
variations in reactivity occur in cells which have 
not been previously sensitized. 

Amount of Exposure.—Allergic persons become 
sensitive to those agents to which tliey are exposed 
in the greatest quantity and for the longest period 
of time. Of the air-bome inhalants, house dust and, 
in the Ohio area, ragw'eed pollen and some fungi 
are prevalent in the greatest quantity and for the 
longest time; hence, fhese are the ones most likely 
to produce sensitivity. Frequently the patient’s 
statement tliat he cannot be sensitive to citrus fruit 
(or some other food), because he eats it every 
day, wall give a clue to the antigenic agents in¬ 
volved by pointing out the materials to wffiich he 
has had die heaviest and most prolonged exposure. 

Formation of Symptoms.—Symptoms are usually 
the cumulative response to several sensitivities. The 
degree of these individual sensitiirities depends on 
(1) the antigenicity of the agent involved and (2) 
die amount of material to w'hich the patient is ex¬ 
posed, as well as the duration of the exposure. Each 


of the sensitivities in operation at any given time, 
how'ever, contributes to the patient’s total degree 
of sensitivity, which determines his symptomatic 
response. Each allergic patient possesses a “critical 
level of sensitivity’’ at which he responds wnth 
sjTnptoms. Only when his own “critical sensitivity 
level” is reached or e.xceeded will symptoms appear. 

The antigenic materials contributing to each 
person’s sensitivity are best identified by the history 
and only secondarily by such procedures as skin 
tests and elimination diets. Once die sensitizing 
materials have been identified, the patient should 
be instructed to avoid them, so far as possible. The 
education of the patient is the most valuable part 
of his treatment. It should not only acquaint him 
wdth the nature of his difficulties but also teach him 
the mechanisms for avoiding or minimizing his ex¬ 
posures. He should be taught to avoid not only 
those antigens to which he is already sensitized but 
also those to which e.xposure is -likely to result in 
future sensitization. Hyposensitization is under¬ 
taken only w'hen the total degree of exposure to all 
allergens cannot be held at a level well below the 
patient’s critical sensitivity level. Only those anti¬ 
genic agents w'hich cannot be avoided are ordinarily 
included in the hyposensitization program. 

Clinical Symptoms and Their Modification 

Early Recognition of Allergy.—Clinical symptoms 
usually involve the skin first and then the eyes, 
nose, throat, trachea, bronchial tree, and alveoli, in 
diat order. Gastrointestinal symptoms occur most 
frequently early and late in life and vascular symp¬ 
toms in later life. The progression from one site to 
another may be slow or rapid, and in some patients 
clinical symptoms of allergy do not have their on¬ 
set until late in life. Symptoms may occur in sev¬ 
eral sites, or shock organs, simultaneously. Mffiile it 
is true that some antigens tend to invoh'e certain 
tissues more frequently tlian others, any antigen 
may produce symptoms in any tissue capable of 
responding as a shock organ. Ragweed pollen, for 
example, may produce eczema of the feet and legs. 

This concept helps the physician to identify al¬ 
lergic patients early in life and, by anticipating fur¬ 
ther symptoms, to prevent more serious sequelae. 

Effect of Repeated Attacks and Exposure.—Re¬ 
peated attacks of clinical allergy low^er the critical 
sensitivity level of response, so that subsequent ex¬ 
posures to antigens result in more severe symptoms. 
During the ragw'eed season, for example, symptoms 
increase in severity after two to four weeks, though 
the pollen count is receding at this time. Thus, it 
is important to avoid continued and prolonged ex¬ 
posure to any potential antigen. It is equally im¬ 
portant to relieve symptoms by w'hatever means are 
available. 'Therapeutic measures include (1) anti¬ 
histamines for blocking the action of histamine, (2) 
aminophylline and epinephrine to counteract the 
end-effects of smooth muscle spasm and increased 
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capillary permeability, (3) sedatives to reduce 
stress, and (4) corticotropic hormone for render¬ 
ing the shock organ more resistant to reaction or 
for inhibiting antibody response. 

Modifying Fflctors.—Symptoms or sensitivity re¬ 
sponses are modified by age, endocrine changes, 
climatic factors, and emotional stress. The infant 
may be sensitized in utero, but much more com¬ 
monly sensitively develops only after constant re¬ 
exposure over many years. 

At times when major shifts in endocrine balance 
occur (at appro.ximate ages of 1, 6, 12, 45, and 65 
years and during or after pregnancy), the type, 
site, or manner of allergic response in a sensitive 
person is likely to undergo radical change. This 
fact has given rise to the erroneous concept tliat at 
those ages persons are likely to “outgrow” tlieir 
allergies. As a result, the program of allergic man¬ 
agement is often withdrawm, causing tlie patients 
sensitivities to increase and symptoms to reappear 
with increased intensity and in new shock organs. 

Climatic factors, which include humidity, tem¬ 
perature, and barometric pressure, may vary widi 
the time of day, season, or geographical location. 
When the humidity is high, respiratory effort is 
increased and air-borne antigens are concentrated 
near the ground. A rise in temperature aids in dis¬ 
persing these antigens. It has been found tliat pol¬ 
len and fungus spores in the atmosphere, which are 
dispersed to a height of 12,000 to 15,000 ft. on a 
sunny afternoon, may be concentrated in tlie lower 
800 to 1,000 ft. beUveen 3 and 4 a. m. 

Tire critical level of response to antigens may be 
raised temporarily by emotional stress, but when 
such stress is continued the critical sensitivity level 
is usually lowered. This pattern of response to stress 


is similar to that described in Selye’s general adap¬ 
tation theoiy.' Many patients have symptoms only 
when they are emotionally exhausted. 

Knowledge concerning the factors modifying 
sensitivity responses may enable physicians to an¬ 
ticipate situations which may call for extra pre¬ 
caution. Any one of these modifying factors may 
be important enough at a given time to prevent or 
produce clinical symptoms. 

Summary 

The following six basic concepts concerning the 
production of allergic symptoms form a guide for 
the physician who is interested in clinical problems 
of hypersensitivity. Consideration of all of these 
principles is necessary in the management of aller¬ 
gic patients: 1. Allergic persons are inherently ca¬ 
pable of abnormal immunological reactions to nor¬ 
mal environmental factors. 2. They become sensitive 
to the agents e.xposed to in the greatest quantity 
and for the longest time. 3. Symptoms are usually 
the cumulative response to several sensitivities. 4. 
They usually involve the skin first, then eyes, nose, 
throat, trachea, bronchial tree, and alveoli, in tliat 
order. 5. Repeated attacks lower the critical sensi¬ 
tivity level of response, so that subsequent expo¬ 
sures result in more severe symptoms. 6. Symptoms 
are modified by age, endocrine changes, climatic 
factors, and emotional stress. 

Physicians should accept the responsibility for 
educating the patient with an allergic condition 
and gaining his cooperation in carrying out a sound 
program of management. 

152 N. Water St. 
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P ROBLEMS IN CANCER.—Until we know more about the factors that control 
the spread of cancer, we cannot generalize about tbe subject of cancer. There 
is at present no scientific basis upon which anyone is justified in advocating 
simple mastectomy, radical mastectomy, ultra radical mastectomy, or irradiation 
therapy as the single or even the chief method of treatment for cancer of the breast. 
There may be a place for all of these types of treatment, for just as there are 3 types 
of cancer of the skin (basal cell, squamous cell, and melanoma), so there may be at 
least 3 biologic types of cancer of the breast. If so, each deserves its own treatment. 
The challenge to the surgeon is to try to find a way to distinguish each of these 
biologic types from the others. Individualization deserves more emphasis than it has 
been given in our cancer clinics in recent years. Our tendency to overgeneralize about 
cancer reminds me of the Polynesians who live under the cocoanut palms; yet, oddly 
have no name for a “cocoanut.” Instead they have three names for cocoanuts. They 
have a name for the immature cocoanut which gives the milk, another for the half- 
ripe cocoanut diat gives the jelly, and a third name for the ripe cocoanut that gives 
the meat. But you can’t ask for “a cocoanut” in the South Pacific. It is too general a 
term. Perhaps “cancer” is too general a term for us.—G. Crile Jr., M.D., F.A.C.S., 
Problems in the Treatment of Cancer, Maryland State Medical Journal, September, 
1958. 
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the emploj'ment of all possible means to avoid or 
modify the reaction. The multiplicity of symptoms 
seen in many cases may confuse the physician and 
distract him from an awareness of the mechanisms 
involved. Often he resorts to futile symptomatic 
treatment without making an adequate attack on 
the etiology of the condition. 

Six concepts which are fundamental to a sound 
program for the management of allergic conditions 
are listed below. The application of these concepts 
in each individual case vnll enable the physician 
to solve most of the problems of hypersensitivity 
which he encounters. 

Development of Sensitivity 

Immunological Reaction to Environment.—AWer- 
gic persons are those who are inherently capable of 
abnormal immunological reactions to normal en¬ 
vironmental factors. The ability to develop immu¬ 
nity is essential to the preservation of biological in¬ 
tegrity, but it is present to varying degrees in diflter- 
ent persons. At one end of tire scale are those 
anergic persons who show little or no immunologi¬ 
cal response, and at the opposite end are those 
overresponsive patients who show clinical symp¬ 
toms of allergy. In the latter group the abnormal 
response may be (1) quantitative, with the forma¬ 
tion of an unusual number of antibodies, and/or 
(2) qualitative, with the formation of abnormal 
antibodies capable of uniting with or being bound 
by the affected receptor cell. In the allergic person, 
tissues containing the cell-bound antibodies are tire 
shock organs. In those who are nonallergic, neu¬ 
tralizing and/or blocking antibodies are stored 
largely in the serum and subcutaneous tissues. 

Sensitization is possible even in relatively non¬ 
reactive persons if the exposure is sufficiently pro¬ 
longed or the agent sufBciently antigenic, as, for 
example, poison ivy. It has been shown also tliat 
variations in reactivity occur in cells which have 
not been previously sensitized. 

Amount of Exposure.—Allergic persons become 
sensitive to those agents to which they are exposed 
in the greatest quantity and for the longest period 
of time. Of the air-borne inhalants, house dust and, 
in the Ohio area, ragweed pollen and some fungi 
are prevalent in the greatest quantity and for the 
longest time; hence, these are the ones most likely 
to produce sensitivity. Frequently the patients 
statement that he cannot be sensitive to citrus fruit 
(or some other food), because he eats it every 
day, wll give a clue to the antigenic agents in¬ 
volved pointing out the materials to which he 
has had the heaviest and most prolonged exposure. 

Formation of Symptoms.—Symptoms are usually 
the cumulative response to several sensitivities. The 
degree of these individual sensitivities depends on 
(1) tlie antigenicity of the agent involved and (2) 
the amount of material to which the patient is ex-, 
posed, as well as the duration of the exposure. Each 


of the sensitivities in operation at any given time, 
however, contributes to the patients total degree 
of sensitivity, which determines his symptomatic 
response. Each allergic patient possesses a “critical 
level of sensitivity” at which he responds with 
symptoms. Only when his o^vn “critical sensitivity 
level” is reached or exceeded will symptoms appear. 

The antigenic materials contributing to each 
person’s sensitivity are best identified by the history 
and only secondarily by such procedures as skin 
tests and elimination diets. Once the sensitizing 
materials have been identified, the patient should 
be instructed to avoid them, so far as possible. The 
education of the patient is the most valuable part 
of his treatment. It should not only acquaint him 
with the nature of his difficulties but also teach him 
the mechanisms for avoiding or minimizing his ex¬ 
posures. He should be taught to avoid not only 
those antigens to which he is already sensitized but 
also those to which exposure is -likely to result in 
future sensitization. Hyposensitization is under¬ 
taken only when the total degree of exposure to all 
allergens cannot be held at a level well below the 
patient’s critical sensitivity level. Only those anti¬ 
genic agents which cannot be avoided are ordinarily 
included in the hyposensitization program. 

Clinical Symptoms and Their Modification 

Early Recognition of Allergy.—Clinical symptoms 
usually involve the skin first and then the eyes, 
nose, throat, trachea, bronchial tree, and alveoli, in 
that order. Gastrointestinal symptoms occur most 
frequently early and late in life and vascular symp¬ 
toms in later life. The progression from one site to 
another may be slow or rapid, and in some patients 
clinical symptoms of allergy do not have their on¬ 
set until late in life. Symptoms may occur in sev¬ 
eral sites, or shock organs, simultaneously. MTiile it 
is true that some antigens tend to involve certain 
tissues more frequently than others, any antigen 
may produce symptoms in any tissue capable of 
responding as a shock organ. Rag^veed pollen, for 
example, may produce eczema of the feet and legs. 

Tliis concept helps the physician to identify al¬ 
lergic patients early in life and, by anticipating fur¬ 
ther fymptoms, to prevent more serious sequelae. 

E§ect of Repeated Attacks and Exposure.—Re¬ 
peated attacks of clinical allergy lower the critical 
sensitivity level of response, so that subsequent ex¬ 
posures to antigens result in more severe symptoms. 
During the ragweed season, for example, symptoms 
increase in severity after two to four weeks, though 
the pollen count is receding at this time. Tims, it 
is important to avoid continued and prolonged ex¬ 
posure to any potential antigen. It is equally im¬ 
portant to relieve symptoms by whatever means are 
available. 'Therapeutic measures include (I) anti¬ 
histamines for blocking the action of histamine, (2) 
aminophylline and epinephrine to counteract the 
end-effects of smooth muscle spasm and increased 
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capillary permeability, (3) sedatives to reduce 
stress, and (4) corticotropic hormone for render¬ 
ing the shock organ more resistant to reaction or 
for inhibiting antibody response. 

Modifying Factors.—Symptoms or sensitivity re¬ 
sponses are modified by age, endocrine changes, 
climatic factors, and emotional stress. Tlie infant 
may be sensitized in utero, but much more com¬ 
monly sensitively develops only after constant re¬ 
exposure over many years. 

At times when major shifts in endocrine balance 
occur (at approximate ages of 1, 6, 12, 45, and 65 
years and during or after pregnancy), the type, 
site, or manner of allergic response in a sensitive 
person is likely to undergo radical change. This 
fact has given rise to the erroneous concept that at 
those ages persons are likely to “outgrow” their 
allergies, As a result, the program of allergic man¬ 
agement is often withdraum, causing die patient’s 
sensitivities to increase and symptoms to reappear 
with increased intensity and in new shock organs. 

Climatic factors, which include humidity, tem¬ 
perature, and barometric pressure, may vary uadi 
the time of day, season, or geographical location. 
l¥hen the humidity is high, respiratory effort is 
increased and air-borne antigens are concentrated 
near the ground. A rise in temperature aids in dis¬ 
persing these antigens. It has been found that pol¬ 
len and fungus spores in the atmosphere, which are 
dispersed to a height of 12,000 to 15,000 ft. on a 
sunny afternoon, may be concentrated in the lower 
800 to 1,000 ft. between 3 and 4 a. m. 

Tlie critical level of response to antigens may be 
raised temporarily by emotional stress, but when 
such stress is continued the critical sensitivity level 
is usually lowered. This pattern of response to stress 


is similar to tliat described in Selye's general adap-, 
tation tlieory.' Many patients have symptoms only 
wlien they are emotionally exhausted. 

Knowledge concerning the factors modifying 
sensitivity responses may enable physicians to an¬ 
ticipate situations which may call for extra pre¬ 
caution. Any one of these modifying factors may 
be important enough at a given time to prevent or 
produce clinical symptoms. 

Summary 

The following six basic concepts concerning the 
production of allergic symptoms form a guide for 
the physician who is interested in clinical problems 
of hypersensitivity. Consideration of all of these 
principles is necessary in the management of aller¬ 
gic patients; 1. Allergic persons are inherently ca¬ 
pable of abnormal immunological reactions to nor¬ 
mal environmental factors. 2. They become sensitive 
to the agents e.xposed to in the greatest quantity 
and for the longest time. 3. Symptoms are usually 
the cumulative response to several sensitivities. 4, 
Tliey usually involve the skin first, then eyes, nose, 
throat, trachea, bronchial tree, and alveoli, in tliat 
order. 5. Repeated attacks lower the critical sensi¬ 
tivity level of response, so that subsequent expo¬ 
sures result in more severe symptoms. 6. Symptoms 
are modified by age, endocrine changes, climatic 
factors, and emotional stress. 

Physicians should accept the responsibility for 
educating tlie patient with an allergic condition 
and gaining his cooperation in carrying out a sound 
program of management. 

152 N. Water St. 
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P ROBLEMS IN CANCER.—Until we know more about the factors that control 
the spread of cancer, we cannot generalize about the subject of cancer. There 
is at present no scientific basis upon which anyone is justified in advocating 
simple mastectomy, radical mastectomy, ultra radical mastectomy, or irradiation 
therapy as the single or even the chief method of treatment for cancer of the breast. 
There may be a place for all of these types of treatment, for just as there are S types 
of cancer of the skin (basal cell, squamous cell, and melanoma), so there may be at 
least 3 biologic types of cancer of the breast. If so, each deserv'es its own treatment. 
The challenge to the surgeon is to tr>’ to find a way to distinguish each of these 
biologic types from the others. Individualization deserves more emphasis than it has 
been given in our cancer clinics in recent years. Our tendency to overgeneralize about 
cancer reminds me of the Polynesians who live under the cocoanut palms; yet, oddly 
have no name for a “cocoanut.” Instead they have three names for cocoanuts. They 
have a name for the immature cocoanut which gives the milk, anotlier for the half- 
ripe cocoanut that gives the jelly, and a third name for the ripe cocoanut-that gives 
the meat. But you can’t ask for “a cocoanut” in the South Pacific. It is too general a 
term. Perhaps “cancer” is too general a term for os.—G. Crile Jr., M.D., F.A.C.S. 
Problems in the Treatment of Cancer, Maryland State Medical Journal, September 
1958. 
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MANAGEMENT OF CHRONIC URTICARIA 

Ben C. Eisenberg, M.D., Huntington Park, Calif. 


Despite the addition in recent years of ACTH and 
corticosteroids to the list of drugs effective in 
combating allergic diseases, chronic, recurrent 
urticaria continues to present a therapeutic chal¬ 
lenge to the ablest of specialists. All are familiar 
with the lesions typifying the urticarial reaction, 
namely, the- circumscribed, edematous, blanched 
wheals surrounded by erythematous flares and at¬ 
tended by vaiy-ing degrees of itching, pain, or burn¬ 
ing. About half of the cases are accompanied by 
localized or rather extensive angioneurotic edema, 
and some patients may even show marked dermo- 
graphia. The onset of hives may be gradual or 
sudden, witli disappearance of the rash in a few 
hours or days and reappearance at any time of the 
day or night, sometimes with greater intensity, in 
the same or different areas. 

As to tlie incidence of urticaria, various investi¬ 
gators estimate it to be from about 15 to 24% of the 
population, Nsith chronic urticaria occurring more 
commonly in the third and fourth decades, especial¬ 
ly in women.' 

It is important to rule out several other condi¬ 
tions in the differential diagnosis of urticaria, 
namely, insect bites (flea, mite, bedbug, gnat), 
viral disease, herpes, hj'persensitivitj' to light, heat, 
or cold, elephantiasis nostras, urticaria pigmentosa, 
and collagen disease (i. e., polyangiitis and lupus 
erythematosus disseminatus). Occasionally, contact 
dermatitis and atopic eczema may show localized 
areas of whealing and angioneurotic edema, but 
complete history and physical examination usually 
lead one to the correct diagnosis. 

Causes of urticaria may be generally classified as 
allergic, nonallergic, and psychogenic. Allergic 
agents include drugs (aspirin, sedatives, antibiotics, 
cathartics, tranquilizers, cold remedies, beverages, 
vitamins, antihistamines, ACTH, herbs, estrogenic 
and other hormones, insulin, anticonvulsants, se¬ 
rums, vaccines, nose drops, and douching powders), 
foods (fresh fruits, nuts, chocolate, seafoods, pork, 
eggs, milk, and wheat), physical agents (sunlight, 
heat, cold [cr>'oglobulinemia], air currents, pres¬ 
sure, and ultrasonics), inhalants (pollens, house 
dust, castor bean dust, cottonseed, fla.xseed, cos¬ 
metics, aerosols, insect debris, pyrethrum, orris, 
derris, antibiotics, molds, animal dander, animal 
secretions, and cooking odors), contactants (oint¬ 
ments, lotions, cosmetics, animal secretions and 
dander, soaps, detergents, serums, antibiotics, 
chlorpromazine [Thorazine] hydrochloride, sham- 

From the Medical Departnieiit, University of Southern California 
School of Medicine, and the Allerg>* Clinic, Los Angeles County Gen¬ 
eral Hospital. 

Read in the Session on Allers>' before the Section on Miswlaneous 
•Topics at the lOTlh Annual Meeting of the American Medical Asso¬ 
ciation. San Francisco, June 27, 1958. 


Analysis of 50 cases of chronic urticaria 
revealed a large variety of foods, drugs, in¬ 
fections, inhalants, and other items as possi¬ 
ble causes of the disorder. The patients 
ranged in age from 8 to 73 years, and some 
had been afflicted as long as 22 years. There 
was much overlapping of etiological diag¬ 
noses. Emotional difficulties appeared to be 
significant in 32 patients, but among these 
there were only 6 in whom no other factors 
were clearly operative. Patients were encour¬ 
aged to discuss domestic and occupational 
situations that might be emotionally charged. 
When the cause eludes recognition or cannot 
be obviated, symptomatic treatment is neces¬ 
sary. In this series it usually consisted of 
hydroxyzine hydrochloride, given orally in 
doses of W to 25 mg. three or four times a 
day, with antihistamines. Ephedrine hydro¬ 
chloride was occasionally given by mouth and 
seldom by injection. Injection of epinephrine 
may be required in an occasional patient in 
whom angioneurotic edema threatens life by 
involving the pharyngolaryngeal areas. 


poos, plants, grasses, and weeds), and aiitoanti- 
bodies (to hormones, protein degradation products, 
by-products from infections, and haptenes). 

Nonallergic causes include infection (genitouri¬ 
nary, gastrointestinal, respiratory, dental, tonsil, 
and gallbladder, malaria, intestinal parasites, 
brucellosis, and syphilis), endocrine imbalance 
(excess or deficiency), i. e., hypotlryroidism, 
enzyme imbalance (excess or deficiency), histamine 
and serotonin liberators (sorbitol monolaurate 
compounds, polyvinyl pyrrolidone, serums, peptone, 
trypsin, bacterial toxins, curare, narcotics, egg- 
albumin, and de.xtran), and miscellaneous causes 
(malignancy, neoplasms, lymphomas, diabetes, 
collagen disease, alcohol, insect bites, chemical and 
exhaust fumes, paints, hair sprays, trauma, exertion, 
and hereditar)' angioneurotic edema). 

Psychogenic causes are of three types: (1) pure 
or cholinergic (emotional factors as sole -cause, 
hypnotic recall, patient trapped by some resentful 
life situation, exciting events, and production of 
hives at will to avoid unpleasant situations), (2) 
mixed (emotional factors only one of several 
etiologies but equal in importance to other factors), 
and (3) masked (urticarial lesions as a manifesta¬ 
tion of impending mental breakdown). 
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Both the acute and chronic types of urticaria can 
he precipitated by similar causes. Although most 
acute attacks of hi\'cs last only a few days, some 
may not subside until a period of three or four 
weeks have passed. This is not infrequently seen 
after reactions to penicillin and other drugs. 
Chronic urticaria, which may persist for many 
weeks, months, or years, sometimes follows acute 
episodes. In these instances other causative agents, 
such as dormant allergies to foods or inhalants, 
psychogenic factors, or hypersensitivity to heat or 
cold, take o\'er, so to speak, and continue to per¬ 
petuate the reaction long after the original inciting 
agent has been metabolized, e.xcretcd, or destroyed. 

One who has had an opportunity to observe and 
study patients with chronic urticaria cannot help 
but feel that they are endowed witli an innate 
capacity to produce urticarial lesions at the slight¬ 
est provocation, once tire reaction has been facili¬ 
tated by any means. Thus, it is not at all unusual 
for many of these persons to develop hives, re¬ 
gardless of the main etiology, after upper respira¬ 
tory infections, minor trauma, exposure to chemical 
fumes, administration of almost any drug (i. e., 
vitamins, hormones, sedatives, aspirin, vaccines, and 
antibiotics), even in the absence of true allergy to 
these substances, and in response to any nonspecific 
factor that may upset the equilibrium, routine, or 
comfort of the patient, such as headache, physical 
or mental fatigue, gastrointestinal upset, alcohol, 
emotional excitement or anger, or undue exposure to 
heat or cold. In short, many things which are 
harmless to the average person become ‘ urticario- 
genic” as far as these individuals are concerned, 
causing the release of histamine or acetylcholine 
into the skin, ndth resultant itch and wheal develop¬ 
ment. 

In the management of chronic urticaria, a com¬ 
prehensive history is most essential. Practically all 
of these patients have consulted several physicians 
and have tried all sorts of therapies prior to their 
referral to an allergy specialist—a last resort. It is 
important, tlierefore, that ample time be scheduled 
for the taking of a detailed history, including a 
thorough medical survey. One should especially 
consider the four factors listed by Sheldon and 
co-workers as the most common causes of hives 
and angioneurotic edema, namely, drug allergy, 
food allergy, infection, and psychic factors, and 
rule them out one by one. Also, it is imperative to 
inform these patients that intensive studies are 
often required before a proper etiological diagnosis 
can be made, that they must not expect too much 
until the causes are knowi, but that, in the mean¬ 
time, effective drugs will be given to afford some, if 
not complete, relief of the pruritus and swelling. 

Investigation of Specific Allergies 

Drugs.—As was pointed out by Bro\vn,“ reactions 
to drugs have increased remarkably in recent years, 
particularly since penicillin and other antibiotics 


have been introduced. Patients must be questioned 
carefully concerning penicillin injections, recent 
and past, since urticaria may not begin until two 
or more weeks after its administration and may 
persist for months afterward. Also, one should in¬ 
quire about other injectable or oral medications, 
such as vitamins, estrogen and other hormones, 
ACTH, antibiotics, insulin, cathartics, aspirin, tran¬ 
quilizers, sedatives, tonics, alcoholic beverages, 
digitalis, mercurial diuretics, iodides, thyroid, pro¬ 
cainamide (Pronestyl) hydrochloride, quinine, sul¬ 
fonamides, nose drops, eye drops, suppositories, 
ointments, contraceptives, biologicals, aminosalicylic 
acid, hydantoins, heparin, and phenylbutazone. 

In attempting to evaluate drug allergy, it is best 
to have the patient stop all medication—both oral 
and parenteral—and then observe whether the skin 
lesions disappear. Attempts may be made to repro¬ 
duce the urticaria by giving small doses of the sus¬ 
pected drug, but this must be regarded as a 
dangerous procedure. Fatal anaphylactic shock has 
been reported after ingestion of a single penicillin 
tablet by a patient sensitive to this drug. One of my 
aspirin-sensitive patients suffered an anaphylactic 
reaction with severe asthma and loss of conscious¬ 
ness for several hours after ingestion of a tablet 
containing 2% grains (160 mg.) of aspirin in com¬ 
bination with an antihistamine for a “cold.” He 
made an uneventful recovery after energetic treat¬ 
ment with epinephrine, oxygen, and intravenous 
administration of aminophylline and hydrocorti¬ 
sone. 

Food.—As most physicians know, patients gen¬ 
erally are able sooner or later to identify the foods 
causing their urticarial outbreaks. Nuts, shellfish, 
berries and other fresh fruits, eggs, chocolate, and 
pork are common offenders. Tlie diagnosis becomes 
more difficult when the case is a chronic one due 
to foods eaten daily, such as cereals, milk, vege¬ 
tables, and meats. Furthermore, these substances 
tend to produce delayed reactions after an interval 
of 24 or even 36 hours. Nevertheless, the patient’s 
food habits, his likes and dislikes, and regularly 
eaten foods should be listed and discussed, with a 
view toward eliminating any one or more from the 
diet for a trial period. The relationship between 
food allergy and urticaria is furtlier complicated by 
the fact that tlie clinical sensitivity may be due to 
- food additives or to antibiotics given to animals 
prior to human consumption. Milk, for example, 
may contain not only penicillin (if such is given to 
the cow for treatment of infection) but also anti¬ 
genic amounts of alfalfa and beet-top proteins 
where tliese are grown and used as cattle feed. 

At the allergy clinic of the Los Angeles County 
General Hospital, we feel that skin testing for food 
allergy is helpful in a sufficient number of patients 
to warrant its continued use. This is especially so 
if one employs for testing purposes the acetone- 
precipitated food-protein antigens dissolved in a 
phosphate-buffered 50% solution of glycerol.^’ 
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In/ecfion.—Investigation of chronic urticaria cases 
should include possible sources of infection as pri¬ 
mary causes of the eruption. Intestinal parasites 
must be ruled out in patients with a relatively high 
eosinophil count. Cohen and Criep" found amebic 
infestation to be the cause of recurrent urticaria 
wth angioneurotic edema in 19 of 28 veterans. 
Hookworm and Giardia lamblia have also been 
recovered from the stools of patients with urticaria.® 
Eradication of these parasites resulted in ultimate 
cures. Other sources of infection related to out¬ 
break of hives include tonsils, teeth, gallbladder, 
and genitourinary' tract. 

Tlie exact mechanism by which infection pre¬ 
cipitates urticaria is not known. If one is permitted 
to postulate, however, it is certainly not outside the 
realm of possibility that infectious processes, 
through breakdo\\'n of body tissues, bring about the 
release of active protein-splitting enzymes capable 
of mediating the urticarial response secondarily 
through liberation of serotonin, histamine, or 
acetylcholine into the skin. In addition, this 
same result may be accomplished by the production 
of autoantibodies and their subsequent reaction 
which the specific inciting haptene. Eradication of 
infection through surgical means or the judicious 
use of antibiotics, antimalarial agents, or antiamebic 
drugs should largely help to eliminate infection as 
a prominent cause of chronic urticaria. 

Inhalants and Miscellaneous Agents.—Pollens, 
molds, house dust, castor bean dust, and animal 
danders have been found to cause outbreak of hives 
in numerous individuals. Insect sprays, hair sprays, 
perfumes, odors of cooked or fried foods, and vari¬ 
ous chemical fumes may like\vise cause urticaria 
and angioneurotic edema. Cases of hives have de¬ 
veloped during the comse of various diseases, such 
as diabetes, endocrine disturbances, carcinoma, un- 
dulant fever, rheumatic fever, and syphilis. And, 
finally, contactants, i. e., animal danders and secre¬ 
tions, cosmetics, drugs (streptomycin, chlorproma- 
zine), animal serums, weeds, and plants, have been 
occasionally responsible for this dermatological 
condition. 

Psychogenic Factors.—Considerable disagreement 
still persists regarding the incidence of psychogenic 
factors in chronic urticaria. Because the immu¬ 
nological approach often fails to reveal a causal 
relationship between a drug, food, or other allergic 
factor and chronic urticaria, various investigators 
feel that most of these patients develop hives on an 
emotional basis.® It has been known for some time 
that emotional reactions can result in the liberation 
of histamine and acety’lcholine into the skin to 
initiate the urticarial reaction. Hence, many physi¬ 
cians conclude that chronic urticaria is usually 
produced psychogenically.'' 

Just because extrinsic factors cannot be impli¬ 
cated after a brief visit with the patient is no rea¬ 
son to jump to the conclusion that the condition is 
caused solely by emotional factors. This diagnosis 


should not be made without a thorough allergic and 
psychological evaluation. Emotional disturbances 
are common today, just as they have always been, 
and may have little bearing on the patients der¬ 
matological condition. Some individuals who are 
keenly aware of the impact of the psyche on dis¬ 
ease processes may interpret a sign or symptom too 
readily as of psychogenic origin. In this manner, 
the initial pruritus of Hodgkin’s and other organic 
diseases has often been mislabeled as due to emo¬ 
tional causes. We must not forget, however, that 
itching may arise from profound emotional dis¬ 
turbances. True, the discomfort attending urticaria 
and angioneurotic edema may cause the patient 
much distress of mind, but it is within the physi¬ 
cian’s realm to determine whether the distress is 
excessive for the condition at hand. Hives have 
often been reproduced in hypnotized subjects by 
psychotherapists during discussion of emotionally 
charged material; furthermore, cases of chronic 
dermatitis (eczema, neurodermatids) have been 
treated successfully by means of psychotherapy and 
electroshock therapy., 

Although no studies thus far have tended to 
prove a definite personality type in psychogenic 
urticaria, most observers agree that these patients 
have certain emotional conflicts in common: (1) 
chronic frustration, often originating in early child¬ 
hood; (2) feeling of being “trapped” by some resent¬ 
ful situation about which they cannot, or dare not, 
do anything; (3) repressed aggressiveness, fury, and 
hostihty; and (4) feelings of guilt because of fancied 
retaliatory measures and ill-wishes directed toward 
those responsible for their predicament. 

“Total” Approach to the Urticaria Problem 

The main purpose in presenting this paper is to 
show what may be accomplished by a “total” plan 
of treatment for chronic urticaria. This approach in¬ 
cludes a comprehensive history and physical exami¬ 
nation, suflBcient laboratory work to exclude infec¬ 
tious processes, skin tests for allergy to foods, in¬ 
halants, pollens, and environmental factors, and a 
reasonable psychological evaluation of the patient. 
In my opinion, recurrent urticaria, with the excep¬ 
tion of that caused by infection or drugs, is seldom 
due to just a single factor but rather to multiple 
causes, some of which cannot be determined by 
presently knou'n methods of testing. 

Fifty patients suffering from chronic hives were 
studied with use of this plan of attack. As noted in 
the table, their ages ranged from 8 to 73 years, with 
most in the 20-to-60-year age group, and females 
predominated (31 females, or 62%). Duration of the 
urticarial symptoms ranged from one nionth to 22 
years. 

^^fflile a single agent was responsible for some of 
these patients’ symptoms, the majority revealed 
multiple etiological factors. 'Thus, foods were impli¬ 
cated in 24 patients or 48%, drugs in 11 (22%), 
infection in 6 (12%), emotional factors in 32 (64%), 
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and inhalants in 22 (44%). Eighteen (36%) of the 
group suffered from hay fever, asthma, or allergic 
headache. This undoubtedly accounts, in large 
measure, for the higher percentage of positive find¬ 
ings in skin tests as compared v'ith other series of 
chronic urticaria cases. 


one-half years, averaging approximately eight 
months per patient. Most of those continuing on 
allergy care past a six-month or eight-month period 
were advised to do so because of additional allergic 
conditions (i. e., asthma, hay fever, or allergic head¬ 
ache). Meanwhile, those evidencing probable un- 
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43 

3 





Pollens 

-F 


Hay fever 

44 

F 

53 

3 




+ 

Mold, wool 

+ 



45 

F 

19 

y* 

No tests 



+ 

No tests 


+ 


40 

31 

35 

3 

No tests 




No tests 

+ 


Chemical fumes 

47 

F 

37 

10 





Cat, dog, pollen 

-F 


Asthma 

48 

F 

52 

14 

Nuts, cereals 


+ 


Pollen, house dust 

+ 


Bronchitis 

49 

F 

55 

1 

Chocolate 



+ 



+ 


50 

31 

24 

% 

■\Vheat, citrus 



+ 


+ 




Treatment.—Patients were advised to avoid all 
foods for which they showed 3-}- and 4-\- skin test 
reactions for approximately one month, and were 
started on a hyposensitization program witlr use of 
extracts of the inhalants to which there were posi¬ 
tive reactions. Also, all previous medication was 
stopped, including cathartics, sedatives, estrogen, 
antibiotics, food supplements, and vitamins. Length 
of treatment varied from two weeks to two and 


derlying emotional difficulties, as revealed from 
observation and general discussion concerning job, 
home, and school situations during the preliminary 
examination and testing period, were singled out 
for special attention along these lines. Thirty-six 
patients, or 72%, improved under this regimen. 

Symptomatic Care .—Most of the patients were 
able to control the hives and itching with antihista¬ 
mines alone or in combination with ephedrine* hy- 
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drochloride and tranquilizers. I seldom administer 
epinephrine or ephedrine by injection, since this 
mode of therapy almost invariably tends to tempo¬ 
rarily "dam-up” the chemical forces responsible for 
the eruption, only to have the process recur with 
greater intensity after the sudden release of these 
chemicals when the action of the above-mentioned 
drugs subsides. Of course, epinephrine may be re¬ 
quired in an occasional patient in whom angioneu¬ 
rotic edema threatens life through involvement of 
the pharyngolaryngeal areas. Here, ACTH and the 
corticosteroids may be found necessary. These lat¬ 
ter hvo, however, are seldom of much benefit in 
chronic urticaria and should not be used because of 
dangerous implications after their long-term use 
(such as osteoporosis or enhancing infections).® 

Tranquilizers.—\Vhi\G most tranquilizers may be 
tried for their ataractic effect,® I have found hy¬ 
droxyzine (Atarax) hydrochlorideto be more 
effective in chronic urticaria. This drug is given in 
a dosage of 10 to 25 mg. four times a day. The 
rehef of itching and hives is often dramatic. 

Ephedrine and antihistamines, given orally, may 
be used in addition to enhance the beneficial re¬ 
sult. The chemical formula of hydroxyzine is l-(p- 
chlorobenzhydryl) -4- [ 2- (2-hydroxy ethoxy) ethyl ] pi¬ 
perazine dihydrochloride. It has been shoum to 
exert antilristamine, antiserotonin, and anticholiner¬ 
gic effects and will neutralize the actions of such 
spasmogenic agents as barium chloride, posterior 
pituitary, and reserpine. Pharmacological and clini¬ 
cal studies demonstrate the ability of this substance 
to produce ataraxia without undue drowsiness or 
significant effect on mental acuity; other effects 
include transient hypotension, increase of coronary 
blood flow, and reduction of the incidence and 
duration of epinephrine-induced ventricular ar¬ 
rhythmia. 

For acute urticaria, or severe flare-ups in the 
chronic type, I have had success \vith one of the 
following combinations given intramuscularly: (1) 
0.4 cc. of diphemanil (Prantal) methylsulfate (25 
mg. per cubic centimeter) and 0.5 cc. of hydroxyzine 
(in the same concentration) or (2) 0.4 cc. of 
diphemanil methylsulfate and 0.5 cc. of promazine 
(Sparine) hydrochloride, both in the same concentra¬ 
tions as above. Epinephrine (0.3 cc. of the 1:1,000 
solution) may be added to these mixtures, if indi¬ 
cated, as in life-threatening edema of pharynx and 
laiymx. These same combinations may be employed 
for the relief of asthmatic attacks. The additional 
anticholinergic and ataractic effects provided by 
these medicaments apparently enhance the thera¬ 
peutic effect of epinephrine in allergic conditions. 

Comment 

As yet, there is no fool-proof laboratory method 
for the diagnosis of food allergy. Despite the fact 
that sldn tests for food allergies are not as reliable 
as those for pollen and environmental allergens,” 
die procedure is of aid often enough to warrant 


their use, provided good, active extracts are em¬ 
ployed. Even extensive diet trials, elimination diets, 
and well-kept food diaries which include tabulation 
of time and intensity of symptoms often prove 
fruitless. Until a reliable serologic laboratory test is 
devised for the diagnosis of food allergy it must be 
realized that much so-called food allergy is iatro- 
genically induced. Try to convince a patient he is 
not allergic to certain foods once he has been 
handed a list showing which to avoid even on a 
trial basis! Nearly every physician has encountered 
patients who recite no end of foods to which they 
are supposedly allergic solely on the basis of pre¬ 
viously prescribed elimination diets. Unless re¬ 
peated trials or procedures, such as the “double¬ 
blind” technique, reveal definite results, patients 
should be informed of only the possibility of their 
being allergic to the foods showung positive re¬ 
actions to tests, or which they are asked to delete 
temporarily from the diet. After a brief period of 
avoidance—about two to four weeks—these foods 
should be gradually added back to the diet, one by 
one. Certain foods, however, such as fish, nuts, eggs, 
or pork, may never be tolerated without allergic 
difiBculty. In such instances the patient may have 
to avoid some foods for life. 

Patients with chronic urticaria are unique, psy- 
chiatrically speaking, in that the majority suffer 
from some intolerable life situation which is respon¬ 
sible for much, if not all, of their symptoms.” The 
physical manifestations represent a "boiling-over” 
of forces generated by deep, unresolved emotional 
conflicts. Once the patient is helped to’ pinpoint and 
discuss the home, job, or other problem which vexes 
him, this pressurized “head of steam” quickly dis¬ 
sipates, often with dramatic improvement, if not 
complete subsidence, of symptoms. This sequence 
of events has been observed by many investiga¬ 
tors.” Needless to say, those patients who deny the 
existence of emotional factors, which are neverthe¬ 
less strongly suspect, should be referred to a com¬ 
petent psychiatrist for further help. Quite often, 
however, the patient will readily volunteer such 
information during the very first visit to his physi¬ 
cian, provided (1) an understanding and unhurried 
approach is used and (2) the doctor takes the time 
to “hear the patient out.” 

Tire various complaint categories with respect to 
emotional difBculties encountered by this group of 
patients may be categorized as follows: First are 
family situations, including (1) irresponsible, abu¬ 
sive, alcoholic, or domineering husband and wife; 
(2) delinquent offspring or physically or mentally 
handicapped children; (3) separation of parents, 
divorce, serious arguments, or step-parents; (4) in¬ 
terference by relatives and in-laws; (5) jealousy or 
sibling rivalry; and (6) settlements of estates and 
inheritances or bickering by survivors. 

Second are occupational factors, including (1) un¬ 
due pressure on the job, long hours, or adverse 
conditions; (2) unreasonable boss or foreman; (3) 
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undesirable fellow-workers; (4) unhairpiness caused 
by type of work; and (5) undue discrimination, i. e., 
promotion, recognition, or pay. 

Third, social factors may include (1) disappoint¬ 
ment in love, (2) difficulties with school, friends, or 
neighbors, and (3) legal entanglements, court trials, 
or arrests. 

^^dlile some of the specific psychogenic factors 
responsible for production of urticaria in this group 
represent an immature emotional reaction to com¬ 
monly encountered life situations, others could he 
classed as quite unbearable even by the most ma¬ 
ture observer. What amazes one is the length of 
time certain individuals will tolerate a given situa¬ 
tion before doing something about it. I have in 
mind a 66-year-old woman who suffered severe 
urticaria and angioneurotic edema for eight years 
before finally admitting that her life had been in 
constant danger during all this time from a psy¬ 
chotic husband. 

Anotlier patient, a man, noted bis first attack of 
hives immediately after learning that his second 
offspring was found to be deaf and mute. It is not 
enough to give such persons a prescription or 
ACTH or to tell them they will have to learn to 
live with their problems; they must be permitted to 
unburden themselves, encouraged to share their 
troubles witli others, and directed to the proper 
channel or agency for help and guidance. It be¬ 
hooves all physicians', therefore, to become ac¬ 
quainted with tlie various health and welfare de¬ 
partments and family counseling services available 
in their respective communities and to take advan¬ 
tage of their facilities. 

In many instances the situations “aired” by the 
patients are impossible of solution; even so, im¬ 
provement may result from their being “ventilated” 
, and brought out into the open. No one knows the 
exact mechanism by which such relief is obtained, 
but, in all probability, the individual is helped by a 
hopeful, understanding, and encouraging physician 
to make a better adjustment to life’s difficulties and 
to channel his energies more constructively, per¬ 
haps through some process of sublimation. 

“Total” treatment of these patients—elimination 
from the diet of foods that may be suspicious and 
show positive reactions for a trial period, specific 
allergy management directed against significant 
inhalants and environmentals, and encouragement 
toward pinpointing and “giving vent” to the partic¬ 
ular emotionally charged situation triggering the 
liberation of histamine or acetylcholine into the 
skin—will yield a successful outcome in the ma¬ 
jority of persons who suffer from chronic urticaria. 

Most patients who do not respond to this 
regimen have in all probability deep-seated emo¬ 
tional conflicts which often cannot be resolved even 
after intensive psychotherapy. Here, the physician 
must use “supportive” and symptomatic therapy. 
Some persons, for psychological reasons, need the 
skin response as an outlet for their emotional pres¬ 


sures which otherwise might result in serious men¬ 
tal breakdown. It is unwise, therefore, to try to 
force these patients into psychotherapy against their 
will. They must be gradually prepared for such an 
eventuality when it is felt such treatment may be 
the answer to the problem. It is amazing how many 
patients are helped, however, by being allowed to 
talk freely about their problems. On leaving, some 
will remark: “Tliank you, doctor, I feel better al¬ 
ready.” And all the physician has done, perhaps, is 
lend a sympathetic ear and ask one or two indirect 
questions. How well this proves the old maxim; in 
order to heal the ills of the flesh you must also 
relieve the mind and emancipate the spirit. 

Granted, at least one-fourtli of patients with 
chronic urticaria will not improve even though 
every presently known therapeutic modality is ex¬ 
hausted. Treatment of these unresponsive persons 
must await the development of further knowledge 
concerning enzyme chemistry, synaptic physiology, 
autoimmunity, and hitherto undiscovered hor¬ 
mones of the endocrines and central nervous sys¬ 
tem. In the meantime, let us welcome these pa¬ 
tients, counsel them, and treat them. Thus far, the 
best ingredient available for the treatment of 
chronic urticaria is the physician himself. 

Summary 

Chronic urticaria still presents a therapeutic chal¬ 
lenge to the allergy specialist, despite the notable 
additions in recent years of the corticosteroids and 
other so-called wonder drugs to his armamentarium. 

Fifty patients with persistent urticaria were 
studied and treated, with use of a comprehensive 
approach: (1) complete history and physical exami¬ 
nation to rule out infection and parasitic infesta¬ 
tion, (2) allergic investigation, including skin tests 
for foods and inhalant allergy, (3) investigation for 
drug allergy, and (4) psychological evaluation for 
possible emotional factors as the sole or contribut¬ 
ing cause of the dermatological condition. 

Considerable diagnostic overlapping was uncov¬ 
ered, with many individuals revealing multiple 
etiological factors. Thus, foods appeared to be sig¬ 
nificant in 48%, drugs in 22%, infection in 12%, 
inhalants in 44%, and emotional difficulties in 64% 
of the patients. Suspected foods, as revealed by 
dietary history and skin tests, were eliminated from 
the diet for a brief period, and specific immunologi¬ 
cal treatment instituted against the inhalants to 
which positive reactions were given. Thirty-six 
(72%), improved under this regimen. Eighteen (36%) 
showed evidence of other allergic conditions, such 
as hay fever, asthma, and allergic headache. 

Patients were encouraged to pinpoint and discuss 
freely any emotionally charged situation suspected 
of perpetuating the symptoms. Successful outcome 
depends a great deal on the physician’s attitude 
and approach to tlie problem. If he appears hopeful 
Md encouraging and is willing to “lend a sympa¬ 
thetic ear,” most of these patients will improve. 
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Symptomatic treatment, for tlie most part, con¬ 
sisted of oral administration of hydroxyzine (Atarax) 
hydrochloride, 10 to 25 mg. fcee or four times 
daily, in combination with antihistamines and, on 
occasion, ephedrine hydrochloride. 

2680 Saturn Ave. 
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THERAPY OF ACUTE ATTACKS OF ASTHMA IN INFANTS AND CHILDREN 

John P. McGovern, M.D., Houston, Texas 


Many conditioning factors modify most disease 
processes, and those factors inherent in the age of 
a patient are among the most significant. Of all the 
diseases in which age factors exert an influence on 
the pattern, course, and, therefore, therapy of a 
disease process, one is hard-pressed to think of one 
in which the impact of age is greater than in acute 
and/or chronic asthma.’ 

This being true, the following comments on prin¬ 
ciples and specific therapeutic measures of neces¬ 
sity must be considered in the light of the influence 
of age on tliis symptom-complex, asthma. 

Factors due to age that are of prime significance 
in influencing the therapeutic approach to the treat¬ 
ment of asthma in infants and children are as 
follows: 1. More labile homeostatic mechanisms 
frequently fail to adequately protect against rapid 
dehydration, acidosis, and vascular collapse.® 2. Pro¬ 
portionately smaller nasal and bronchial ainvays are 
more easily “blocked” by a given amount of edema 
or spasm.’ 3. At certain ages of file child propor¬ 
tionately greater panic and/or fear of suffocation 
may occur when severe dyspnea and cough are 
present in an asthmatic attack. 4. Difficulty in 

Clmical Associate Professor of Pediatrics and MtcrobioIog>\ Baylor 
University College of Medicine; Clinical Associate Professor of Allergy, 
Texas Universit>’ Postgraduate Scbool of Medicine; and Chief, Allergy 
Ser>dce, Texas ^ddren’s Hospital. 

Read in the Session on Allergy before the Section on MisceUaneous 
Topics at the lOTlh Annual Meeting of the American Medical Associa¬ 
tion, San Francisco, June 27, 1958. 


for specific freafmenf of acufe aiiacks of 
asthma in children, certain basic procedures 
stand out as of prime importance; J. Institute 
therapy early in an attack. 2. Perform bran- 
chodilation. 3. Use sedation Ithis includes fhe 
parents, when indicated). 4. Maintain ade¬ 
quate fluid intake. 5. Combat infection vigor¬ 
ously if it exists. 6. Eliminate immediate 
sources of potent allergic substances. It is 
possible if the parents have been thoroughly 
instructed, to institute therapy very early in an 
attack—in fact, almost before if begins. When 
antimicrobial therapy is corried out in fhe 
allergic child it should be maintained to 
conclusion (including at least two afrebile 
days). 


achieving proper medication and fluid intake may 
occur due to lack of cooperation in the excited, pan¬ 
icked, and/or resistant child, 5. Greater variability 
in response and idiosyncrasy to certain antiasth¬ 
matic medications may occur (i. e., the parado.xical 
response to barbiturates or an idiosyncrasy to 
aminophyllin). 6. The child’s own emotional strug¬ 
gle with his disease and its attendant anxiety is 
multiplied by the anxiety and frequently reflected 
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overconcevn i)f the parents. 7. Associated infections 
are frequent." S. Nutritional problems are superim¬ 
posed.'* 9. Th’ere exists a greater potential hazard in 
the use of steroids (i. e., the occurrence of x'aricella 
while the patient is on steroid therapy or the more 
frequent accident rate in children). 

In the light of these considerations, certain defi¬ 
nite principles may be outlined for the plan of 
management of acute asthma in infants and chil¬ 
dren. Needless to say, if a child is having uncon¬ 
trolled polycyclic attacks of asthma, he shovdd be 
evaluated by a competent allergist and, on the basis 
of careful allergic history and accurate testing, have 
all of the avoidance measures carried out as well as 
hyposensitization to unavoidable sensitizing air¬ 
borne allergens. 

For specific treatment of acute attacks of asthma 
in children, however, certain basic procedures stand 
out as of prime importance; 1. Institute therapy 
early in an attack. 2. Perform bronchodilation. 3. 
Use sedation (this includes the parents when indi¬ 
cated). 4. Maintain adequate fluid intake—hydra¬ 
tion. 5. Combat infection vigorously if it exists. 
6. Eliminate immediate sources of potent allergic 
substances. 

For the purpose of this discussion, one may ar¬ 
bitrarily divide the h'eatment of acute attacks of 
asthma into (1) early mild to moderate attack and 
(2) more prolonged, severe attack (status asthmat- 
icus). Actually, of course the latter is merely an 
extension of the former. 

Acute Attack- 

Mothers of asthmatic children, as indeed older 
children themselves, can sense an impending attack 
of asthma. This is almost analogous to the aura of 
an impending epileptic seizure. In fact, some chil¬ 
dren have subjective feelings that are quite com¬ 
parable to an aura. In addition to these subjective 
insights, a mother soon learns of certain objective 
factors that tend to precipitate asthma in her child, 
such as sudden changes in climate or temperature, 
periods of marked overexertion, “colds,” certain 
emotional stimuli, and others. 

It is possible, therefore, if the parents have been 
thoroughly instructed, to institute therapy very 
early in an attack—in fact, almost before it begins. 
This is when an attack of asthma is easiest to 
"block,” for asthma tends to become progressive and 
fixed once it fully gets started. 

Thus, at the first sign or prodrome of asthma the 
parents are instructed to give the child mild and 
properly balairced medication to effect bronchodila¬ 
tion and sedation. This mixture contains ephedrine 
and secobarbital in a palatable suspension (Ala- 
drine). The proportion of ephedrine is sufficient for 
bronchial dilatation, yet it is “covered” by sufficient 
short-acting barbiturate to “block” the exciting ef¬ 
fect of the ephedrine and also be sufficient for seda¬ 
tion of the child. For this, we have found the best 
proportion to be Vs grain (7.5 mg.) of ephedrine to 


% grain (15 mg.) of secobarbital per teaspoonful. 
Further, as in epilepsy, wherein the proper amount 
of phenobarbital or other anticonsulsive agent is 
titrated to the demand of the individual child, also 
with this mixture the mother can learn-just about 
how much is needed early to abort an asthmatic 
attack. In addition, secobarbital being a short-acting 
barbiturate, the medication may be repeated at 
four-hour intervals without fear of cumulative 
noxious effects as, for example, could be the case 
witli long-acting phenobarbital. Tims, this mixture 
is simple and safe, may be “titrated,” and meets 
the basic early needs. If one encounters a sudden 
severe acute attack, then, of course, aqueous epi¬ 
nephrine, 1:1,000, should be given immediately in 
appropriate doses (0.1-0.4 cc.). This then would be 
followed by the preceding regimen. 

'While bronchodilation and sedation is done in 
the child with asthma, the physician must also think 
in terms of keeping the secreted tracheobronchial 
mucus loose and liquefied should an attack progress. 
The best “expectorant” of all is fluid given by 
mouth, for the greatest cause of inspissation of 
mucus is dehydration of the little patient. 'When 
dehydration occurs and the extracellular fluid com¬ 
partment is depleted, no amount of so-called ex¬ 
pectorant will effect loosening and liquefaction of 
the mucus. Generally, dehydration is more fre¬ 
quently associated with more disease processes in 
the infant and child than in the adult. This is due 
to increased extrasensory fluid losses from a greater 
proportion of body surface to weight, frequency of 
associated diarrheal conditions and vomiting, and 
frequent lack of cooperation or understanding of 
the necessity of taking fluids, becoming more pro¬ 
nounced as the child becomes sicker and more 
dehydrated. Thus, the old, hackneyed phrase “an 
ounce of prevention is worth a pound of cure” has 
real application in fluid and electrolyte management 
of asthmatic infants and children," for before the 
child becomes desperately ill, dehydrated, and 
gasping for air (for which he is more hungry than 
for food or fluid) one is able to get fluid into him. 
If there is associated vomiting along with the 
dyspnea, small amounts of fluid, neither too hot nor 
too cold, offered at frequent intervals may be more 
easily retained; this also gives the distressed par¬ 
ents a constructive job to do. 

This, then, is the essence of the treatment of the 
early acute attack—bronchodilation, sedation, and 
hydration—early! 

It ought also to be reemphasized that the parents 
should be instructed to remove all obvious sources 
of allergenic material from the child’s immediate 
environment. Unfortunately, if it has not been done 
previously, this is sometimes difficult to accomplish 
during an attack with the general chaos that goes 
on in many families; also, moving things around will 
tend to stir up dust and mold spores in the bed¬ 
room. Therefore, the father is frequently told to 
take the child out for an automobile ride while the 
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mother carries out specific elimination measures in 
the bedroom. This procedure also tends to break 
up some of the frequently coexisting emotional 
constellation. 

Status Asthmaticus 

If, in spite of proper early medication of an 
attack, or if one sees a more advanced attack for 
the first time, then one must proceed from milder 
medications in a step-wise fashion to more potent 
drugs. Soon after the initiation of an attack, if 
ephedrine and secobarbital fail to control it, then 
epinephrine (Adrenalin), both in aqueous solution 
and in oil, should be administered. Not infrequent¬ 
ly, the parents are taught to administer epinephrine 
in tile home. This gives them added confidence in 
their total abihty to handle an attack, thus de¬ 
creasing their anxiety and overconcern with the 
attendant potential deleterious effect. Instructions 
for the home administration of epinephrine must be 
given thoroughly and carefully witli explicit direc¬ 
tions as to amount and repetition before the physi¬ 
cian is called. A practice may be made of actually 
drawing in the amounts of both preparations of 
epinephrine on printed facsimilies of syringes, which 
are given to tlie parents. 

A word should be said about nebulizers contain¬ 
ing epinephrine or other potent bronchodilating 
inhalants. 1 seldom prescribe these for a child, for 
in my experience they are all together too “handy” 
to use and I have observ'ed that the child frequently 
tends to develop a great dependence' on the use of 
this modality. When it is really needed, tlie “needle” 
for epinephrine will be resorted to, but it is much 
less likely to be promiscuously overused and, tlms, 
the chance for development of epineplirine over¬ 
dependence and/or “fastness” is lessened. 

If bacterial infection is present, in either early 
or later stages, tire child should receive adequate 
treatment with sulfonamides or a broad-spectrum 
antibiotic. I have not given a dose of penicillin dur¬ 
ing tire past trvo years of practice to an allergic 
child and will not in tire future unless an organism 
is encountered tliat is outside the spectrum of other 
acceptable parenterially administered antimicrobial 
agents. The reasons for the omission of this excel¬ 
lent antibiotic for tire therapy of allergic children 
become more apparent almost monthly, with in¬ 
creasing reports of severe morbidity and of fatali¬ 
ties from its use in atopic individuals. Penicillin’s 
widespread use, the relative frequency of Penicil- 
lium as an inhalant mold spore in many areas, pres¬ 
ence of antigenically unmodified penicillin in milk 
from use by veterinarians in treating bovine infec¬ 
tions, and its use as a preservative in vaccines have 
given many individuals a basic source of sensitiza¬ 
tion. 

When antimicrobial therapy is carried out in the 
allergic child, it should be maintained to conelusion 
(including at least two afrebile days), for one must 
remember that it is not just the infection per se that 


should be treated but that the host may be hyper¬ 
sensitive to the type-specific protein of the invading 
bacterial organism. 

Now, if infection is not present or is “covered,” 
and if ephedrine, barbiturates, and epinephrine fail 
to almost completely block the attack for a period 
of over 48 hours, with the attack progressing to 
moderately severe intensity and poor fluid intake, 
then I believe that the potential damage to the 
child, both physically and emotionally, from his 
asthma outweighs the possible damage that could 
accrue from the proper use of steroid therapy. 
Therefore, in this situation, I then institute steroid 
therapy in what might be called a "hit-and-nm” 
technique. Tlie patient is given a calculated dose 
of ACTH (10 to 40 units), and adrenal cortical 
steroids are prescribed in amounts sufficient to 
block the attack. This dosage is decreased over a 
five-day period to a maintenance amount which is 
given for five more days. Adrenal steroids then are 
withdrawn, and the patient is given ACTH on the 
succeeding day to help stimulate the adrenal cor¬ 
tex, which some investigators believe is slightly 
depressed after even short-term corticoid therapy. 

Should all these measures fail and the patient 
begin to show definite signs of dehydration, then 
hospitalization may be required. If the aforemen¬ 
tioned procedures are followed, hospitalization for 
the asthmatic child is seldom indicated; rarely is it 
necessary for the child under therapy with a total 
antiallergic regimen.' 

If hospitalization is required, only two gains are 
to be expected other than removal of the patient 
from an emotion-packed environment; (1) fluids 
given parenterally, and (2) oxygen, carbon dioxide, 
and mist via the tracheobronchial route. The former 
is accomplished effectively and without danger in 
infants and children only when a pattern of well- 
established methods of fluid restoration is followed. 
This has been delineated for the asthmatic child in 
a previous communication “ and need not be re¬ 
viewed here. 

Inhalants and Expectorants 

A few words must be said concerning the ad¬ 
ministration of oxygen and the use of expectorant 
drugs. The use of expectorants and cough mixtures 
is far more an art than a science. It has its origins 
in the earliest practice of medicine and is deeply 
rooted in the folklore and mumpsismus of medi¬ 
cine. Only in recent years, for the most part the 
past 15 or 20, has the problem of medication \vith 
expectorant drugs been the subject of objective 
laboratory and clinical investigation. The results of 
such investigations provide some support for the 
common expectorant drugs, though with respect to 
the use of ammonium chloride, for example, it is 
stated that “it is not unlikely that some of the action 
ascribed to ammonium salts is in reahty due to the 
ingestion of water usually prescribed with cough 
medicine containing the salt.”" .When expectorants 
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are used, however, iodides are usually preferred,’ 
either in the form of potassium iodide or as syrup 
of hydriodic acid. 

Witli respect to inhalants, however, much sound 
information is known, and on the basis of this in¬ 
formation rests the proper use of oxygen, carbon 
dioxide, and steam. Among inhalants, steam and 
carbon dio.xide have been found to be excellent 
expectorants. Steam or a very high relative humid¬ 
ity (above 85%) liqvrefies sputum, decreases its vis¬ 
cosity, and affords the patient considerable sympto¬ 
matic relief. In a number of classic studies, carbon 
dioxide has been proved the most effective agent 
of all.’ It not only lowers the viscosity of tenacious 
sputum, thereby facilitating expectoration, but de¬ 
creases the volume of sputum by promoting its ac¬ 
tive resorption by the broncliial mucosa. In addition, 
tins gas increases both rate and depth of respiratory 
movements and stimulates the cough reflex, actions 
which assist in evacuation of the contents of the 
more dependent regions of the respiratory tract. 
A 5-to-10% concentration of carbon dioxide is ade¬ 
quate and well tolerated if administered at inter¬ 
vals. The combination of steam, e.xpectorant drugs, 
and carbon dioxide is especially effective. Oxygen 
has been shown to be an antiexpectorant and has 
effects opposite to those of carbon dioxide. When 
oxygen therapy is essential in cases in which its 
antiexpectorant action may be harmful, steam and 
carbon dioxide may be added to counteract the 
untoward effect on bronchial secretions. 


Summary 

Salient features in the therapy of acute attacks 
of asthma in infants and children include early 
bronchodilation, sedation, and hydration, and elimi¬ 
nation of allergens. The physician must select a few 
drugs and learn their action well, both physiologi¬ 
cally and from experience with their use. When it 
is necessary to utilize inhalant therapy, it must be 
used on sound physiological principles. In all, the 
physician must be cognizant of the emotional fac¬ 
tors at play—both in the little patient and in the 
parents—and of their interaction. 

3509 Montro.sc BIvcl. 

References 

1. McGovern, J. P.; Management of Allergy in Childhood 
(Basic Principles), Te.vas J. Med. 34:290-295 (May) 1958. 

2. McGovern, J. P., and Daeschner, C. W.: Role of Fluid 
and Electrolytes in Management of Severe Asthma, South. 
M. J. 51:1197-1202 (Sept.) 1958. 

3. Buffam, W. P.: Asthma in Infancy, Riiode Island M. J. 
41:134-135 (March) 1958. Feingold, B. F.: Influence of 
Acute Infection tipon Course of Allergy in Children: Some 
Clinical Observations, ]. Pediat. 34:545-558 (May) 1949. 

4. McGovern, J. P., and Zuckerman, J. I,: Nutrition in 
Pediatric Allergy, Borden Rev. Nutrition Res. 17:27-46 
(May-June) 1956. 

5. McGovern, J. P.: Respiratory Allergy in Childhood, in 
Current Therapy, to be published. 

6. Goodman, L., and Gilman, A.: Pharmacological Basis 
of Therapeutics, ed. 2, New York, the Macmillan Company, 
1955. 

7. Fein, B. T.; Bronchial Asthma in Children and Adults, 
Texas J. Med. 53:848-851 (Nov.) 1957. 




DERMOGRAPHIA-CLINICAL OBSERVATIONS 

Thomas G. Johnston, M.D. 

and 

Alan G. Cazort, M.D., Little Rock, Ark. 


Dermographia is the most common form of physi¬ 
cal allergy. It is frequently diagnosed as chronic 
urticaria. In a large number of patients primary 
dermographia seems to be the only cause of urti¬ 
caria. A dermographic basis is easily overlooked. 
Failure to consider dermographia can lead to mis¬ 
interpretation of skin tests. This doubtless accounts 
for a patient’s stating that his skin tests showed him 
to be “allergic to everything.” 

The purpose of this paper is to stimulate interest 
in a poorly understood but commonly seen condi- 

Associate Clinical Professor of Medicine (Dr. Johnston) and Clinical 
Professor of Medicine (Dr. Cazort), Section of Allergy, University of 
Arkansas School of Medicine. 

Read in the-Session on Allergy before the Section on Miscellaneous 
Topics at the 107th Annual Meeting of the American Medical Asso' 
dation, San Francisco, June 27, 1958. 


Dermographia is commonly demonstrated 
by stroking the skin with a blunt instrument. 
The response is a local swelling and itching, 
and the itching is increased by anything that 
will cause vasodilation in the skin. Emotions 
sometimes contribute to the vasodilation. The 
reaction is sometimes immediate, sometimes 
delayed. Its relation to urticario has been dif¬ 
ficult to explain. The most effective remedies 
are the antihistamines, the choice and dosage 
being determined by the individual needs and 
tolerance of the patient. 
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lion by relating our observations and opinions. A 
bibliography more extensive than the direct refer¬ 
ences may be obtained from us. 

We define dermographia as a whealing response 
of the skin to trauma. This may be commonly 
demonstrated by stroking the skin with a blunt in¬ 
strument, such as a paper clip, tongue blade, or fin¬ 
gernail (see figure). The chief symptom is itching. 
Occasionally, cases date from early childhood, with 
the skin response quite marked but with the patient 
complaining of very little pruritus. We have the 
impression that the incidence of dysmenorrhea, 
gastrointestinal symptoms, and headaches is in¬ 
creased in persons with dermographia. This is pos¬ 
sibly due to the e.xcess amount of histamine that 
seems to be present throughout the body. 



i 


I . - 

Whealing response of skin to trauma. 

Any condition that will cause vasodilatation in 
the skin will increase itching, which may explain 
the aggravation caused by blushing, taking a hot 
bath, or drinking large amounts of hot coffee or tea. 
Related terms are factitial, dermographic, and 
mechanical urticaria and autographism. 

Review of the Literature 

Gilchrist ‘ reported the first case of dermographia 
in English literature in 1908, followed in 1912 by 
Eustis.' The famous monograph of Lewis ® in 1927 
on the "triple response” was an outstanding stimu¬ 
lus of interest in dermographia. There seems to 
have been a dearth of interest from 1935 to 1945. 
After the discovery of the antihistaminic drugs 
there was renewed interest. Unfortunately, some 
psychiatrists “ wriring on this problem stated that 
dermographia could be explained on a psychoso¬ 
matic basis. Most of these psychiatrists seemingly 
have confused this condition unth neurotic e.xcori- 
.ation and factitial dermatitis. 


Lewis ’ states that among young and healthy per¬ 
sons whealing of the skin as a consequence of firm 
stroking is not infrequent; a detectable swelling is 
found in about 25% of those testedr-In about 5% a. 
conspicuous wheal is produced. Some whealing in 
response to stroking is frequent, if not the rule, in 
children. In normal persons a red line appears 
within 3 to 18 seconds and reaches its height within 
30 to SO seconds after stroking. Whealing can be 
produced in almost any human skin by repeatedly 
stroking the same area. 

Dermographia should be considered in every case 
of chronic urticaria. We disagree with Fisher and 
Schwartz ’ who, in 1953, stated that there was a low 
incidence of dermographia in patients with sub¬ 
acute and chronic urfa'caria. The incidence seems to 
have increased \vith the general use of penicillin. 
We have seen it follow reactions to horse serum, 
aspirin, codeine, sulfonamides, and, occasionally, 
poison ivy dermatitis. 

Tlie incidence of dermographia may be greater 
when atopy is present than when it is not. Since our 
practice is limited to allergy, we are not prepared 
to estimate the incidence among the general popu¬ 
lation. A familial or hereditary tendency has never 
been proved. We have treated a family in which 
both parents and four children had dermographia. 
Winkelmann ° states that it may be familial. 

Classification and Etiology 

Classification.—We think of dermographia as be¬ 
ing primary or secondary. Secondary dermographia 
is that following an intensely pruritic allergic re¬ 
action to drugs or contact dermatitis, while tire pri¬ 
mary form has no known cause. This is not to say 
that the drugs or contacted agents are directly 
responsible for the dermographic reaction. The 
latter is a response to trauma. 

The reaction itself may be either immediate. or 
delayed.’ The immediate wheal is apt to be linear 
and lighter in color. Delayed reactions have a more 
inflammatory quality, \vith indurarion and a brawny 
appearance. They usually occur two to six hours 
after trauma. They disappear more slowly than the 
immediate type. The individual lesions are less apt 
to be linear. They are due more often to pressure 
than to scratching. 

Etiology.—Duke” classified dermographia as a 
physical allergy. He failed to induce passive der¬ 
mographia in a normal patient with 1,000 cc, of 
whole blood given intravenously from a patient 
with dermographia. Walzer ® and Lehner and 
Rajka ’“ were able to passively transfer dermo¬ 
graphia. Our e.xperience has been similar to 
Walzer s, in that in some patients we have been 
successful in transferring passive dermographic 
sensitivity and that it is of short duration (a few 
hours). We have obtained passive transfer reactions 
with use of fresh serum. However, after being left 
in the refrigerator for a week the same serum failed 




Vol. 169, No. 1 


DERMOGRAPHIA-JOHNSTON AND CAZORT 


25/93 


to sensitize the same receptor. Lewis and Grant “ 
showed that the wheal produced by stroking in 
dermographia is identical to the wheal produced 
by histamine in nonallergic subjects. 

We believe that emotions are important only as 
contributory factors due to the accompanying vaso¬ 
dilatation. Rothman ” states that wheal formation 
is independent of the nervous system and, there¬ 
fore, on physiological grounds it is doubtful that 
urticarias (and dermographia) are of primary psy¬ 
chogenic origin. He also states that histamine lib¬ 
erated from the mast cells of the skin is the final 
event. 

The exact roles of acetylcholine, heparin, and 
serotonin (5-hydroxytryptamine) in the cause of 
dermographia have never been determined. Until 
proved otherwise, the histamine concept of the 
cause must be accepted at least partially. Feinberg 
and Durham believe tliat tbe condition is allergic, 
as the mechanism can be temporarily exhausted by 
repeated mechanical stimulation. 

Pressure urticaria is probably a form of dermo¬ 
graphia. Patients offer complaints of itching and 
hives at such sites of pressure as belts, suspenders, 
shoulder straps, brassieres, garter belts, girdles, cor¬ 
sets, and waist bands. Edema response is, at times, 
evident in die deeper tissues. Tliese patients have 
swollen feet after long periods of standing. The 
hands may swell and feel stiff and even painful 
after mowing the lawn or driving. We have seen 
massive edema of the buttocks in patients with 
dermographia who sat for long periods of time on 
hard benches. 

Vallery-Rodot reported one case of dermographia 
that affected the mucosa. Dermographic response 
frequently extends to the synovial membranes. We 
have noticed this more in drug-induced dermo- 
' graphia. It also seems at times to extend to the 
mucous membranes, so that physical irritation, such 
as ground dust, laughing, and unusual exertion xvill 
cause asthmatic breathing. 

One patient, a 20-year-old man, was first seen for 
hay fever and also was found to have marked der¬ 
mographia. One year after the first examination he 
showed typical lesions of atopic dermatitis at the 
waist and other friction areas. A similar case 
occurred in an obese 30-year-old woman with le¬ 
sions under her shoulder straps. These were due not 
to rubber but to pressure, repeated scratching, and 
rubbing.” 

In our opinion, patients who state that they are 
“allergic to wool" frequently have dermographia, 
and their sensitive skins are irritated by the rough' 
fibers of the wool. Patch tests for allergy to pure 
wool and to the wool in question showed negative 
findings in every case. In girls, wearing a cotton 
blouse under the wool sweater has solved the 
problem. 


Treatment 

The antihistamines are effective if given in ade¬ 
quate doses. It is important to find an antihistaminic 
drug that the patient will tolerate without side- 
reactions and that, at the same time, will be effec¬ 
tive. Chlorcyclizine hydrochloride (Perazil), given 
in a dosage of one or two 50-mg. tablets every 8 to 
12 hours, seems to be most generally successful in 
our hands. Long-acting chlorpheniramine (Chlor- 
Trimeton) maleate and tripelennamine (Pyribenza- 
mine) hydrochloride tablets seem to work better in 
certain cases. Pyrrobutamine compound (Co-Pyro- 
nil) is effective at times. Epinephrine (Adrenalin) in 
a 1:1,000 aqueous solution given subcutaneously is 
rapid and effective in its action. Diphenhydramine 
(Benadryl) hydrochloride often is useful at bed¬ 
time, as it encourages sleep. Some of these patients 
may need maintenance antihistaminic therapy for 
a long period of time. 

At times the steroids, including prednisone and 
prednisolone, seem to aggravate the condition. The 
same applies to corticotropin (ACTH). We do not 
advocate their use in the treatment of dermo¬ 
graphia. 

We have not tried the “histamine liberators,” such 
as compound 48-80 (a condensation product of 
p-methoxyphenylethyl-methylamine and formalde¬ 
hyde), or Bol 148 (2-bromo-d-lysergic acid diethyla¬ 
mide), the antagonist of serotonin. A histamine 
azoprotein (Hapamine) is valueless in our opinion. 
Pilocarpine nitrate, in doses of 5 mg. (1/12 grain) 
was said to be of help in a few patients treated 
some years ago. 

Penicillinase (Neutrapen), in our e.xperience, has 
not been successful in the treatment of patients 
with dermographia after serum sickness reactions 
from penicillin. Patients have complained bitterly 
of pain at the site of the injection, and one patient 
had a large swelling with a fever of 102 F (38.8 C) 
for 24 hours. Anotlier patient had an anaphylactic 
reaction after the second dose of penicillinase 
given eight days after the first. 

Patients should be instructed that dermographia 
is disagreeable rather than dangerous. They should 
be assured that it is not a manifestation of any 
organic disease, that there are no serious complica¬ 
tions, and that the condition is usually self-limited. 
They can usually be made comfortable with in¬ 
expensive and non-habit-forming medicaments, such 
as antihistamines. 

Summary 

Dermographia is a common clinical entity and 
is the most common form of physical allergy. It is 
frequently overlooked, but it should be considered 
in any case of unexplained chronic urticaria. The 
incidence seems to be increasing. An allergic re¬ 
sponse to penicillin frequently leaves the patient 
with long-standing dermographia. Antihistamines 
are generally effective in the relief of this condition. 

1425 W. Seventh St. (Dr. Johnston). 
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CLINICAL AND METABOLIC STUDY OF CHLOROTHIAZIDE (DIURIL) 

USE IN EDEMA OF NORMAL PREGNANCY AND OF TOXEMIA OF PREGNANCY 

Nicholas S, Assali, M.D., Lexvis L. Judd, B.S. 

and 

Norman Mondz, B.S., Los Angeles 


Although the etiology of acute toxemia of preg¬ 
nancy is still unknown, it is generally agreed that 
edema is one of the most constant and early mani¬ 
festations of the disease. It is also common knowl¬ 
edge that the clinical manifestation of edema is not 
limited to toxemia of pregnancy but is also fre¬ 
quently found in normal pregnancy. It is estimated 
that from 30 to 40% of normally pregnant women 
have x'arying degrees of edema, particularly after 
the fifth or sixth month of gestation. It is, therefore, 
essential to differentiate this type of edema from 
that existing in borderline cases of to.xemia of preg¬ 
nancy, a task which is often quite difficult. Never¬ 
theless, a salient difference between the two forms 
of edema is that the edema of normal pregnancy 
remains limited to the lower extremities and usually 
subsides rapidly when the patient remains at bed 
rest or merely restricts salt intake, whereas the 
edema seen in toxemia of pregnancy is usually more 
generalized. The latter often presents as edema of 
the hands and face, as well as of the lower e.xtrem- 
ities, and its control usually demands a more strin¬ 
gent and therapeutic regimen than merely bed rest 
and dietary' salt restriction. 

From the Department of Obstetrics and G>'necology, University of 
California Medical Center. ^ 

Read before the Section on Obstetrics and Gynecology at the 107th 
Annual Meeting of the American Medical Association. San Francisco, 
June 26,195S. 


The diuresis induced by chlorothiazide 
(Diuril) was studied in 15 patients hospitalized 
for toxemia of pregnancy, 100 women whose 
pregnancies were progressing normally, ex¬ 
cept for varying degrees of pitting edema of 
the legs, and 35 additional patients in whom 
the edema, being complicated by hyperten¬ 
sion with or without proteinuria, led to the 
diagnosis of toxemia of pregnancy. Doses of 
500 mg., one to four times daily, resulted in 
striking increase in the urinary excretion of 
sodium and chloride ions and of wafer, with 
corresponding loss of body weight. Potassium 
excretion was also increased, but not so strik¬ 
ingly, and the excretion of ammonia and 
titrotab/e acids was less significantly affected. 
The intravenous administration of 5 to 10 mg. 
of chlorothiazide per kilogram of body weight 
caused similar diuresis beginning within 20 
minutes after the injection, without any signifi¬ 
cant effect on blood pressure and pulse rote. 
The data showed that chlorothiazide can be 
used with satisfactory results and with minimal 
side-effects in the treatment of edema of 
pregnancy. 
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Not only do these two forms of edema differ in 
clinical manifestations and response to therapy but 
tlie physiological etiology of each appears to be 
different .also. Recent, as yet unpublished, work in 
our laboratories has suggested that the edema of 
normal pregnancy may be related to increased sodi¬ 
um reabsorption by the renal tubules, this being 
invoked by stimuli acting on volume receptors lo¬ 
cated in various areas of the left side of the heart. 
These centers are probably activated by pooling of 
blood in the lower e.xtremities, occurring when the 
pregnant woman assumes a standing position. 

Evidence has been accumulated which shows 
that the edema in toxemia of pregnancy is caused 
by increased reabsorption of water and electrolytes 
by the renal tubules. The initial stimulus for this 
increased reabsorption of water and electrolytes is 
still in dispute, but two main theories have been 
advanced. The first theory attributes electrolyte re¬ 
tention in toxemia to a decrease in glomerular filtra¬ 
tion rate, a state which undoubtedly e.xists in the 
majority of patients Nvitli to.xemia. This decrease in 
filtration rate will then result in a decreased filtered 
electrolyte load, thus producing a disturbance in 
tlie glomerular-tubular balance, and the tubules 
will then be stimulated to reabsorb more electro¬ 
lytes for a given load. 

Tlie second dieory states tliat the increased sodi¬ 
um reabsorption by the renal tubules may be re¬ 
lated to increased secretion of mineralocorticoid 
hormones by the adrenal cortex. Several investiga¬ 
tors have shown that the urinary excretion of these 
hormones is somewhat elevated in patients with 
toxemia of pregnancy. However, since a similar in¬ 
crease has also been observed in normal pregnancy 
and because the patients studied were on diets with 
restricted salt intake, it is difficult to evaluate the 
contribution these hormones make to the water and 
electrolyte retention in toxemia. Therefore, at pres¬ 
ent it is difficult to determine whether the excretion 
of aldosterone is the cause or the result of toxemia. 

Despite our ignorance as to the primary cause 
of edema in toxemia of pregnancy, the fact remains 
that this clinical abnormality is so frequent that its 
clinical management becomes essential. Various 
drugs have been used in the management of edema 
of normal and abnormal pregnancy. A detailed re¬ 
view of the subject has been recently made by one 
of us,* and the reader may refer to it for further in¬ 
formation. 

The present report deals with the reaction and 
clinical use of a new therapeutic agent, chlorothia¬ 
zide (Diuril), in the treatment of edema of normal 
pregnancy and of toxemia of pregnancy. Chloro¬ 
thiazide was synthetized recently by Novello and 
Sprague they, with Beyer and co-workers,“ were 
also the-first to report on its therapeutic properties. 
Pharmacological studies in animals and humans 
have sho%vn that the oral administration of the drug 
produces a marked increase in' urinary excretion of 
sodium,, chloride, and, to a certain degree, potas¬ 
sium. While in vitro this agent seems to have an 


action which resembles the carbonic anhydrase in¬ 
hibitors, in vivo, in the doses clinically used, tliis 
action is not strikingly evident because the bicar¬ 
bonate levels in blood and urine, which are the 
main targets of carbonic anhydrase inhibitors, are 
not affected by chlorothiazide. The main targets of 
this drug are the chloride and sodium ions, although 
when intravenously given the drug may also in¬ 
crease the excretion of bicarbonate. 

Material and Methods 

Metabolic studies of orally and intravenously 
given chlorothiazide were carried out on 15 pa¬ 
tients with toxemia of pregnancy who were in the 
hospital at bed rest and without any specific medi¬ 
cation. Each patient received a diet containing 
85 mEq. of sodium as sodium chloride. The studies 
comprised three consecutive periods. The first pe¬ 
riod lasted from three to five days and served as a 
control period. This was immediately followed by 
a second period lasting from four to six days in 
which chlorothiazide was given orally in a quan¬ 
tity totaling from 500 to 2,000 mg. per day in two 
or three divided doses. Tlie third period served as 
a recovery period and lasted for three to five days. 

During each period tlie patient’s weight, blood 
pressure, intake, and output were recorded. Blood 
samples were obtained daily for analysis of elec¬ 
trolytes, pH, and carbon dioxide. Twenty-four hour 
urine specimens were collected and served for the 
analysis of electrolytes, ammonia content, and titrat- 
able acids. Some patients were studied on two 
periods of chlorothiazide treatment alternated with 
recovery periods. This was done in order to test 
the efficacy of repeated courses of chlorothiazide 
treatment. One patient was studied while she was 
on a diet containing 8.5 mEq. of sodium. This was 
done in order to test the action of the drug in 
patients who are on diets with salt restriction. 

The effects of intravenous administration of chlor¬ 
othiazide on water and electrolyte excretion, as well 
as on renal hemodynamics, were studied by giving 
the patient, intravenously, doses of 5 to 10 mg. per 
kilogram of body weight. Three to four clearances 
of inulin and para-aminohippuric acid were meas¬ 
ured as controls, and four to five determinations 
were made after the intravenous injection of the 
drug. Blood and urine samples were analyzed for 
their content of sodium, potassium, cliloride, inulin, 
para-aminohippuric acid, and carbon dioxide by 
methods in current use in our laboratories."* 

In addition to the metabolic studies, clinical ob¬ 
servations were carried out on 135 pregnant pa¬ 
tients who were examined in the prenatal clinics. 
Of these, 100 were classified as having normal 
pregnancy, but "with edema of the - legs varying 
from 1-f- to 4-j-. Although these patients had defi¬ 
nite pitting edema and rapid weight gain, -none of 
Aem exhibited the other signs of toxemia, namely, 
hypertension and proteinuria. The other 35 patients 
had, m addition to edema, varying degrees ofliyper- 
tension and, in some instances, proteinuria. These 
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patients were classified as having to.xemia of preg¬ 
nancy. The criterion for the efficacy of the drug 
in all these patients was the change of weight. 
Patients were weighed once every week before, 
during, and after treatment. Care was observ'ed to 
have the patient wear the same clothes during the 
e.vamination, and the weight was always checked 
at the same time of day. The drug was administered 
to these patients orally in a standard dose of 1,000 
mg. divided in two doses per day, and treatment 
was given for periods of five days interrupted by 
two to three days of drug-free periods. 

Results 

General Effects.—AW the patients tolerated the 
drug well. No side-effects were observed, and in no 
instance was the drug withdrawn because of signs 
of intolerance. Irregular variation of blood pressure 
was observed in the patients with hypertension, 
but this variation could not be attributed to the 
drug action. 
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Average weight loss in 135 patients wlio received cliforo- 
thiazide for five days (circled nrnnbers refer to number of 
patients). 

Metabolic Effects.—Details of the metabolic stud¬ 
ies Iiave been published elsewhere."' Oral adminis¬ 
tration of chlorothiazide resulted in striking increase 
in the urinar)' excretion of sodium and chloride. 
Maximum increase occurred on the first and second 
days of therapy, and levels decreased progressively 
on subsequent days until the last day of treatment. 
Potassium excretion also increased after the drug 
administration, but the increment in the excretion 
of this ion was less striking than those of sodium 
and chloride. 

Concomitant with the increase in electrolyte ex¬ 
cretion was an increase in urine output and loss 
of weight. The excretion of ammonia and titratable 
acids was not significantly affected. In some pa¬ 
tients, plasma electrolyte levels, particularly those 
of chloride and potassium, fell, while in others they 
remained unchanged. On cessation of therapy, a 


marked retention of electrolytes occurred but the 
amount retained was below that excreted during 
the administration of the drug. 

Effect of Intravenous Administration.—Intiave- 
nous administration of chlorothiazide in doses vary¬ 
ing from 5 to 10 mg. per kilogram of body weight 
did not change the blood pressure, renal plasma 
flow, or glomerular filtration rate. However, the 
excretion of sodium and chloride strikingly in¬ 
creased within the first 20 minutes after the injec¬ 
tion of the drug. Altliough in’ subsequent collection 
periods the effect decreased somewhat, the excre¬ 
tion of these ions remained high throughout the 
entire experiment. The excretion of potassium also 
increased, as did the excretion of water, but in 
both instances the increment was less significant • 
than that of electrolyte. Total solute excretion was 
markedly elevated after the injection of the drug. 
The intravenous administration of the drug did 
not have any significant effect on the blood pressure 
and pulse rate. 

Clinical Observations:—Oi the 135 patients seen 
in the prenatal clinic, 104 had an average weight 
loss of 1.5 kg. (3% lb.) after the first week of treat¬ 
ment with chlorothiazide; 10 patients lost an aver¬ 
age of 2.25 kg. (5 lb.) and 6 lost approximately 
3 kg. (6% lb.). The remaining 15 had insignificant 
loss of weight during the first week (see figure). 

Comment 

Our present data show that chlorothiazide given 
by the oral or intravenous route to patients with 
normal pregnancy or to patients with toxemia of 
pregnancy increases primarily the excretion of so¬ 
dium, chloride, and potassium and secondarily the 
excretion of water. Its site of action appears to be 
the renal tubule, although the exact mechanism of 
action has not been properly understood. It is postu¬ 
lated that the drug acts by inhibiting the reabsorp¬ 
tion of these ions by the renal tubules. 

The drug, in ^'itro, is a potent carbonic anhydrase 
inhibitor, but, when given orally, it does not seem 
to have any action which would suggest carbonic 
anhydrase inhibition. However, when the drug is 
injected intravenously there appear to be definite 
signs of carbonic anhydrase inhibition, manifested 
by a certain degree of acidosis and a marked bi¬ 
carbonate loss. 

It should be realized, however, that the action 
of this drug is far more complex than is implied, 
since, despite its apparent carbonic anhydrase in¬ 
hibition, it still increases the excretion of chloride, 
a property not possessed by other true carbonic 
anhydrase inhibitors. 

The diuretic action of chlorothiazide, when given 
orally, is prompt and reaches its maximum on the 
first day of treatment. When injected intravenously, 
maximum effect is observed within the first 30 min¬ 
utes. In either instance, the effects of the drug 
become progressively less, even though in a num- 
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ber of cases some diuretic action w'as still present 
after the fifth day of treatment. One may hypothe¬ 
size that the answer for the deereasing diuretic 
effect is either that a tolerance to the drug develops, 
which is unlikely, or that, in the patients to whom 
the drug was given, the stores of electrolytes and 
water available for e.scretion are somew'hat limited. 
This hypothesis recei\'es further support from the 
metabolic studies performed on patients with low 
sodium intake. In these patients, the effect of the 
drug is transitory and the increment in the e.xcre- 
tion of sodium and ehloride may not last more 
than one day. In these patients, chlorothiazide may 
deplete rapidly body electrolyte levels and, if this 
is not corrected, lead to h)'pokalemic hypochloremic 
alkalosis. 

Orally given, the drug seems to have a flat dose- 
response relationship curve, since the effects of a 
2,000-mg. dose were not significantly different from 
those of a 500-mg. dose. (Just whether higher or 
lower doses than those utilized in these studies 
would have different effects cannot be stated at 
the present time.) Howe\'er, it is felt that the data 
indicate that satisfactory results with minimal side- 
effects can he achieved with any dose within the 
500-mg. and 2,000-mg. range. 

The absence of any significant action on blood 
pressure is in disagreement with some reports on 
the effects of this drug in patients with hyperten¬ 
sive conditions. A possible reason is that, in our 
studies, chlorothiazide was given alone and the 
period of ohseiwation w'as relatively short. 

The retention of water and electrolytes which 
invariably occurs after cessation of chlorothiazide 
therapy is peculiar to all diuretic agents. It seems 
to represent a compensatory homeostatic mecha¬ 
nism on the part of the organism to restore a part 


of the electrolytes lost during diuresis. Neverthe¬ 
less, this action should not preclude the use of 
this agent to remove edema, since the quantity of 
electrolytes retained in the recovery period is sig¬ 
nificantly smaller than the increment excreted dur¬ 
ing therapy. 

Summary and Conclusions 

Clinical and metabolic studies of chlorothiazide 
(Diuril) were done in patients with normal preg¬ 
nancy and in those with toxemia of pregnancy. The 
drug increases markedly the excretion of sodium 
and chloride and, to a lesser extent, potassium and 
water. Given intravenously, the drug exhibits cer¬ 
tain properties of carbonic anhydrase inhibition. It 
is less effective in the nonedematous subjects, par¬ 
ticularly when sodium intake is restricted. In some 
of these patients, depletion of body electrolytes 
may occur. Given orally, the drug seems to be effec¬ 
tive in the majority of ambulant patients with 
edema. The effective dose is between 500 and 
2,000 mg. per day. 

Tilts study was supported by grants from the National 
Heart In.stitute, National Institutes of Health, U. S. Public 
Health Serviee. 
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C HANGING FACTORS IN DISEASE.-Our bodies are complicated built-in 
chemical laboratories, evolved ages ago under primitive conditions. Already we 
are discovering disquieting facts. Longer life span is being purchased at the 
cost of increasing numbers of the aged whose survival creates new problems. . 
Not merely is mastery of existing diseases ineomplete; germs and viruses are learn¬ 
ing to thrive on drugs which, a year or two ago, were fatal to them. The history of 
past epidemics is a tragic story, ... It may be thought that, as we now understand 
carriage of disease by lice, fleas, contaminated water, flies, rats and mosquitoes, the 
history of past epidemics has but slight significance. Such thinking is of tire ivory 
castle brand. Life is never static. We are losing resistances to certain germs, and 
germs are evolving in their race for survival. Owing to their extraordinary rate of re¬ 
production, the possibilities of a new variety by mutation is very real. The delicate 
balance between immunity and disease may be tipped against us. The rapidiU’ of 
international travel fosters air-borne and contact dissemination of disease on a world 
scale and is creating a situation which may be difficult to control. We .would indeed 
be well advised to continue to read and disseminate the histoiy' of epidemics as a 
spur to continued vigilance in the field of public health.-J. Bostock, M.D., Medicine s 
Need for History, The Medical Journal of Australia, Oct. 25, 1958. 
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CLINICAL NOTES 


ANALYSIS OF THE PRECIPITATION TEST FOR SYSTEMIC LUPUS 

ERYTHEMATOSUS 

Carl M. Pearson, M.D., Los Angeles 


Within recent months, there was reported in The 
Journal ’ the results of a simple serum precipita¬ 
tion test which was frequently found to be positive 
in patients with systemic lupus eiy'thematosus and 
rarely reactive in most other conditions. The first 
details of this test were verbally presented in June, 
1957," after which the test was performed on a 
number of the patients from the wards and clinics 
of local medical centers in the Los Angeles area. 
Equivocal or contradictor)' results were often found 
in these patients, and, hence, the test as a routine 
procedure was discontinued in the fall of 1957. 
After the publication by Jones and Thompson' of 
their results with this procedure, it was carefully 
and systematically reevaluated in most of the orig¬ 
inal patients as well as in many new ones, including 
a number of unselected hospitalized patients who 
had a wide range of medical diseases, both minor 
and major. 

Tile selection of cases in addition to those of 
systemic lupus erythematosus has emphasized the 
inclusion of a large representation from the various 
rheumatic and connective tissue disease categories, 
since it is from these groups that the differentiation 
of systemic lupus erythematosus is often most diffi¬ 
cult and it is where a simple laboratory test that 
could set apart this disorder from its close asso¬ 
ciates could prove its worth. 

This report is a survey of 221 tests made on 183 
persons with various rheumatic and connective dis¬ 
eases, including 41 tests on 25 patients with sys¬ 
temic lupus er)'thematosus and 58 single tests in 
persons with various medical diseases. As will be 
jiointed out, the specificity of the test for systemic 
lupus erA’thematosus has not been confirmed. How- 
e\'er, it is certainly true that a positive result is 
more likely to be found in a patient with one of tire 
connective tissue disorders than in one witlr any of 
a variety of miscellaneous disease states and pre¬ 
sumably also in the healthy population. 

Procedure and Technique of Recording 

The test solution was 12% p-toluenesulfonic acid 
in glacial acetic acid. All tests were done on serum. 
Many were performed on fresh specimens, but a 
number of serum specimens had been frozen at 
-20 C for various periods and were thawed imme¬ 
diately prior to testing. 

From the Department of Medicine, University of California Sdjool 
of Medicine, and the Wadsworth Hospital, Veterans Administration 
Center. 


Several specimens were tested in the fresh state 
and then repeatedly frozen and thawed and tested 
over a period of several weeks. In a few of tliese 
serum specimens variable and unexplainable re¬ 
sults were obtained, so tirat serum that originally 
gave strongly positive results would give a weak 
result after one or more thawings and then revert 
to a positive result on anotirer occasion. Most of the 
serum, however, retained the original positivity or 
negativity throughout the test period. No serum 
that was originally negative was observed to show 
a positive result after freezing and thawing. AH 
tests were done by one person who had no prior 
knowledge of the patient’s disease. 

The performance of the test and the technique 
of recording were nearly identical to that originally 
set down by Jones and Thompson.’ These pro¬ 
cedures were repeated as follows: 0.1 ml. of serum 
was placed in a test tube and 2 ml. of the p-tolu¬ 
enesulfonic acid solution was pipeted down the side 
of the tube. The tube was shaken, allowed to stand 
for 20 minutes, and then reshaken. The result was 
recorded as follows: 1. If no clot or precipitate was 
seen after tire addition of the test reagent or if it 
disappeared on shaking, the finding was read as 
negative. 2. If a precipitate persisted for 20 min¬ 
utes after the original shaking but disappeared on 
reshaking, tlie recording was 1-f. 3. If any precipi¬ 
tate remained after reshaking and standing for an 
additional 20 minutes, it was 2-f. 4. If the precipi¬ 
tation at this time was moderate, it was termed 3-f. 
5. If the precipitate appeared as a heavy mass, it 
was recorded as 4-f-. For furtlier reference and sta¬ 
tistical treatment in this study, a result has been 
considered to be positive only wth a precipitate 
graded 2-(- through 4-|-. 

Results 

As recorded in table 1, 221 serum specimens 
were tested in 183 persons with various forms of 
rheumatic and connective tissue disorders, includ¬ 
ing gout. All of the patients have been seen in tliis 
hospital or its medical clinics, and details of their 
illness were well documented. 

Twenty-five patients witlr systemic lupus ery¬ 
thematosus were carefully and often repeatedly 
tested over a period of several montlis. All had the 
disease as substantiated either by the presence of 
L. E. cells in the past or present or, as in four, by 
histor)' and autopsy evidence of renal and other 
characteristic anatomic findings of this disease. In 
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only six of these persons (25%), even on repeated 
testing, could a positive result be found. Since mul¬ 
tiple tests were made on a number of these pa¬ 
tients, the over-all positivity result was 27% of 41 
serum specimens examined. Close correlation could 
not be drawn in this group of patients between the 
severity of tlie clinical state and the results of the 
test. Many were on steroid medication when tested, 
but those that were not did not show any higher 


of vasculitis also more frequently showed a positive 
result than did the patients with systemic lupus 
erythematosus. 

Among 58 hospitalized persons with a wide va¬ 
riety of nonrheumatic medical disorders, 7 (11%) 
showed a positive result. An analysis of these re¬ 
sults and a list of the positive reactors are shown 
in table 2. In this group were included eight patients 
with generalized arteriosclerosis, seven \vith duo¬ 


Tadle 1.—Results of Precipitation Test in Patients with Various Rheumatic 
and Connective Tissue Disorders 


Positive 

Results, No. Results 


DIseose 

Gases, 

No. 

Specimens, r 
No. 

(1 

1+ 

__^_ 

2+ 

3+ 

4+ 

^ (2+to4+), 
% 

Systemic lupus erythematosus. 

. 2.'i 

41 

22 

8 

5 

1 

5 

27 

Rheumatoid arthritis . 

.. 91 

100 

48* 

20 

19 

7t 

G 

32 

Rheumatoid spondylitis. 

. 13 

15 

5 

2 

7 

1 

0 

53 

Discoid lupus erythematosus. 


4 

2 

1 

1 

0 

0 

25 

Scleroderma ..... 


u 

0 

1 

2 

1 

1 

80 

Polymyositis and dermatomyosltls .. 

. 11 

22 

12 

1 

4 

3 

2 

41 

Vasculitis, type unclassified. 


7 

3 

1 

2 

1 

0 

43 

Reiter’s disease . 

. 3 

3 

1 

2 

0 

0 

0 

0 

Osteoarthritis . 

. n 

11 

8 

1 

2 

0 

0 

18 

Gout . 


9 

3 

1 

3 

1 

ij 

50 

Fibromyositls ...... 


4 

o 

1 

0 

1 

0 

25 









Total . 

. 183 

221 

100 

39 

45 

10 

15 

So 


* 1 case of periodic hydrarthrosis, 
f 1 case of Juvenile rheumatoid arthritis. 
t This patient also had active duodenal ulcer. 


incidence of positive results. The most rigid cri¬ 
terion of severity of the disease state is, of course, 
a fatal termination. Six persons in this series died 
of systemic lupus erythematosus, and renal failure 
was the chief cause of death in three. From a total 
of 14 serum specimens obtained over a period of 
weeks or months in this group of six seriously ill 
persons, not a single positive result was recorded. 
Four of these serums from separate patients were 
tested prior to steroid therapy. 

The largest single group of persons tested were 
those with rheumatoid arthritis. One hundred tests 
were made on 94 patients with various grades of 
active rheumatoid disease. Thirty-two per cent gave 

Table 2.—Results of PTCcipitation Test in Various 
Nonrheumatic Medical Diseases 

Positive 

Results, No. Result 

.-*-» (2+ to 44*). 

Cases, No. 0 14 - 24- 3-^ 44- % 

58 42 9 3* 3t !♦ 11 


*1 osteomalacia; 1 duodenal ulcer; 1 Raynauds' disease, 
tl cirrhosis; 1 acute hepatitis; 1 active tuherculosis. 

X 1 myelogenous leukemia- 

a positive result. Again, a significant correlation 
could not be drawn between the extent of the 
clinical disease or its degree of activity and tire 
positivity of the test. In a smaller group of persons 
with rheumatoid spondylitis, 53% of the tests gave 
positive findings. The remainder of the results have 
been recorded in table 1. Of particular note is the 
high incidence of positive results in a small group 
of persons with scleroderma and in another group 
with gout. The patients with polymyositis and those 
with an ill-defined disease showing biopsy evidence 


denal ulcer, four with diabetes mellitus, three with 
hepatic cirrhosis, and two with acute hepatitis and 
jaundice. 

During the several months that this test has been 
done, a number of patients have been repeatedly 
examined and many bizarre and unpredictable re¬ 
sults were observed. It has not been possible to 
correlate, with any degree of certainty, the clinical 
status with the degree of positivity of the serum 
test, nor has cortisone favorably affected the test 
findings, even though the clinical condition has often 
seemed to have improved with this medication. 

In table 3 are shown the results of serial exam¬ 
inations on five pati^ts and the tirhe span over 
which the serum was tested. The patient in case 
1 had systemic lupus erythematosus manifested 
chiefly by thrombocytopenia. Prednisone therapy 
was started between the taking of specimens 1 and 
2, and striking clinical improvement soon occurred, 
which persisted -with continued steroid medication. 
Despite this, the precipitation tests have ranged 
from 0 to 4+ over a three-month period. The 
patient in case 2 had severe systemic lupus erythe¬ 
matosus with multisystem involvement and yet, by 
the designated criteria, has not shown a positive test 
result. Specimens 1 and 2 on this patient were ob¬ 
tained prior to steroid medication. The patient in 
case 3 had active rheumatoid arthritis with per¬ 
sistent multiple joint effusions. He was treated wth 
intra-articular administration of hydrocortisone 
salicylates, and conservative measures. There has 
been no visible evidence of clinical remission in his 
disease process, and yet the serial test results have 
shown a range of 0 to 4-J-. The patients in cases 
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4 and 5 were botir women who suffered from an 
inflammatory muscular disease termed polymyositis. 
Both have been on continuous low-dosage steroid 
medication, and each has shown moderate and pro¬ 
gressive clinical improvement. The most recent test 
result in each of these cases was 4-f-. 

Comment 

It would be impossible to conclude from any form 
of analysis in this series of patients that the 
p-toluenesul£onic acid serum precipitation test is at 
all specific for systemic lupus erythematosus. It 
does appear, however, that the test result is much 
more likely to be positive in patients with one of 
the rheumatic diseases (35%) than in those with a 
variet)' of nonrheumatic medical disorders (11%). 
Exceptions to this rule may be those persons with 
severe hepatic dysfunction and with various forms 
of dysproteinemia. The difference does not, how¬ 
ever, render the test of great diagnostic value, since, 
as was recently pointed out by Lee and Schultz,” 
the pattern of observed reactions between rheumatic 
and nonrheumatic disorders is similar to and as 
nonspecific as those in the C-reactive protein. 


diseases, in fact, the incidence of positi\4ty was 
greater than that found in systemic lupus ery¬ 
thematosus. 

In almost complete agreement with findings in 
the present series are the results of a similar study 
on 112 patients as presented recently in a brief no¬ 
tation in The Journal by Lee and Schultz.” In 
their group of 18 patients with systemic lupus 
erythematosus (25 tests), 52% of the findings were 
positive and in various other rheumatic diseases 
60% were reactive. Also, in several persons with 
nonrheumatic dysproteinemia, 75% showed a posi¬ 
tive result. Again similar to the present results is 
16% positive findings in a group from which persons 
with rheumatic and dysproteinemic disorders were 
e.xcluded. 

The solitary laboratory criterion available at the 
present time for the diagnosis of systemic lupus 
erythematosus remains the L. E. cell test,'* with the 
modifications recently devised to detect the abnor¬ 
mal circulating protein responsible for this phe¬ 
nomenon.® Possibly in this category also come die 
various serologic reactions which are being observed 
to develop in the serum of some persons with system- 


Table 3.—Serial Scrum Precipitation Test Results in Five Patients 


No. Sex Age, Yi. Disease 

1 . F 2fi Systemic lupus erythematosus 

2 . M IG Syi^tcmic lupus erythcnitttosus 

3 . M Rhcumutolcl arthriti? 

4..... F CG Polymyositis 

.. F 39 Polymyositis 




Re.siilts of Te.«l 




Time Span 
for Obtained 

1 

0 

3 

4 

i) 

0 

7 

SpecimeoSf 

Mo. 

3+ 

1-t- 

2-f 

2+ 

0 

4-1- 


s 

0 

0 

3+ 

0 

0 

H- 

0 

10 

l-f 

4-f- 

0 

2+ 

0 



7 

0 

1-t 

3-t- 

0 

0 

3-1- 

4+ 

7 

0 

3+ 

2-1- 

a 

44- 



S 


serum mucoprotein, thymol turbidity, cephalin- 
cholesterol flocculation, and other similar pro¬ 
cedures. 

No effort has been made in this study to attempt 
to identify the substance or substances responsible 
for the precipitation reaction, and at present the 
basis for the test remains indefinite. 

There is general agreement between findings in 
the series of patients with systemic lupus erythema¬ 
tosus studied by Jones and Thompson ’ and the pres¬ 
ent series. Uflren the criterion for a positive test is 
placed at a response of 2-|- to 4-f, in the former 
groups 407o of 30 tests are found positive and in 
the present 27% of 41 tests (on 25 patients). There is 
also some agreement betsveen findings in the two 
series when patients with rheumatic and nonrheu¬ 
matic diseases are compared in an over-all survey. 
However, there is significant and, at present, un- 
e.vplained disagreement on the following points; 
1. The severity of clinical systemic lupus erythema¬ 
tosus did not correlate closely in the present series 
M'ith the positivity' of tlie test result. 2. Steroid 
medication did not markedly affect a trend in the 
test result. 3. Most impressively, a positive result 
in the present series was no more likely to develop 
in a patient with systemic lupus erythematosus 
than in most patients with other rheumatic and 
connective tissue disorders. In six of these other 


ic lupus erythematosus when it is placed in con¬ 
tact with leukocyte products, including nucleopro- 
tein and desoxyribose nucleic acid.® Less specific but 
strongly suggestive is the presence of chronic bio¬ 
logical false-positive results in serologic tests for 
syphilis’ or of a bizarre circulating anticoagulant 
and tissue biopsy evidence of perivasculitis, hema¬ 
toxylin bodies, and certain renal or splenic vascular 
lesions. Other specific tests vv’ould most certainly be 
welcome. Unfortunately, the results obtained in the 
study of the present series of cases do not indicate 
that the p-toluenesulfonic acid test is of a sufficient 
degree of specificity to separate systemic lupus 
erythematosus from a variety of often closely re¬ 
lated rheumatic and connective tissue disorders. 

Summary 

A recently reported serum precipitation test, 
with use of p-toluenesulfonic acid as the test 
reagent, has been studied, often repeatedy, in 182 
persons with various rheumatic and connective 
tissue disorders and in 58 patients with various 
nonrheumatic medical diseases. There was a three¬ 
fold greater incidence of positive results in the 
rheumatic than in the nonrheumatic group. The 
specificity of this test for systemic lupus erythema¬ 
tosus as opposed to other of the rheumatic ailments 
has, however, not been confirmed. In fact, in six 
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other rheumatic diseases in this series the incidence 
of positive results was greater than in lupus ery¬ 
thematosus. 

It is concluded from the pattern of observed 
reactions that the test is not specific for any disease 
state but rather is an obscure serum reaction with 
a specificity appro.ximating that of the C-reactive 
protein, serum mucoprotein, and similar test pro¬ 
cedures. 

This study w.is supported, in part, by a grant from the 
National Institutes of Healtli, U. S. Public He.alth Service. 

Mr. Douglas Lawson performed all the tests in this study. 
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EVALUATION OF A NEW ORAL RESUSCITATOR 
FOR EXPIRED-AIR ARTIFICIAL VENTILATION 

Capt. William L. Lee Jr., Col. Arthur B. Tarrow 
and 

Major Richard J. Ward, (MC), U. S. A. F. 


In view of the recent evidence that “mouth-to- 
mouth” and other forms of expired-air resuscitation 
are the most effective methods of artificial ventila¬ 
tion, an evaluation of the Venti-Breather oral re- 
suscitator has been performed. 

Studies recently performed by Gordon and co- 
workers,' Elam and others,^ and Greene and co- 
workers ^ have shown that expired-air resuscitation 
is the only technique assuring adequate ventilation 
in all cases. In view of this fact, it would be of 
value if the public were encouraged to accept this 
type of resuscitative procedure as one of the 
methods for adults as well as for children. 

Methods of Study 

The valve was first evaluated for durability. It 
was made to perform during 36 hours of continuous 
operation under simulated operating conditions. 
The inhaling side was attached to an intermittent 
flow source of humidified compressed gas. A test- 
lung was attached to the exhaling side, simulating 
resistance of the average patient. On conclusion of 
36 hours of continuous operation, there was no 
detectable damage or alteration of operating ability. 

In evaluating the ventilatory adequacy of the 
unit for resuscitative purposes, arterial carbon 
dioxide and oxygen content were used as the cri¬ 
teria of adequate alveolar ventilation. These were 

From the 3700th U. S. A. F. Hospital, 3700th Military Training 
Wing ATC, Lackland Air Force Base, Texas. 


determined by the manometric technique of Van 
Slyke. This is valid providing gas exchange between 
blood and pulmonary alveoli is not impaired. 

The following procedures were employed: Five 
adult patients exhibiting no evidence of pulmonary 
or cardiovascular disease, who were scheduled for 
minor operative procedures, were chosen as sub¬ 
jects. All blood samples were draxvn in oiled 
syringes containing heparin. The syringes were im¬ 
mediately capped with mercury and placed in ice. 
They were sent as quickly as possible to the labora¬ 
tory for determination of arterial carbon dioxide 
and oxygen content. 

After light premedication with an opiate and 
scopolamine hydrobromide or atropine, a Coumand 
needle was introduced into the brachial artery with 
the patient under local anesthesia. A control blood 
sample was obtained. Then the patient was given a 
sedative dose of thiopental (Pentothal) sodium and 
paralyzed xvith intravenously given succinylcholine 
chloride. A period of apnea, one and one-half 
minutes long, was then allowed to supervene. This 
was done in order to provide blood and alveolar 
carbon dioxide concentration higher than that foimd 
normally. Concomitantly, this resulted in a decrease 
in alveolar and arterial oxygen concentration. This 
period of apnea produced a trend toward the 
arterial carbon dioxide and oxygen content found in 
asphyxiated subjects without endangering the pa¬ 
tient. A second arterial blood sample was then 
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drawn as before. After this period, artificial ventila¬ 
tion was instituted by means of the Venti-Breather 
oral resuscitator. After two minutes of ventilation, 
a third arterial sample was collected. Ventilation 
was then done for eight more minutes in this man¬ 
ner, at tlie end of which time a fourth arterial 
sample was drawm and analyzed for oxygen and 
carbon dioxide content. 



Results 

In all instances, the arterial carbon dioxide and 
oxj'gen content after tsvo minutes of expired-air 
ventilation with the Venti-Breather unit was near 
control levels. Average values were 16.5 vol. % for 
oxygen and 44.0 for carbon dioxide (control, 18.0 
and 40.6 vol. % respectively). This was in contra¬ 
distinction to those obtained after one and one-half 
minutes of apnea: 8.0 and 48.0 vol. % respectively. 
Tliese values remained satisfactory in the 10-minute 
sample, when tlie average oxygen level was 17.7 
vol. % and carbon dioxide, 38.7 vol. %. This would 
indicate that adequate alveolar ventilation had been 
performed in all subjects b)' the e.xpired-air resusci¬ 
tation technique with use of this valve. 

Airway pressures delivered by this valve were 
determined by tlie insertion of a polyethylene tube, 
4 mm. in diameter, in a leak-free manner through 
an opening in the side of the valve unit. This tube 
was placed under the mask via the nasal route into 
the trachea and connected to a U-tube mercury 


manometer. The average inspiratory pressure ob¬ 
tained was 12 mm. Hg; the average expiratory 
pressure was 0. 

Airway pressures were not correlated with tidal 
volume. However, the patients’ chest cages were 
well expanded in all instances. 

Comment 

The development of the Venti-Breather oral 
resuscitator is a step toward obtaining public ac¬ 
ceptance of e.xpired-air resuscitation. It eliminates 
the necessity for direct mouth contact, thus render¬ 
ing the procedure esthetically more acceptable. 
After the resuscitator inflates (fig. 1) the patient’s 
e,\'haIation occurs through a one-way valve (fig, 2). 
Tliis obviates the need to remove die resuscitator’s 
mouth from the patient during tlie patient’s exliala- 
tion and increases the effectiveness and ease of the 
procedure. 

The unit is compact, simple, and easy to use. It 
can be used by itself or in conjunction with ac¬ 
cessory equipment, such as additional face masks, 
oral airways, and endotracheal tubes. For these 



reasons, it, or a similar device, appears to be of 
potential value as an addition to the armamentarium 
of “first aid.” 

The studies which were done by Gordon and 
associates,' Elam and associates," and Greene and 
associates “ have shown that expired-air ventilation 
is the only technique which assures an adequate 
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tidal exchange in 100% of cases, as well as reason¬ 
able arterial oxygen and carbon dioxide levels. Our 
arterial carbon dioxide and oxygen studies agree 
with these studies and establish the efficacy of the 
Venti-Breather unit in expired-air artificial ventila¬ 
tion. 

Airway pressures during inouth-to-mouth resusci¬ 
tation ' have been in a range of 0 inin. Hg during 
exhalation to 15 mm. Hg during inhalation, where 
the average tidal exchange was approximately 890 
cc. Our results of pressure determinations using the 
Venti-Breather unit, as described under “Results,” 
are somewhat lower. This is attributable to the 
fact that the catheter in our determinations was 
placed intratracheally, as opposed to intrapharyn- 
geal placement. 

In e\'aluation of this method, as well as the 
manual methods of artificial ventilation, it can be 
considered analogous to the “pressure-limited 
volume-variable” type of artificial ventilator de¬ 
scribed by Elam and co-workers.'' It is time-cycled, 
in tliat the rate is fixed by the resuscitating in¬ 
dividual. The volume deli\'ered will vary according 
to the degree of “air flow obstruction” present. Air 
flow obstruction is an all-inclusive term used here 
to include upper airway obstruction by the tongue 
or mucus, lower airway obstruction by foreign 
bodies, or the degree of resistance imposed by the 
compliance factors of the lungs and chest cage. In 
certain individuals, the maintenance of a relatively 
unobstructed airway is difficult to accomplish by 
unti-ained individuals. Unless this can be accom¬ 
plished, inadequate ventilation and gastric disten¬ 
tion will result. In addition, a reasonably effective 
pressure seal must be maintained if an adequate 
tidal volume is to be delivered. The present tech¬ 
niques of expired-air resuscitation in adults require 
the resuscitator to use both hands to obtain an un¬ 
obstructed upper airway and effective jrressure seal, 
leaving no free hand to minimize gastric distention 
or perform other tasks. These present metliods also 
require removal of resuscitator’s mouth from that 
of the individual being resuscitated during ex¬ 
halation. 

This is obviated when this type of valve is used. 
The use of the valve with an attached oral airway 
and/or face mask greatly facilitates efforts of the 
resuscitator to establish a clear airway and maintain 
an effective airway seal, preventing pressure and 
volume losses. Evidence for this is that in the ma¬ 
jority of subjects a patent airway and effective mask 
seal can be obtained with the use of one hand by 
an individual properly trained in the correct method 
of manual application and of holding a face mask. 
This training is simple and requires only a few 
minutes. As a result, the resuscitator in most in¬ 
stances will have a free hand witli which to com¬ 
press the stomach, minimizing any gastric distention 
which may occur. With further training, individuals 


can be taught to follow the pulse rate with the 
same hand which is holding the mask by palpating 
the facial artery with the fifth finger as it crosses 
the edge of the mandible. 

Occasionally, an individual may be encountered 
in whom both hands are required to effect anterior 
displacement of the mandible before a patent 
upper airway can be established. The thumbs must 
then be applied to the mask to maintain an effective 
pressure seal. Rarely, a patent airway may only be 
established with the insertion of an oral airway. For 
these reasons training in these techniques should be 
given, but the necessity for such techniques will be 
the exception rather than the rule. 

It is possible that this unit or a similar unit with 
a mask of suitable type and three sizes of oral 
airways could be standardized into an e.xpired-air 
resuscitation “kit” for general use. The adoption of 
a kit compounds the amount of equipment and may 
cause doubt or hesitation lest one or more pieces 
should be lost or broken. Plowever, individuals 
could be instructed to disregard the absence of a 
part or parts from the kit, including the Venti- 
Breather unit itself, by demonstration of the fact 
that every item of equipment merely facilitates the 
ease and increases the efficiency of the procedure. 
Thus, the absence of one or more items of equip¬ 
ment would not preclude the institution of expired- 
air ventilation. 

Summary 

The efficacy in expired-air ventilation of the 
Venti-Breatlier unit was evaluated by determina¬ 
tions of arterial carbon dioxide and oxygen content 
and airway pressures. The unit proved adequate in 
its durability and its ability to allow the achieve¬ 
ment of adequate alveolar ventilation, as determined 
by blood carbon dioxide and o.xygen studies. 

The valve is considered a step in advancing 
public adoption of e.xpired-air ventilation as a pre¬ 
ferred means of resuscitative artificial ventilation. 

Bo.x 1559 (Dr. Lee). 
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PURPURA FULMINANS TREATED SUCCESSFULLY WITH 

ANTICOAGULATION 

REPORT OF A CASE 
J. Russell Little, M.D., St. Louis 


The purpose of this report is to cite a case of pur¬ 
pura fulminans treated successfully with heparin 
sodium and to make a brief interpretive comment 
on the fundamental pathological process in this syn¬ 
drome. The clinical and laborator)' data suggested 
that tlirombosis, not hemorrhage, is a priman' mech¬ 
anism of the pathological ph)'siology. 

The clinical syndrome variously known as pur¬ 
pura fulminans, purpura hemorrhagica, purpura 
gangrenosa, and purpura necrotica was first de¬ 
scribed by Guelliot in 1884 and later (1886) by 
Henoch. Since that time, more than 100 cases have 
been reported in which one of the above diagnoses 
has been made. The e.xact number is impossible to 
determine, because many clinical svndromes other 
than purpura fulminans are included in these re¬ 
ports. In retrospect, it is difficult to determine how 
many cases may represent meningococcemia, allerg¬ 
ic purpura, idiopathic thrombocytopenic purpura, 
streptococcic and other b'pes of bacteremia, or nu¬ 
merous other possible entities. The cases of purpura 
fulminans described recently have been character¬ 
ized in more precise detail' and do seem to describe 
a single clinical entity. 

Purpura fulminans is the catastrophic occurrence 
of massive areas of gangrene appearing abruptly 
during convalescence from a relati\'ely benign in¬ 
fectious illness. Most of the cases have occurred in 
children. Onset usually occurs two to four weeks 
after scarlet fever. Less frequently, cases have been 
reported in the wake of chickenpo.x (varicella)' 
and streptococcic pharx'ngitis."' The characteristic 
lesion is a large bluish-blaek patch of cutaneous 
gangrene. Often tissues beneath the skin are also 
invoh’cd. Rarely visceral involvement has occurred. 
The lesions usually occur on the e.xtremities and are 
often strikingly symmetrical. They appear abruptly, 
progress rapidl}’, and are usually associated with 
signs and symptoms of severe systemic toxicity. 
Most of the reported cases were fatal within the 
first 48 to 72 hours. Those patients v'ho survived 
longer displayed the evolutionarx' changes of ma.s- 
six'c gangrene, frequently necessitating amputation 
of extremities. Amputation has been the most fre¬ 
quently successful therapeutic measure. However, 
exchange transfusion, methionine, snake venom, 
\ntamin K and nitin, and numerous other therapeu¬ 
tic measures are credited with some degree of suc¬ 
cess. 


From the Department of Internal Medicine, Washington tTniversity 
School of Medicine, and the Bames Hcspital, 


The pathological change is circumscribed epider¬ 
mal and dermal necrosis with subcutaneous infiltra¬ 
tion by red blood cells. Sometimes perivascular in¬ 
filtration with inflammatory cells and intravascular 
coagulation have been demonstrable. Deficiencies 
of specific clotting factors in purpura fulminans in¬ 
clude fibrinogenopenia, factor V deficiency, throm¬ 
bocytopenia, and hypoprothrombinemia. 

The etiology of purpura fulminans has not been 
established. The occurrence of this syndrome dur¬ 
ing convalescence from an infectious illness sug¬ 
gests that it may rejnesent a hypersensitivity phe¬ 
nomenon. The similarity between the pathology of 
this lesion and that of the local Shwartzman phe¬ 
nomenon has been stressed. 

A 14-yeiir-olcl girl was admitted to the Barnes Ho.spital on 
Nov. 19, 1957. Her illness began four weeks prior to admis¬ 
sion with the ahnipf onset of fever, malai.se, sore throat, 
cervical lymph node enlargement, and myalgia. Her parents 
thought she had a cold and .she was treated with aspirin and 
bed rest. After some improvement, she had a mild e.vacerba- 
tion three weeks before admission, with fever and other 
symptoms but without sore throat, .and was treated by her 
parents with a proprietary medicament containing aspirin, 
magnesium hydroxide, and yellow phenolphthalein. No other 
medicament was given. Nine days before admission, a painful 
bluish spot, “like a bniise,” appeared on her right leg over 
the tibia and .sjjread rapidly during the next few hours. She 
was .seen by a physician and hospitalized. The following day 
a similar bruise-like patch appeared on the lower part of tlic 
left leg. That .same day she was transferred to St. Joseph’s 
Hospital in Hot Spring.s, Ark., as a patient of Dr. Driver 
Roland. 

At that time the range of hematocrit values' wa.s 30-405?^, 
the white blood cell counts varied from 13,000 to 26,000 
jrer cubic millimeter, and the platelet count was 110,670 per 
cubic millimeter. The coagulation time (Lee-W'hite) was 
gre;iter than 45 minutes. Bleeding time was five minutes. 
The antistrepfolysin-O titer was gre.ater than 2,500 Todd 
units. Persistent and pmgre.ssive fibrinogenopenia wa.s sug¬ 
gested by the Fibrindex method,'* in which a standard 
thrombin solution is added to the patient’s pla.sma. The 
fibrin clot formation was consi.stently delayed and of poor 
quality. The prothrombin time was initially nonnal, hut with 
fibrinogen depletion it became indeterminate because of lack 
of clot formation. Several grams of fibrinogen was given in¬ 
travenously, and a quantitative fibrinogen determination 
shortly thereafter showed a value of 185 mg. per 100 ml. 

Si.x days prior to her admission to Bames Ho.spifal, a third 
bluish patch developed on her left leg. Each lesion appeared 
in the skin and progressed rapidly in size during the first 
few hours, and then no subsequent enlargement was noted 
In .addition to intravenous injections of fibrinogen, the patient 
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was treated with blood transfusions and adrenal steroids. On 
Nov. 19, 1957, the patient was flown to St. Louis and ad¬ 
mitted to the Barnes Hospital. 

There was no personal or family history of allergy or 
Weeding disorder. Physieal e.samination revealed an acutely 
ill girl eomplaining bitterly of intense pain in both legs. Her 
faee was flushed, and she avoided even the .slightest motion 
of her legs. Vital signs included temperature, 38.6 C (101.6 
F); blood pressure, 110/80 mm. Hg; pulse rate, 108 per 
minute; and respiration rate, 18 per minute. 

Figure 1 shows the extent of the gangrenous extremity 
lesions, which were black with discrete outlines and a 1.5- 
cm. rim of erythema about each lesion. There were super¬ 
ficial bullae containing serosanguineous fluid in each lesion. 
Both legs were massively edematous, with signs of fluid in 
both knee joints. The left femoral, popliteal, posterior tibial, 
and dorsalis pedis pulses were not palpable. The left foot 
was cold and cyanotic, with poor capillary return. Position 
sense, however, remained intact in the left foot. Pulsations 
of the abdominal aorta were easily palpable. 

Laboratorx' data were as follows: red blood cell count, 
4,630,000 per cubic millimeter; white blood cell count, 
17,300 per cubic millimeter; hemoglobin level,'' 14.9 Gm. 
per 100 ml.; liematocrit value, 45%; and platelet count,’ 
130,000 per cubic millimeter. The silicone clotting time ® 
was 20 minutes, three times as rapid as the normal values 
for this laboratory. The one-stage prothrombin time ’’ was 
18 seconds, with a control time of 22 seconds. The one-stage 
prothrombin time after barium sulfate-adsorbed plasma was 
added was 22 seconds, witli a control time of 22 seconds. 
Fibrinogen level, determined gravimetric.ally, was 550 mg. 
per 100 ml., and fibrinolysin was not demonstrable. The 



Fig. 1.—Appearance of lesions on patient’s legs nine days 
after onset. 


antistreptolysin-O titer was greater than 500 units. The test 
for Rumpel-Leede phenomenon showed negative findings. 
Cultures of tlie fluid from a bulla on tlie left leg yielded a 
coagulase-negative white staphylococcus. A blood culture 
drawn on admission was sterile, and findings on urinalysis 
were completely within normal limits. Fecal specimens 


sliowed consistently negative results on guaiae testing. The 
serum bilirubin level, thymol turbidity, cephalin cholesterol 
flocculation, glutamic oxalacetic transaminase level, and al- 
Immin level were within normal limits. 

'Tliese data indicated accelerated coagulation with a normal 
fibrinogen level, slight factor V deficit, and mild thrombo¬ 
cytopenia. Because the clinical and laboratory evidence sug¬ 
gested a hypercoagulable state, with extensive superficial and 



Fig. 2.—Appearance of skin grafts applied after surgical 
e.xcision of eschars shown in figure 1. 


deep thromboses, a continuous intravenous infusion of hep¬ 
arin was begun within a few hours after admission. It should 
be noted that anticoagulation was undertaken only after tlie 
patient’s fibrinogen level was found to be adequate. She also 
received penicillin, streptomycin, methylprednisolone, and 
tolazoline hydrochloride. 

During tlie first week of hospitalization, the patient had a 
low-grade fever and required narcotics for relief of pain in 
botli legs. Gradual improvement was apparent, however. Her 
extremity lesions formed thick black eschars, her edema sub¬ 
sided, and the arterial pulses in the left leg became palpable. 
Her fibrinogen level never fell below 360 mg. per 100 ml. 
She showed neither evidence of bleeding nor the develop¬ 
ment of any new lesions. 

On two consecutive days an anticoagulant dosage of war¬ 
farin (Coumadin) sodium was administered. On the 12th 
hospital day, the prothrombin time was 12% and the heparin 
infusion was discontinued. Altliough the prothrombin time 
remained less tlian 15%, within 12 hours tlie patient’s right 
foot became edematous, cyanotic, painful, and pulseless. The 
diagnosis of deep venous tlirombosis with reflex arterial 
spasm was made. Heparin therapy was reinstituted, with 
gradual subsidance of the process without any serious se¬ 
quelae. 

On the 15th hospital day the administration of heparin 
was temporarily discontinued and the patient was taken to 
the operating room for excision of the extremity lesions. At 
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the time of surgery it was noted that the .skin and subcu¬ 
taneous tissue, and even muscle fascia in some areas, were 
necrotic. Excision was accomplished easily, and .split thick¬ 
ness skin grafts were applied. Deep .subcutaneous adminis¬ 
tration of heparin was done every six liours postoperatively 
and finally discontinued on the 34th hospital day. The pa¬ 
tient’s postoperative course was uneomplicated. Further 
grafting procedures were also successful. The patient re¬ 
quired no amputation, although early in her hospital course 



Fig. 3.—Subcutaneous vein occluded by organizing throm. 
bus (Masson’s trichrome .stain, X 32). 


this procedure was seriously considered. Figure 2 shows the 
appearance of the skin grafts in tire early postoperative 
period. 

The patient was discharged from the lio.spital 61 days after 
her admission. She was ambulant and essentially a.sympto- 
matic. 

The microscopic pathologj- of the excised lesions is illus¬ 
trated in figures 3, 4, 5, and 6. There was hemorrhagic ne¬ 
crosis of skin and underlying tissue with associated inflam¬ 
matory reaction. I'ascular changes were (luite prominent. In 
necrotic regions, acute thrombophlebitis and secondary acute 
vasculitis were present. Thrombi were found in many med¬ 
ium-sized and small arteries and in both large and .small 
veins. The thrombi were in all stages of organization. Al¬ 
though most of the thrombi were of the tisual variety, a few 
were seen to be composed solely of fibrin. 

Comment 

Tile case described above is similtir to those of 
purpura fulminans with fibrinogenopenia reported 
by Heal and Kentand Dj'ggve." Koller and co¬ 
workers reported tw'o cases associated with factor 
deficiency. Other authors ” have described pa¬ 
tients with coagulation defects without specific 


identification of the factors involved. Earlier case 
reports called attention to variable degrees of 
thrombocytopenia. ‘" 

It is interesting to speculate about the mecha¬ 
nism of depletion of clotting factors in the present 
case and to consider the possibility^ of some com¬ 
mon pathological mechanism which may cause de¬ 
pletion of fibrinogen, factor V, and platelets. 

In any case of fibrinogen deficiency, there are 
three mechanisms which must be considered in its 
etiology: (1) diminished production of fibrinogen 
by the liver, (2) inacth’ation of fibrinogen by deg¬ 
radation of the molecule or by incorporation in an 
antigen-antibody comple-x, and (3) rapid peripheral 
utilization of fibrinogen to form fibrin, with or with¬ 
out the additional activation of fibrinolysis. In the 
patient described above, hepatic function tests re¬ 
vealed no evidence of liver disease. The possibility 
of degradation or inactivation of the fibrinogen 
molecule is more difficult to e.xclude, and there was 
no evidence to support or refute it. However, the 
postulated occurrence of e.xtensive intras'ascular co¬ 
agulation with resultant fibrin deposition was sug¬ 
gested by the appearance of the patient’s legs. This 



Fig. 4.—Skin margin witli full lliickness destruction and, 
sulicutancous hemorrliagic necrosis (hematoxjliu and eosin 
■Stain, X 8). 


impression tvas confirmed subsequently b\' the path¬ 
ological findings. Data obtained from autopsy and 
surgical specimens '' of other patients with purpura 
fulminans confirm the e.xistence of e.vtensive throm¬ 
bosis in the region of the gangrenous lesions. 
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Schneider and Ratnolf and Conley have dem¬ 
onstrated that intravascular coagulation may result 
in fibrinogen depletion in man and in animals. Clin¬ 
ical syndromes in which intravascular defibrination 
is thought to exist are abruptio placenta, amniotic 
fluid embolism, retained dead fetus in utero, and, 
rarely, certain other obstetric complications. It is 
probably necessary to postulate an “infusion” of 
thromboplastic substances from the placental site 
in addition to coagulation in situ in order to explain 
the severe and rapid depletion of fibrinogen that 
occurs in these obstetric syndromes. Hon'ever, Ash¬ 
worth and Stouffer believe that rapid thrombosis 
within the placenta may account for complete de¬ 
pletion of available fibrinogen. It is imirossible to 
say whether the release of tissue thromboplastin 
was a factor in the fibrinogenopenia demonstrated 
in this case. However, the widespread perivascular 
tissue damage and the presence of x'enous throm¬ 
bosis far beyond the limits of the gangrene make 
this concept seem feasible. 

It is interesting to note that a significant diminu¬ 
tion of platelets and factor V has also been demon¬ 
strated in abruptio placentae associated with fibrino- 



Fig. 5.—Perivascular inflammatory infiltration (hematoxylin 
and eosin stain, x 225). 


genopenia. The relative severity of the depletion of 
fibrinogen, factor V, and platelets by coagulation 
would be determined by the nature and rapidity of 
the tlirombotic process and the rate of their regen¬ 
eration by the liver and bone marrow. The suc¬ 


cessful use of anticoagulation with heparin in pur¬ 
pura fulminans also lends support to the concept 
of intravascular defibrination with fibrinogen de¬ 
pletion in this syndrome. 

The similarity between the Shwartzman phenom¬ 
enon and purpura fulminans has become even more 
compelling since the interesting work of Stetson. 



Fig. 6.—Sm.rll vessel \vith fibrin tlirombus; larger vessel 
contains org,inizing thrombus (hematoxylin and eosin stain, 
X 210). 


He described the histological characteristics of the 
local hemorrhagic necrosis of the Shwartzman phe¬ 
nomenon. The evidence strongly suggests that the 
capillary and venule occlusion that occurs is a pri¬ 
mary mechanism and that, after intermption of the 
blood supply, necrosis of the involved vessels takes 
place and hemorrhage occurs later where the vessel 
walls have lost their integrity. Thomas and associ¬ 
ates ” have demonstrated a depletion of circulating 
fibrinogen after the second injection of challenge 
material (synthetic acid polymer) in the production 
of the generalized Shwartzman phenomenon. It is 
suggested that the intravascular deposition of fibri¬ 
noid and the subsequent necrotizing lesions charac¬ 
teristic of the generalized Shwartzman phenomenon 
may be due to the precipitation of fibrinogen. A 
qualitative change in the fibrinogen molecule, char¬ 
acterized by its increasing precipitability in vitro 
was regularly demonstrable after the second injec¬ 
tion of material used to elicit the Shwartzman phe- 
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nomenon. These workers also demonstrated an inhi¬ 
bition of the Shwartzman phenomenon as well as 
fibrinogen depletion after pretreatment with heparin. 
If the lesions of purpura fulminans are analogous to 
those of the localized Shwartzman phenomenon, a 
second rationale for the therapeutic use of heparin 
is apparent. 

In conclusion, it seems appropriate to suggest 
that the clinical and pathological entity designated 
as purpura fulminans is inappropriately categorized 
with the purpuras. Similar objection may be raised 
to other designations, i. e., purpura hemorrhagica 
and purpura gangrenosa, all of which somewhat in¬ 
accurately describe the patliological physiology of 
the characteristic lesion. Evidence is accumulating 
that the characteristic lesion in this syndrome is intra¬ 
vascular tlirombosis and tliat hemorrhagic necrosis 
and depletion of coagulation factors are secondary 
phenomena. The somatic lesion of purpura fulmi¬ 
nans is not typical purpura; this fact was noted in 
some of the earliest case descriptions. The lesion is 
a gangrenous one witli e.vtensive necrosis, and the 
e.xtravasation of red blood cells probaby occurs on¬ 
ly after vessel wall necrosis. Other authors who 
previously described massive gangrene of extremi¬ 
ties established that the lesion need not be confined 
to the skin and subcutaneous tissue. The dissatis¬ 
faction with the connotations of "purpura,” in addi¬ 
tion to the almost inv'ariable association of the tjpi- 
cal gangrenous lesion with a previous infectious 
illness, have prompted an effort to coin a more 
descriptive term. It is suggested that the descriptive 
phrase “postinfectious intravascular thrombosis with 
gangrene” be employed for the present time. Per¬ 
haps future studies of the basic pathological physi¬ 
ology' and biochemistry' of this disease will clarify 
its nature and thereby permit more exact nomen¬ 
clature. 

Summary 

A case of purpura fulminans was treated success¬ 
fully with heparin anticoagulation. The illness fol¬ 
lowed an episode of pharyngitis, presumably of 
streptococcic origin, and was associated witli 
marked hypofibrinogenemia. Heparin was used as a 
therapeutic agent because clinical and laboratory' 
data suggested e.xtensive intravascular thrombosis 
and a hy'percoagulable state. The proposal is made 
that purpura fulminans is basically a disease of 
thrombosis and gangrene. The pathological similar¬ 
ities between the lesions of purpura fulminans and 
tliose of the localized Shwartzman phenomenon 
support the hypotliesis that purpura fulminans is 
fundamentally a thrombotic disease. 

600 S. Kingshighway (10), 

The patient’s hospital care was supported by a fund estab¬ 
lished by the relatives of Dr. John Saxton, in his memory. 


The heparin sodium used in this study was supplied as 
aqueous Heparin sodium and the methylprednisolone as 
Medrol by the Upjohn Company, Kalamazoo, Mich.; the 
lolazoline hydrochloride used in this study was supplied as 
Priscoline hydrochloride by Ciba Pharmaceutical Products, 
Inc., Summit, N. J. 
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VITAMIN PREPARATIONS AS DIETARY SUPPLEMENTS AND AS 

THERAPEUTIC AGENTS 

The Council Jias authorized publication of the following statement. 

Philip L. White, Sc.D., Secretary. 


Vitamin preparations are used extensively and 
are valuable when used properly. For the most in¬ 
telligent use and beneficial results in preventive or 
therapeutic medicine, the values and the limitations 
of vitamins should he realized. It is important that 
a clear differentiation be made between vitamins 
as dietary supplements and vitamins as tlierapeutic 
agents. The Council on Foods and Nutrition has 
renewed the indications for administration of vita¬ 
mins in supplemental and tlierapeutic amounts, the 
composition and dosage of vitamin preparations, 
and tlie possible dangers of excessive use of certain 
vitamins. The following is the Council’s present 
position on this matter. 

Recommended Dietary Allowances of Vitamins 
and Their Occurrence in Food 

Vitamins are essential nutrients, and their usual 
source is food. All the nutrients essential to the 
maintenance of health in the normal individual are 
supplied by an adequate diet, one which fulfills the 
Recommended Dietary Allowances, revised 1958, 
developed by the Food and Nutrition Board, Na¬ 
tional Research Council (Publication 589). The 
levels of nutrients recommended are desirable goals 
in nutrition for all normal, healthy persons. Tliey are 
believed to be adequate for maintaining good nutri¬ 
tion throughout life. 

Normal Diets.—A convenient guide to the compo¬ 
sition of an adequate diet has been prepared by the 
United States Department of Agriculture (Leaflet 
424). Foods are classified according to their contri¬ 
bution of several nutrients, although emphasis is 
placed on key foods as important sources of certain 
nutrients. This daily food plan gives a basis for an 
adequate diet but permits the individual wide 
choice in his food selections. This is the fundamen¬ 
tal plan: 

Milk Group: Some milk daily— 

Children .3 to 4 cups 

Teen-agers .4 or more cups 

Adults.2 or more cups 

Pregnant women .4 or more cups 

Nursing mothers .6 or more cups 

Cheese and ice cream can replace part of the milk. 

Meat Group: Two or more servings, including—Beef, veal, 
pork, lamb, poultry, fish, eggs, with dry beans and peas 
and nuts as alternates. 


Vegetable-Fruit Group: Four or more servings, including— 
A dark green or deep yellow vegetable important for 
vitamin A—at least every otlier day. A eitrus fruit or 
other fruit or vegetable important for vitamin C—daily. 
Other fniits and vegetables including potatoes. 

Bread-Cereals Group: Four or more servings—Whole grain, 
enriched, restored. 

This fundamental plan will supply the adult ^vith 
one-half to two-thirds of the caloric allowance, 
four-fifths of the iron, four-fifths of the thiamine, 
nine-tenths of the niacin, and all of the riboflavin 
allowances. Tliese nutrients and others not men¬ 
tioned will be raised to adequate amounts by the 
other foods normally included in the daily diet but 
not specifically mentioned in the basic plan. Foods 
such as butter, margarine, other fats and oils, sug¬ 
ars, desserts, jellies, and unenriched grain products 
serve to fulfill the caloric and nutrient allowances. 

Table 1.—Minimum Daily Requirements Compared with 
Recommended Dietary Allowances 


Vjtnmin* 

M.D.R., 

Adults 

R.D.A., 
Man, 
Aged 25 

R.D.A., 
Children, Children, 
6-11 Tr. 7-12 Yr. 

VJtumin A, U.S.P. units _ 

■1,000 

5,000 

3,000 

3,500-4,500 

Thiamine, mg.. 

l.O 

1.6 

0.75 

1.1-1.3 

Riboflavin, mg. 

1.2 

1.8 

0.9 

1.5-1.8 

Vitamin 0, mg. 

30 

76 

20 

60-75 

Vitamin D, U.S.P. units . 

400 


400 

400 


Comparable figures for niacin are not given since the Recommendea 
Dietary Allowances include preformed niacin and niacin made available 
from tryptophan, whereas the Minimum Daily Requirements consider 
only preformed niacin. 

Therefore, if the diet contains the key food groups 
in sufficient amounts, nutritional supplementation 
should be unnecessary. The proper selection and 
preparation of foods are important to the achieve¬ 
ment of an adequate diet. 

Minimum Daily Requirements.-The Recom¬ 
mended Dietary Allowances should not be con¬ 
fused with the Minimum Daily Requirements 
established for labeling purposes by the Food and 
Drug Administration. Nutrient contents can thus 
be expressed in terms of the proportion of daily 
requirements supplied. Minimum Daily Require¬ 
ments are die amounts of nutrients needed to pre¬ 
vent symptoms of deficiency and to provide a small 
factor of safety. Recommended Dietary Allowances 
are amounts of nutrients which will maintain good 
nutrition in essentially all healthy persons. Table 1 
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demonstrates the basic differences between the two 
concepts. Throughout this statement the Recom¬ 
mended Dietar>' Allowances will be used. 

Vitamins as Dietary Supplements 

Healthy persons whose diets are ordinarily con¬ 
sidered adequate may benefit from supplementary 
ntamins at certain special periods of life, such as 
during pregnancy and lactation. Vitamin supple¬ 
mentation is useful during periods of illness or 
deranged mode of life, which may result in impair¬ 
ment of absorption of nutrients or deterioration of 
dietar}' quality. Supplementation may also be of 
value to the individual who, through ignorance, 
poor eating habits, or emotional or physical illness, 
does not eat an adequate diet. The physician s pri- 
maty responsibility for these patients is to remove 
these disturbing factors rather than merely to allevi¬ 
ate their results. Nevertheless, until the disturbing 
factors have been discovered and, when possible, 
removed, supplementary vitamins are valuable in 
assuring adequate intake. 

Infants and Children.—The daily diet of the arti¬ 
ficially fed infant should be supplemented nath 
vitamins C and D if the diet does not supply 30 mg. 
of wtamin C and 400 U. S. P. units of vitamin D. 
The diet should be brought up to these amounts, 
with care exercised that Ae intake of vitamin D is 
not excessive. The requirement of tlie breast-fed 
baby for vitamin D is not accurately knoum, but it 
is accepted practice to advocate 400 U. S. P. Units 
of vitamin D supplement daily. Administration of 
vitamin D and, in artificially fed babies, of vitamin 
C should be started wdth the introduction of arti¬ 
ficial feeding. Too often administration of vitamin 
G is delayed even into tlie second month. VOien 
administration of the rutamins is started, the 
amount of vitamin D is often too great and the 
amount of wtamin C too small. Maximum calcium 
and phosphorus retentions are obtained with 300 to 
400 U. S. P. units of wtamin D daily. Not only are 
retentions no greater wath larger amounts, but the 
use of 1,800 U. S. P. units or more daily for several 
months decreases appetite and, as a consequence, 
reduces the total retentions of calcium and phos¬ 
phorus and slows linear growth. Infants receiving 
unfortified skimmed milk formulas also require 
supplements of vitamin A (1,500 U. S. P. units daily). 

Healthy children fed adequate amounts of whole¬ 
some foods need no supplemental vitamins except 
vitamin D, which should be supplied throughout 
the growth period. An adequate intake of vitamin 
D-fortified homogenized milk or reconstituted evap¬ 
orated milk (1% to 2 pt. daily) provides the vitamin 
D required. The physician should determine the 
appro.ximate amount of vitamin D supplied by 
foods before supplementing the diets. In certain 
instances, physicians may wish to supplement the 
diets of infants and children with preparations con¬ 
taining \itamins A, C, D, and certain B vitamins. 


The Council believes that such preparations con¬ 
taining the B complex are not needed for routine 
use but would be of value for children with special 
problems. It is important that the gro\ving child be 
introduced to a wide variety of wholesome foods, 
since food is the normal source of nutrients. 

Adulfs.—Healthy adults receiving adequate diets 
have no need for supplementary vitamins except 
during pregnancy and lactation when 400 U. S. P. 
units of vitamin D daily are required if the intake 
of vitamin D-fortified milk is low. In tliese periods 
of physiological stress, if any doubt exists as to the 
adequacy of the previous or present diet, supple¬ 
mentary vitamins in addition to vitamin D should 
be administered. 

Supplementary vitamins are useful during periods 
of emotional illness, which result in bizarre food 
habits or greatly diminished food intake. The choice 
of vitamin preparations to be used to insure a de¬ 
sirable nutrient intake in such instances should be 
based upon the physician’s evaluation of the pa¬ 
tient’s dietary pattern. 

Mdren restricted or nutritionally inadequate diets 
are prescribed for pathological conditions, vitamin 
mixtures as supportive supplements are indicated. 
Examples of conditions in which such diets may be 
instituted include allergic states and chronic dis¬ 
eases of the gastrointestinal tract. Vitamin supple¬ 
mentation also is indicated when it is necessary to 
employ parenteral feeding. The character of the 
supplementation required will depend on the diet, 
the nutrients administered, and the period of time 
the regimen is maintained. 

In any prolonged illness associated with decreased 
food intake or in other situations in which an in¬ 
dividual is unable or unwilling to eat an adequate 
diet, the physician must decide whether supple¬ 
mentation is necessary. The extent of the illness or 
the nature of the dietary restriction should be 
evaluated to determine whether the level of vitamin 
supplementation should be equal to allowances 
under normal physiological conditions or in excess 
of them. 

Nutrition surveys in several areas of the United 
States have indicated that a variable fraction of 
certain segments of the population is not receiving 
sufficient varieties of foods to supply vitamins in 
amounts necessary to meet the Recommended Die¬ 
tary Allowances. Generalization of these findings as 
a basis for vitamin supplementation of healthy 
individuals is not rational. The methodology em¬ 
ployed in these surveys and the standards used for 
interpretation have varied considerably. It is neces¬ 
sary for the physician to evaluate each person 
individually. Gorrection of inadequacies should then 
be instituted, preferably by a proper diet, although 
supplementation with vitamins may be necessary 
until dietary' adjustments are made and the body 
stores repleted. Avoidance of excessive or unneces¬ 
sary supplementation is, of course, desirable. 
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Multivitjimin Combinations 

Multiple \’itaniin preparations should contain 
only those vitamins show'n to be essential in human 
nutrition or metabolism. Tire Council recognizes 
that certain foods such as liver, yeast, and wheat 
germ are e.vcellent sources of some of the vitamins 
but finds no evidence to justify special claims for 
such materials or their concentrates in multivitamin 
mi.xtures. The combination of satamins in a supple¬ 
mentary mixture should have a rational basis. 
Several combinations meet these criteria. 

1, A combination of all the vitamins that have 
been demonstrated to be essential in human metab¬ 
olism may be desirable for supplementation of cer¬ 
tain restricted diets. Such preparations would in¬ 
clude vitamins A and D, ascorbic acid, thiamine. 


listed under (a) in combination with ascorbic acid; 
or (c) a combination of a calcium salt and vitamin 
D in a stable form. 

3. A combination of vitamins that might be 
expected to be lacking concomitantly because of 
their common distribution in foods also might be 
desirable for supplementation. Examples would in¬ 
clude the fat-soluble vitamins A and D or vitamins 
of the B complex as previously noted. 

Quanlifies for Dietary Supplemenfatiou.—The 
quantities of vitamins included in mixtures for die¬ 
tary supplementation should furnish daily an 
amount which approximately fulfills, but does not 
greatly exceed, the Recommended Dietary Allow¬ 
ances for vitamins as given in table 2. The physician 
should exercise more caution that his recommenda- 


Tahle Z.—Rccomiiwmlccl Daily Dietary Allowances, Revised 19S8° 


VJtamJn 

A, D, 










I'.S.P. 

Thill- 

Kilmfln- 

Xlncin,f 

Ascorbic 

U.S.P, 



Weight, 

UeiRlil. 


Prttteln, rnlelnin. 

Iron, 

Fnlts 

mine, 

vin. 

Mr. 

Acid. 

Unit.*? 


Aro, Yr. 

Kr. (Lb.) 

Cm. (In.) 

ralorle.® 

t?in. 

Om. 

Mr. 

(l.U.) 

Mr. 

•Mr. 

Kqiilv. 

-Mr. 

(I.O.) 

Men .. 

2.1 

7(1 (l.U) 

17,7 (««) 

3.20»i 

70 

0.8 

10 

.■),00(» 

1.0 

1.8 

21 

73 



Aa 

70(104) 

17.'i ((19) 


70 

0.8 

10 

5.000 

!..*> 

1.8 

20 

7a 



Co 

70n.->4) 

17o (00) 

2,.'w0 

70 

0.6 

10 

5,000 

1.3 

1.8 

18 

7a 


Women . 

2o 

.7S (12S) 

103 (01) 

2.300 

.V* 

0.8 

12 

•VKH) 

1.2 

1.5 

17 

TO 



Aa 

.W (12S) 

10,3 (04) 

2,2f«0 

.tS 

0.8 

12 

.1,0f)rt 

1.1 

1.5 

17 

70 



Co 

M (I2P) 

m (01) 

1,«K> 

.Vi 

0.8 

12 

5,000 

1.0 

1.5 

17 

70 


Pregnant (.®ccoml half) 





+20 

l..» 

V> 

0.000 

1.3 

2.0 

+.2 

100 

400 

I.ttctntinp (M(i ml, iliilly) 





•f40 

2.0 

15 

8,noo 

1.7 

2.5 

+2 

330 

400 

Infantp? . 

o-i/tes 














2/12^5/12 

0 (18) 

ffl (21) 

kR.xl20 

... 

0,0 

.1 

l,:>w 

0.4 

n..*> 

n 

30 

400 


r/12-12/12 

9 (2(1) 

70(28) 

Ir..'S1M 


0.8 

7 

1.500 

0..‘) 

0.8 

t 

30 

400 

Clilliirrn . 

1*3 

12 (27) 

87 (34) 

1,»K> 

40 

1.0 

7 

2,000 

0.7 

1.0 

8 

35 

400 



)S (40) 

m (43) 

1,7(« 


1.0 

8 

2,500 

O.'J 

1.3 

11 

50 

400 


1*0 

27 (00) 

120 (01) 

2.100 

00 

1.0 

10 

3,500 

1.1 

1..5 

14 

CO 

400 


10-12 

3(1 (79) 

144 (o7) 

2,300 

70 

1.» 

12 

4,500 

1.3 

1.8 

n 

73 

4QQ 

Boys . 

13-I0 

•10 (lOS) 

103 (04) 


85 

1.4 

15 

5,000 

J.C 

2J 

21 

90 

400 


10-10 

03 (130) 

175 (CD) 

.3,000 

100 

1.4 

i:> 

5.-0(K> 

1.8 

2.5 

23 

100 

400 

GIrI.« . 

13-10 

49 (lOS) 

ICO (03) 

2,COO 

80 

1.3 

35 

.5,00l> 

1.3 

2.0 

37 

so 

400 


lC-19 

:>4 (120) 

102 (04) 

2,400 

75 

1.3 

15 

5,000 

1.2 

1.0 

Ifi 

80 

400 


* Trom Foot! nm! XutritloB Doanl, Nutional TJcsearch OounflJ, Altownnw arc dtvlicnotl for nutintennnee of Rood nutrition for normal, 
healthy person? lIvhiR under usual cnvironiih'ntal stresses in n temperiitc clinuite In the rnlted Stales. Hccommomicd nllownnces can he attained 
with a variety of common food.s, provIdinR other nutrients for which human rcqiiircments have hren Jess well dcfinetl. See text of Recommended 
Dietary Allowances, puhltshed by XiUional Research C'otmeU, for more <CetuUe<l dl'-cusslon of Hllowunce< ami of nutrients not tabulutctl. 
f Include® dietaiy sources of preformed vitamin and p^ccu^^n^, tryptophnti; r>o iiir. of tryptophan l iur. of niuein. 

5 Applies to Intllvlduals usually cnRiiRod in jnodcrate phy^cal activity. For ofllw workers or other.'! in .®edent«ry occupation® they are excessive. 
Adjustments irni.^t l>e made for variations In body size, «kc. phy.«jeal activity, and environmental temperature. 

g The Board rceopnize.® that human milk Is the natprnl food for Infants anil feel® that breast fccdinR I.s the !)est and desired procedure for nieetlDR 
nutrient requirenient.s In the first months of life. Xo allowances arc staled for the first month of life. Breast feeding Is particularly indicated tlurinR 
the first month when infants show' handicaps in homcostasi® due to difTcrent rate® of maturation of <IlRe5tive, excretory, and endocrine function®. 
Recommendations us listed pertain to nutrient Intake as afforded by cow’s milk foniiuias and supplementary foods Riven the Infant when breast 
feeding is terminated. Allowances arc not given for protein during Infancy. 


riboflavin, niacin, pyrido.xine, pantothenic acid, folic 
acid, and vitamin B 12 . Vitamin K is not included, 
because dietary deficiency rarely occurs aud be¬ 
cause tins vitamin has special uses which are not 
adapted to inclusion in multiple x’itamin prepara¬ 
tions, for example, prophylactic use for pregnant 
women and newborn infants. Vitamin D would be 
included in preparations for children, adolescents, 
and pregnant or nursing women and would be 
optional in others. 

2. A combination of vitamins having comple- 
mentarj' metabolic functions should prove useful 
in supplementation of certain restricted diets. 
These preparations might include (a) a com¬ 
bination of the B vitamins, thiamine, riboflavin, and 
niacin, with or without pjTido.vine, pantothenic 
acid, folic acid, or vitamin (Z?) die B wtamins 


tions are not increased in amount and that his 
patients do not follow the precept that greater con¬ 
centrations of vitamins are justified, in light of the 
little additional cost. There is a tendency for the 
patient to belie\’e tliat, if a little is good, more 
would be better. It has not been demonstrated that 
larger amounts are beneficial under ordinary physi¬ 
ological conditions; in fact, an overdosage of vita¬ 
mins A or D can be harmful. 

The multivitamin preparations a\'ailable today 
fall into three general categories, those that supply 
(1) about one-half the Recommended Dietar>'-Al¬ 
lowances, (2) one to one and one-half times the 
Recommended Dietar>' Allowances, and (3) three to 
five times tlie Recommended Dietarj- Allowances. 
The Council considers tlie first class of preparations 
useful in dietary supplementation in situations as 
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noted in the section entitled Vitamins as Dietan' 
Supplements. The preparations containing one to 
one and one-lialf times the Recommended Dietar\' 
Allou ances (group 2) would be useful when supple¬ 
menting therapeutic diets or when prolonged illness 
or other causes significantly reduce food intake. 
After the normal diet is instituted, these higher 
potencN- preparations are not needed. The third 
general t\pe of preparations containing three to 
five times the Recommended Dietary Allowances 
should be reser\ ed for use in tlierapy as discussed 
in the section on Vitamins as Therapeutic Agents. 

Recommended Dietar\' Allowances ha\'e not been 
established for p\Tido.\ine, pantothenic acid, folic 
acid, or \itamin B,-.., altliough all these substances 
are essential in human metabolism. The amounts 
present in diets considered adequate in other 
factors should serve as a guide for quantities to be 
used in supplementation. The amount of folic acid 
in siipplementan’ v'itamin mi.vtures should be no 
greater than that a\’ailable from an abundant die- 
tar)'. Common e.xperience indicates that this is a 
quantit)' which will seldom support hematological 
function in pernicious anemia and therefore will 
not mask the diagnosis of this disorder. Altliough 
this quantity is still to be determined, 0.3 mg. of 
folic acid is suggested tentatively as a proper maxi¬ 
mum amount for supplemental mixtures. 

An abundant dietarx' provides 2 to 10 meg. of 
x'itamin Bi-j, 5 to 10 mg. of pantothenic acid, and 
1 to 3 mg. of px’ridoxine. Therefore, these levels are 
considered satisfactorx' in vitamin mixtures for 
dietary supplementation. Supplementaiy vitamins 
administered in the amounts suggested are safe. If 
the amount of one or more of the vitamins in these 
mixtures is markedh' less than the recommended 
allowance, the supplemental value of the prepara¬ 
tion may be limited accordingly. 

Comhimiiiou of Vitamins and il/incrafe.—Minerals 
have been combined with vitamins in mixtures for 
dietary supplementation. Although certain supple¬ 
mental vitamin mixtures with calcium, iron, or witli 
both minerals hav'e proved useful, there is no good 
evidence to support the inclusion of the 12 or more 
mineral elements essential for man. Few of tliese 
minerals are likelx' to be lacking, even in restricted 
diets. Vdien iron is needed as a dietary supplement, 
it should be gix-en as such in most instances. Iron 
and calcium might be included as optional ingredi¬ 
ents in certain supplemental vitamin mixtures, for 
example, for administi'ation during pregnancx’. A 
combination of calcium and x'itamin D in stabilized 
form may be useful. Sodium, chlorine, and iodine 
are usuallx' sujxplied by iodized table salt. Supple¬ 
mentation with copper is rarely needed since it is 
usually adequately supplied by the diet. Ex’idence 
is lacking that addition of the trace elements, sudi 
as manganese, zinc, cobalt, and molybdenum, to 
the human diet is needed. 


Vitamins as Therapeutic Agents 

Vitamins in therapeutic amounts hax'e proved 
x'aluable in both specific therapy and in supportive 
therapy in numerous pathological states. Vitamins in 
therapeutic amounts are indicated only in the 
treatment of deficiency states or pathological con¬ 
ditions in xvhich requirements are increased. 

Tlierapeutic x'itamin mi.xtures should be so 
labeled and should not be used as dietary supple¬ 
ments. The decision to employ vitamin preparations 
in therapeutic amounts clearly rests xx'ith the physi¬ 
cian, and tire importance of medical superx'ision 
xx'hen such amounts are administered is emphasized. 

The quantities of x'itamins included in mixtures 
intended for therapeutic use in tire treatment of 
multiple X'itamin deficiencies should appro.ximate 
simple multiples of the amounts recommended in 
the National Research Council’s Recommended 
Dietary Alloxvances, revised 1958. It is seldom nec¬ 
essary to administer vitamins in amounts greater 
than three to five times tlie Recommended Dietary 
Allowances. In the rare instances in xx'hich larger 
quantities seem indicated, the x'itamin(s) in ques¬ 
tion should be gix'en separately. Altliough there is 
little danger of harm from larger quantities of the 
xx'ater-soluble vitamins because the excess is. ex¬ 
creted readily, tliere is real danger of toxicity from 
larger amounts of fat-soluble vitamins because the 
e.xcess accumulates in the body. In multivitamin 
preparations, tlie amount of x'itamin D should not 
exceed tliree times the Recommended Dietarj' Al- 
loxx'ances as prex’iously stated. 

The combination of vitamins in mixtures intended 
for therapy should have a rational basis. Suitable 
combinations include (1) vitamins that have com¬ 
plementary metabolic functions and (2) vitamins 
that might be expected to be lacking concomitantly 
according to their common distribution in foods, or 
to similar chemical properties xx'hich influence 
absorption and biological availability. Examples 
xx’ould include (1) a combination of the B x'itamins, 
thiamine, riboflax'in, and niacin, xvith or xvitliout 
pj'ridoxine and calcium pantothenate; (2) a com¬ 
bination of these B x'itamins xx'ith ascorbic acid; 
and (3) a combination of fat-soluble vitamins A 
and D or A, D, and K. In addition, a combination 
of vitamins A, D, ascorbic acid, thiamine, ribo¬ 
flavin, and niacin, xx'ith or xvithout pyridoxine or 
calcium pantothenate, may be desirable. 

There is little evidence xx’hich xvarrants inclusion 
of folic acid and x'itamin Bi^ in therapeutic amounts 
in X'itamin mixtures. As noted prex'iouslx', folic acid 
in therapeutic dosage may mask the diagnosis of 
pernicious anemia and permit neurological lesions 
to dex'elop xx’hile maintaining hematological remis¬ 
sion. Vflien folic acid is indicated in therapeutic 
quantities, it should be administered separately. 
Tlie need for inclusion of x'itamin Bi^ in therapeutic 
X'itamin mixtures in an amount in excess of that 
supplied by an abundant dietary has not been 
demonstrated to date. 
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Before vitamins or other therapeutie agents are 
preseribed in the treatment of anemia, the etiology 
of the anemia should be determined. This will per¬ 
mit administration of the proper hematinic agent, 
whieh will usually be a single faetor, namely, vita¬ 
min Bin, folie aeid, or iron. Preparations containing 
all or most of the known antianemic factors, vita¬ 
min Bio, intrinsic factor, folic acid, iron, ascorbic 
acid, and copper, are, in the opinion of the Council, 
not justifiable. 

Toxicity of Vitamins A and D 

Inclusion of excessive amounts of fat-soluble vita¬ 
mins in therapeutic mixtures is scientifically un¬ 
warranted and potentially dangerous. The absence 
of excretory pathways for rdtamins A and D and 
for carotene makes it necessary to limit their intake 
in order to avoid the development of hypervita- 
minosis. Daily dosage of more than 25,000 U. S. P. 
units of vitamin A should he followed carefully 
for toxicity. 

Htjpervitaminosis A.—Apparently the body can 
tolerate quantites of vitamin A 100 times greater 
tlian the daily physiological requirement, but there 
is a definite possibility of harm from the prolonged 
ingestion of vitamin A in excess of 50,000 U. S. P. 
units daily. Chronic vitamin A intoxication occurs 
more frequently in children than in adults. De¬ 
pending upon the se\’erity of the into.xication, chil¬ 
dren older than one year may develop anorexia, 
weight loss, irritability, fretfulness, pruritus, sebor¬ 
rhea-like cutaneous eruptions, fissuring at tlie 
comers of the moutli, and cracking and bleeding 
of the lips. Later signs include hepatomegaly, 
hydrocephaly, alopecia, painful swellings over tlie 
long bones with bone and joint pains and bone 
tenderness, hyperostosis, deep, hard, tender swell¬ 
ings in the extremities, and cortical thickening in 
tubular bones. Serum vitamin A levels are increased 
and are useful diagnostically. Vitamin A intoxica- 
' tion in adults causes symptoms which are similar 
to those of hypervitaminosis A in children but are 
usually milder. Structural bone changes are not 


likely to occur, and bone and joint pains are not 
so severe. Menstrual alterations, exophthalmos, and 
pigmentation of the skin have been reported. Tran¬ 
sitory increased intracranial pressure has been noted 
in severe acute toxicity. 

Hypervitaminosis D.—There is great variation in 
individual tolerance to large amounts of vitamin D. 
Several factors influence response to continued in¬ 
gestion of large amounts of vitamin D, including 
e.xposure to ultraviolet light, dietary calcium, and 
the endocrine system. A daily intake of 1,800 
U. S. P. units continued over long periods of time 
may be mildly toxic in children. However, in the 
uncommon syndrome, refractory rickets, as much as 
50,000 to over 100,000 U. S. P. units daily may be 
tolerated or, indeed, required. 

The early symptoms of vitamin D intoxication 
include anorexia, nausea, headache, polyuria and 
nocturia, and diarrhea. Pallor and lassitude are also 
common findings in children. Later symptoms and 
signs include weakness, fatigue, renal damage, 
metastatic calcification, and depression. Hypochro¬ 
mic, normocytic anemia with azotemia has been 
reported in adults with hypervitaminosis D. M^hen 
large dosages of vitamin D are administered, fre¬ 
quent determinations of serum and urine calcium 
should be made. An increase in the serum calcium 
to a level above 11 mg. per 100 ml., occurring in 
association witli a high intake of vitamin D, is an 
indication for interdiction of the vitamin D supple¬ 
ment. 

Comment 

Vitamin mixtures, other than those discussed 
herein, may be demonstrated to be useful in tlierapy 
by furtlier research. Until adequate scientific evi¬ 
dence is presented as to their value, however, such 
mixtures should not be advocated for general use. 
Public health will be served best by insistence on a 
factual basis for vitamin supplementation and 
therapy. It is sound judgment to emphasize re¬ 
peatedly that properly selected diets are the pri¬ 
mary basis for good nutrition. 


F rontiers and new vistas.—T he frontiers and new vistas urgently 
awaiting attention are not in physical and chemical research and engineering 
but in man himself; not in technologies but in the wisdoms that give meaning 
and direction to them. Science has released to us tremendous energies and opportuni¬ 
ties, but we must turn inward for understanding and direction of these things. As sci¬ 
entists our opportunity is to see the interdependence of our individual specialties and 
the order of the Universe, of our individual selves and all mankind. We must under¬ 
stand more about healthy self-interest and our interdependence for we have neglected 
their importance to the lopsided cultivation of profits, power', prestige and “success ” 
pseudovalues, mirages and means rather than ends. We are part of humanity, units of 
living and loving and reasoning that are genuine communities, whose members are 
part of each other not in standardized parts but in common eagerness for the same 
values.-J. A. Aita, M.D., and G. A. Young, M.D., Love, Affection and Human Re¬ 
latedness, The Nebraska State Medical Journal, September, 1958. 
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FORT RITCHIE CONFERENCE 
ON YOUTH FITNESS 



HE tliird nationwide conference on the 
fitness of American youth was held at Fort 
Ritchie, Md., Sept. 9 and 10, 1958. The 
first such conference was held at the U. S. 
Naval Academy, Annapolis, Md., in June, 1956, 
having been postponed from September, 1955, 
owing to the illness of President Eisenhower. The 
second conference was held at the U. S. Militarj' 
Academy, West Point, N. Y., in September, 1957. 
The first meeting was in the nature of an ad hoc 
conference out of which sprang two recommen¬ 
dations, namely, the establishment of a Presi¬ 
dents Council on Youth Fitness at Cabinet level 
and an advisor)’ committee of outstanding citi¬ 


zens to work with and adwse the Council. The 
President acceded to tlie recommendations of tlie 
ad hoc conference, creating the Council and the 
Adx'isor)’ Committee. The meetings at West Point 
and Fort Ritchie, tlierefore, represent the first and 
second meetings of the Council with the Advisory 
Committee. 

The Council now consists of the Secretary of the 
Interior (Chairman) plus the Secretary of Defense; 
the Secretar)’ of Agriculture; tlie Secretary of 
Labor; the Secretaiy’ of Health, Education, and 
Welfare; tlie Secretar)’ of Commerce; and the ad¬ 
ministrator of tlie Housing and Home Finance 
Administration. The tivo latter were added to the 
membership of the Council at the Fort Ritchie 
meeting. The chairman of the Citizens’ Advisoiy' 
Committee is Homer C. Wadsworth, executive di¬ 
rector, Kansas Cit)’ Association of Trusts and Foim- 
dations. Five practicing physicians are included in 
die 100 citizens on the Advisor)’ Committee, plus 
tivo public health physicians and two dentists. 


The Fort Ritchie meeting marked the completion 
of two years of activity since the Annapolis meet¬ 
ing following which Shane McCarthy, J.D;, was 
appointed executive director of the President’s 
Council and established ivith a small staff in Wash¬ 
ington, D. C. The activities of the Council have been 
largely promotional in nature. The director spends 
an enormous amount of time and energy and covers 
great distances in going to all parts of the United 
States to engender enthusiasm for the improve¬ 
ments needed in the fitness of American youth. 

Among the basic principles enunciated from the 
beginning and reaffirmed at the Fort Ritchie meet¬ 
ing was the avoidance of any new and over-all 
agency of government to carry out the work. In 
the words of Mr. Wadsworth summarizing the pro¬ 
ceedings of the Fort Ritchie conference, “There is 
a singular agreement in your reports, that you are 
as unprepared as the President originally was—and 
the Council currently is—to see grow up any vast 
new bureaucracy in government. In fact, you have 
brought forth many constructive suggestions on 
how tlie e.xisting instrumentalities of government 
at all levels may more appropriately serve the in¬ 
terest of youth than is currently the practice, and 
this is part of our obligation. In effect, you have 
reaffirmed the American way of dealing with social, 
educational, and cultural problems, and it is heart¬ 
ening that this is so.” 

In an able summary of tlie proceedings. Chair¬ 
man Wadsworth pointed out five major objectives 
of tlie program of the Council, in which the 
Advisory Committee concurred: First, there was 
emphasis on correct information, appraisal, and re¬ 
search; second, it was recommended that an in¬ 
formational kit be developed for the guidance of 
communities who may be seeking to initiate tlieir 
own programs promoting youth fitness; third, it 
was recommended that tlie purposes and the pro¬ 
gram of the Council be more effectively publicized 
and promoted for the information of the American 
people and in order to enh’st their support; fourth, 
the Council is visualized as a clearing house and a 
catalyst, and not an operating agency; fifth, the 
Council staff is to make ever)’ effort to draw on the 
experience of tliose who have been working in 
youtli-serving agencies in order that newcomers in 
the field may be adequately oriented and prepared, 
and there may be a minimum of lost motion, need¬ 
less experimentation, and amateur bungling. 

The Citizens Advisory Committee rather boldly 
challenged the members of the President’s Council 
with tlie fact that few of them had attended previ¬ 
ous meetings with the Advisory Committee and, 
those who had, did not stay through the meet¬ 
ing. They invited the members of the President’s 
Council to be present throughout the meeting and 
to participate in the working groups. Actually, the 
attendance from Cabinet members at the Fort 
Ritchie meeting was about as good as could be ex- 
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peeled from men with the responsibilities of Cabi¬ 
net officers. Chairman Seaton stayed throughout 
tlie entire meeting; Secretary Benson was present 
in person during part of tlie meeting; the Secre¬ 
taries of Defense and of Health, Education, and 
^Velfare, and the Secretary of Labor, were repre¬ 
sented by Undersecretaries. The two newly added 
departments also were represented by high-ranking 
staff officials. 

For the first time at this meeting there were or¬ 
ganized in addition to the eight working groups of 
diversified character, the so-called special interest 
groups, one of which represented the health in¬ 
terests—tlie medical and dental professions, the 
public health, and other allied groups. These spe¬ 
cial interest groups made useful contributions to 
the final deliberations. 

Among general recommendations contained in 
the report that should be of interest to physicians 
may be mentioned the following; (1) that National 
Youth Fitness Week be proclaimed in time to per¬ 
mit sufficient advance planning and action by all 
organizations and avoid conflicts with otlier na¬ 
tional weeks; (2) that after tlie Youth Fitness ^^^eek, 
local committees evaluate their remaining needs 
for an effective fitness program and integrate these 
with facilities available from local authorities; pre¬ 
sumably, physicians in many local areas are now 
serving in active or advisory positions as part of 
their contribution to tlie general fitness program; 
(3) that the Council develop promotional materials 
by which communities can appraise all current 
plans, actions, and services relating to youth fitness, 
and ascertain gaps, inadequacies and inequalities in 
local plans and actions indicating barriers and 
deterrents to effective accomplishment of youth 
fitness goals, and the Council prepare and distribute 
an information kit for community action, so com¬ 
munities can help themselves in starting and carry¬ 
ing on effective youth fitness action programs in the 
broadest concept of the term. This kit should in¬ 
clude suggested guides for inventorying community 
facilities, as well as leadership and organizational 
resources. It should also include suggestions on how 
the community can organize an appropriate local 
group designed to secure more, coordinated action 
by public and private community agencies, includ¬ 
ing the local school system. 

Additionally, it was recommended that commu¬ 
nity councils and national organizations be encour¬ 
aged to appoint fitness liaison offices whose func¬ 
tion will be to report significant accomplishments 
and successful techniques to the Council staff and 
that the Council staff be asked to compile and dis¬ 
seminate accomplishments in the form of a periodic 
community action newsletter. 

It was suggested that the Exeeutive Committee 
of the President’s Citizens Advisory Committee of 
the Council issue a quarterly newletter stating spe¬ 


cifically the progress that has been reported among 
the States or among the. ageneies of government in 
furthering youth fitness programs. It was empha¬ 
sized tliat members of the Advisory Committee 
should stand ready, when requested by the Presi¬ 
dents Council, to carry the youth fitness message 
to the states and local communities through 
speeches and attendance at meetings. 

Among future activities resulting from the Coun¬ 
cil meeting may be a meeting of the leaders of exist¬ 
ing National Youth Organizations to focus attention 
on their programs and secure their cooperation. 
Also, it will be suggested that the President write 
to those governors who have not, at yet, formed a 
Youth Fitness Committee, urging them to do so, 
and suggesting that the President’s Advisory Com¬ 
mittee members in each state lend assistance in 
forming such a committee. It also was recom¬ 
mended that the Council seek to have the youth 
fitness program placed on the agenda of the Annual 
Conference of Governors. 

A copy of the report on the Fort Ritchie meeting, 
prepared by Mr. Seaton, can be obtained from the 
Superintendent of Documents, U. S. Government 
Printing Office, Washington 25. The price is 25 
cents. Full title is “A Report to the President of the 
United States on the 1958 Fort Ritchie Meeting of 
the Council on Youth Fitness with the Citizens’ 
Advisory Committee.” 

The medical representatives at the conference 
agreed that there was nothing in the proceedings to 
which the medical profession would be likely to 
take serious objection. As to supporting the Presi¬ 
dent’s program, the time-honored interest of the 
medical profession in the health of our people at 
any age is all the pledge that is needed to assure 
the President and his Council and the Citizens’ 
Advisory Committee that the medical profession 
will not be lacking when opportunity arises for con¬ 
structive action. 

NUMBERING THE PAGES IN THE JOURNAL 

A recent regulation of tlie U. S. PostoflRce Depart¬ 
ment requires that periodicals mailed at second 
class postage rates number their pages in each issue 
in sequence. Accordingly, beginning with this issue. 
The Journal will use a dual pagination system. 
The page numbers of the editorial pages will con¬ 
tinue to appear in boldface type and tlie issue page 
numbers will be plaeed in front of them in light- 
face type. An example of this is 50/2. This means 
the 50th page of the issue and the second editorial 
page. On the next page the pagination would be 
51/3, and so on. This dual numbering system will 
eriable The Journal to maintain continuity in the 
pagination of editorial-content from issue to issue, 
and, at the same time, it will comply with the new 
postal regulation. 



116/4S 


Jan. 3, 1939 


ORGANIZATION SECTION 


STATEMENT ON JOINT CONFERENCE 
COALMITTEE 

Preamble 

As tlie art and science of medicine have become 
more comple.v and more comprehensive, hospital 
services, of necessit}’, have followed suit in an effort 
to produce maximum results from medical progress. 
For tliis reason and because of the otlier joint and 
separate responsibilities which physicians and hos¬ 
pitals have in providing medical care and hospital 
sendees, organization and cooperation are essen¬ 
tial. 

These responsibilities cannot be discharged witli 
ma.ximum effectiveness without proper liaison be¬ 
tween doctor and hospital, the doctor being repre¬ 
sented in an organized manner by a medical staff 
and the hospital by its governing body and that 
body’s designated representative, tlje administrator. 

In addition to, but not in conflict with, regular 
established lines of authority and responsibility, 
there should be a common ground where these txvo 
groups can meet in order that there may be a mu¬ 
tual understanding of each other’s activities and 
problems, A suitable medium for tliis interchange 
of information and discussion is the Joint Confer¬ 
ence Committee. 

Tliis document seeks to encourage the develop¬ 
ment and to strengthen the role of the Joint Con¬ 
ference Committee of the Board of Trustees and 
medical staff. It urges the establishment of such 
Joint Conference Committees because it believes 
that they will bring to bear on major decisions 
which must be made in the hospital a full measme 
of broad e.xperience, intelligence, and responsi¬ 
bility'. 

Such a committee should be a part of the organi¬ 
zational structure of every hospital. It should exist 
even where there is medical staff representation on 
tlie governing board. The representatives of this 
committee meet, not as representatives of the de¬ 
partments from which tliey were chosen but as 
members of the committee as a w'hole, in the inter¬ 
est of the patient, the physician, the hospital, and 
the community'. 

The Joint Conference Committee 

The Joint Conference Committee is a discussion 
committee of the governing board and the medical 
staff. It has no intrinsic authority'; if allowed to be¬ 
come an action group its usefulness will at once be 
jeopardized. 

This slatenjent was approved by the Board of Trustees of the Ameri¬ 
can Medical Assodation, June 20, 1958, and by the American Hospital 
Association at its meeting, Xov. 20-21, 1958. 


Purposes: Its purposes, all directed toward better 
patient care, should be at least tliree: (a) Com¬ 
munications to keep board, staff, and administra¬ 
tion cognizant of pertinent actions taken or con¬ 
templated by one or the other. These should be re¬ 
ported to the committee even though tliey do not 
require action by more than one component of it. 
Open communications through the Joint Confer¬ 
ence Committee will emphasize the importance of 
prior knowledge of all affected groups before action 
is instituted and w'ill thus prevent misunderstand¬ 
ing. (b) Plans for growth and inevitable change in 
tlie hospital organization should be considered by 
this committee, (c) Problems or issues which arise 
in the operation and affairs of the hospital affecting 
all parties should be brought to the committee for 
consideration. 

Organizations 

While the Joint Conference Committee may be 
organized in any of several ways the following, 
which is only a guide, is offered as an example; 

(a) The Joint Conference Committee of the gov¬ 
erning board and the medical staff should be com¬ 
posed of equal numbers of representatives elected 
or appointed by the governing board and the medi¬ 
cal staff. The administrator should be an ex ofiicio 
member of the committee. 

(b) The chairman of the Joint Conference Com¬ 
mittee may be alternated between representatives 
of the governing board and of the staff. 

(c) The Joint Conference Committee should 
meet at regular intervals no less frequently flian 
four times per year and should meet on call when 
necessary. 

(d) The committee should feel free to invite 
to its meetings persons within or without the hos¬ 
pital who can contribute from their specialized 
knowledge or experience. 

(e) A formal agenda should be prepared from 
suggestions of the members and submitted to all 
members of the committee in sufficient time before 
the meeting. 

(/) Minutes should be kept by tlie secretary and 
should be maintained in the permanent records 
of the hospital. 

(g) A resume of the minutes of the Joint Confer¬ 
ence Committee should be presented at meetings of 
the governing board and at meetings of the medical 
staff. 
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“CRASH” PROGRAM BEGUN BY NIH 

A "crash” program aimed at defining the impact 
of National Institute of Health programs on past 
and present operations of medical schools is ex¬ 
pected to be ready for a first draft report in early 
February. The final report -with recommendations 
is due for presentation to Congress April 1. 

The study results from a congressional directive, 
and the task is of sueh import that a new Division 
of Training in Institutional Relations has been 
formed and staffed to accomplish the task. Dr. Ed¬ 
ward L. Turner, Secretary of the A. M. A. Council 
on Medical Education and Hospitals, journeyed to 
Washington last month to confer with NIH officials 
on the study. 

Dr. James Shannon, director of NIH, met last fall 
witli the deans of 20 medical schools to explain tlie 
project which udll be based on data covering tliree 
periods in the schools’ history': 1936,1946, and 1956. 
The study will cover only 20 schools because of 
the short time allotted. 

NEW PUBLICATIONS OF THE COUNCIL 
ON MEDICAL SERVICE 

Following are new publications of the A. M. A. 
Council on Medical Service; 

The Hill-Burton Study, A Rewew of the Hos¬ 
pital Survey and Construction Act Since 1946. 

A' Survey of Union Health Centers, 1958. Pre¬ 
pared by the Committee on Medical Care for 
Industrial Workers of die Council on Medical 
Seridce and Council on Industrial Health. 

Report of the A. M. A. Planning Conference on 
Medical Society Action in the Field of Aging, held 
in Chicago, Sept. 13-14, 1958. 

Report of the Commission on Medical Care 
Plans, Part 2. Contains statistical appendices and 
background materials and the results of various 
surveys and compilations prepared under the super¬ 


vision of the members of the Commission. Part 1, 
which will be distributed at a later date, will con¬ 
tain die findings, conclusions, and recommenda¬ 
tions of the Commission. 

PHYSICIANS TRAVEL FAR FOR STUDY 

The mobility of physicians in search of postgrad¬ 
uate edueation appears to be virtually unlimited. 
This is one of the early results of a geographically 
oriented study being made by the A. M. A. Couneil 
on Medical Education and Hospitals. Based on data 
collected for the 1956-1957 academic year, the study 
covers 55% of the total enrollments reported that 
year in 65% of the postgraduate courses in 72 cities. 
Preliminary findings show that many physicians en¬ 
roll in courses given hundreds or thousands of miles 
from their homes. A corollary finding is that those 
states which offer no courses of their own also eon- 
tribute the fewest physician enrollments to post¬ 
graduate courses in other areas. Publication of the 
study is expected early ne.xt year. 

QUARTERLY CUMULATIVE 
INDEX MEDICUS 

Volume 59 of the Quarterly Cumulative Index 
Medicus, covering literature for the first half of 
1956, has been mailed to subscribers and is now 
available for purchase from the Order Department 
of the American Medical Association. Editing and 
reproduction of copy for Volume 60 is in progress. 

JOURNAL INDEX 

The index to volume 168 of The Journal will 
appear in the Jan. 10, 1959, issue. Those who wish 
extra copies of the index may receive them, without 
charge, on request to the Order Department, 
American Medical Association, 535 N. Dearborn 
St., Chicago 10. 
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PENNSYLVANIA PUBLIC RELATIONS 
CONFERENCE LEADS THE WAY 

RLSUME.—Review of current program in Pennsylvania to 
bring about better distribution of medical care to the entire 
state. Presentation of tlie Kansas Plan which has been in 
action long enough to show what a state can do to increase 
and improve medical care. First official presentation of the 
study, “Pennsylvania Rural Physicians—Their Satisfaction 
with hledical Practice.” State and A.M.A. activity in the field 
of placement sersnce. 

The Medical Society of tlie State of Pennsylvania 
marked up a first in public relations when John 
F. Hartman Jr., M.D., member of the state Public 


Relations Committee, called to order the eightli 
annual Public Relations Conference. This open 
session of the 108th annual meeting of the Pennsyl¬ 
vania medical group is the first in the United States 
to be devoted entirely, to Physician Placement 
Service activities. 

Charles J. H. Kraft, M.D., chairman of tlie 
Pennsylvania Committee on Rural Health and 
Physician Placement, reviewed the activity of his 
committee in this area for the past several years. 
During this period a comprehensive set of printed 
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forms has been developed for securing pertinent 
information from physicians seeking a location for 
practice and from communities seeking a physician. 
No attempt has been made to “match” the physician 
with the community, but rather the function of the 
ser\'ice has been to provide a source of information 
for physicians and communities. 

“Physician Placement and the Medical School” 
was discussed by W. Clark Wescoe, M.D., dean of 
the University' of Kansas Medical School. A little 
over 10 years ago the Kansas Medical Society and 
the University of Kansas Medical School outlined 
a cooperative program designed to bring more and 
better care to the small communities of Kansas. 
The three-point program aimed toward (1) increas¬ 
ing the size and facilities of the state-supported / 
medical school (this included an active preceptor- 
ship program), (2) making postgraduate courses 
available the year round at the Kansas City Med¬ 
ical Center and even carrying such to the areas 
where physicians have difficulty in getting away 
from a solo practice, and (3) establishing an active 
placement service to work with communities seek¬ 
ing a physician and to bring tlrese to the attention 
of their medical school graduates as hospital train¬ 
ing is completed. No county in Kansas is now with¬ 
out a physician. 

The presentation of the four-year study, "Pennsyl¬ 
vania Rural Physicians—Their Satisfaction widi 
Medical Practice” was made by William G. Mather, 
Ph.D., head of the department of Sociology and 
anthropology at Pennsylvania State University. 
This study, made by William G. Mather and Kinzo . 
Yamamoto, draws a parallel between rural-reared 
and urban-reared physicians in private practice in 
rural areas of Pennsylvania. (“Rural” is used in the 
study to connote open country and touais of less 
than 2,500 population.) 

Information was secured from a series of mailed 
questionnaires, supplemented by personal inter- 
s'iews of a 20% sample. Summarizing charts cover 
such subjects for the rural Pennsylvania physicians 
as (1) place of rearing (population-wise), (2) age 
according to place of rearing, (3) relationship be¬ 
tween age and average size of place of office, (4) 
preferred place of practice (if compelled to move), 
(5) degree of participation in communit)' organiza¬ 
tions, (6) net income, (7) place of practice, and (8) 
years of practice. Also considered in the study 
were (1) size of place of rearing of the wife of the 
physician and (2) the occupational status of the 
fatlier-in-law of the physician. 


A staff inember of the A. M. A. Council on Med¬ 
ical Service discussed the “Public Relations Impli¬ 
cations of Physician Placement.” Emphasis was 
given to the public relations value of having a 
physician when and where he is needed. An active 
placement service is not a guarantee of a physician 
in every place seeking one, but such a service does 
make the public aware that an effort is being made 
on the part of organized medicine to bring about 
a better balanced distribution of existing medical 
care. 

Specific activities of state medical associations 
in this area were discussed, such as (1) up-to-date 
and detailed information on areas seeking physi¬ 
cians for the use of physicians seeking a location, 
(2) planned field work, (3) statewide community 
medical rating surveys, and (4) medical' school 
scholarships. Particular stress was given to the 
importance of the young physician-to-be answering 
the correspondence of those seeking his services. 
The public relations value of this factor should not 
be underestimated. 

COMMITTEE ON MEDICAL CARE FOR 
INDUSTRIAL WORKERS 

Compulsory Temporary Disability Insurance Pro¬ 
grams.—A new publication entitled “Compulsory 
Temporary Disability Insurance Programs” was 
issued in tlie latter part of November by the Com¬ 
mittee on Medical Care for Industrial Workers. 

Tlie publication consists of five papers specially 
prepared at the committees request by program 
administrators of the statutory temporary disability 
programs in the states of California, New York, 
New Jersey, and Rhode Island and by the United 
States Railroad Retirement Board. 

The articles review the origin and development 
of each of the programs, describe eligibility and 
benefit provisions of the various programs under 
their respective laws, present current statistical in¬ 
formation on their experience, and present descrip¬ 
tions of types of administration of the programs. 

At the committee’s request, each program admin¬ 
istrator included in the article submitted for publi¬ 
cation a brief review of the role of the medical 
profession in tire administration of tlie law and, in 
some instances, described the status of relationships 
behveen the administrative agency and physicians 
in the community as well as local and state medical 
societies. 

Copies of the publication are available, without 
charge, on request to tlie Committee. 

Joint Committee of Oie Council on Medical Service and the Council 
on Industrial Health. 



Vol. 1C9. No. 1 


51/ 119 


MEDICAL NEWS 


CALIFORNIA 

Directory of Psychiatrists.—Tlie Southern California 
Psychiatric Society has recently published a Direc¬ 
tory of Psychiatrists and Psychiatric Facilities in 
Southern California. It is a plastic-bound book list¬ 
ing all psychiatrists in Southern California, both 
alphabetically and geographically, psychiatric hos¬ 
pitals, clinics, and out-patient departments, includ¬ 
ing tlieir staffs, eligibility, requirements, etc. Copies 
are available from the Office of the Society. Please 
direct inquiries to; Soutliem California Psychiatric 
Society, 427 N. Camden Drive, Room 104, Beverly 
Hills, Calif. 

Society News.—The 1958-1959 officers of the Cali¬ 
fornia Academy of General Practice are: president. 
Dr. Carroll B. Andrews, Sonoma; president-elect. 
Dr. Leon O. Desimone, Los Angeles; secretary. Dr. 
Clarence T. Halburg, Redlands; treasurer. Dr. John 
A. C. Leland, Berkeley; executive secretary, William 
W. Rogers.—Tlie Pan American Medical Associa¬ 
tion, Southern California Chapter, has elected tlie 
following officers for 1959-1960; president, Dr. Sal¬ 
vador Castanares; president-elect. Dr. Ross V. Parks; 
first vice-president. Dr. Joseph M. De Los Reyes; 
second vice-president. Dr. Miguel A. Llanos; execu¬ 
tive secretary. Dr. Jose P. Badel; assistant executive 
secretary. Dr. Kenneth B. Jacques; treasurer. Dr. 
Carl E. Ebert; assistant treasurer, Dr. Milo EUik; 
secretary. Dr. Charles J. Lopez; and assistant sec¬ 
retary, Dr. C. Vernon Sanders. The next meeting 
will be in March, 1959. 

Program on Pharmacology and the Mind.—A pro¬ 
gram on “A Pharmacologic Approach to the Study 
of the Mind” will be offered Jan. 25-27 at the Uni¬ 
versity of California Medical Center, San Francisco. 
A staff of more than 40 general practitioners, psy¬ 
chiatrists, and medical scientists will participate. 
The aim of the program is “to go beyond the usual 
discussions of drug effects and deal with the ques¬ 
tions which must be answered before the so-called 
mental diseases can be approached successfully 
with the use of chemical compounds.” The program 
is presented by the University of California School 
of Medicine and the department of continuing 
medical education of University Extension in co¬ 
operation with the Langley Porter Neuropsychiat¬ 
ric Institute. A special guest will be Aldous Huxley, 

Physicians we invited to send to this department items of news of 
general interest, for example, those relating* to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


speaking on “The Final Revolution.” Talks and 
panel discussions will deal with such topics as 
cerebral circulation, psychochemistry, psychophar¬ 
macology, a clinical approach to mental diseases, 
nonempiric approaches from the basic sciences, 
problems of research design and clinical evaluation, 
pharmacology of the tranquilizers, therapy witli tire 
tranquilizers, the hallucinogens, stimulants, phar¬ 
macology of monamine oxidase inhibitors, therapy 
with psychic energizers. Program chairmen are 
Robert M. Featherstone, Ph.D., chairman, depart¬ 
ment of pharmacology, and Dr. Alexander Simon, 
chairman, department of psychiatry and medical 
superintendent, Langley Porter Neuropsychiatric 
Institute, San Francisco. Information may be ob¬ 
tained from tlie Department of Continuing Educa¬ 
tion in Medicine, University of California Medical 
Center, San Francisco 22. 

FLORIDA 

Seminar on Cardiovascular Diseases.—The sixth 
annual seminar on cardiovascular diseases ivill be 
held Feb. 19-21 at the Prudential Auditorium in 
Jacksonville, sponsored by the Northeast Florida 
Heart Association in cooperation with the Division 
of Postgraduate Education of the College of Medi¬ 
cine of the University’ of Florida. The seminar has 
been accepted for credit by the American Academy 
of General Practice. The speakers are Drs. Samuel 
A. Levine, Boston; Irving S. Wright, New York 
City; Andrew G. Monow, Bethesda, Md.; Victor A. 
McKusick, Baltimore; Max Michael Jr., Jacksonwlle; 
William J. Taylor, Gainesville; and Myron W. 
Wheat Jr., Gainesville. This seminar wll include 
recent developments in the diagnosis and treatment 
of cardiovascular diseases. The formal lectures will 
be correlated with panel discussions and question 
periods in which the entire staff will participate. 
Information may he obtained from Dr. Daniel R. 
Usdin, Chairman, Cardiovascular Seminar, North¬ 
east Florida Heart Association, 1628 San Marco 
Boulevard, Suite 7, Jacksonville 7, Fla. 

IOWA 

Society News.-The Iowa Academy of General 
Practice has elected the following officers for the 
ensuing year: Dr. Lewis H. Jacques, Iowa Cit}’, 
president-elect; Dr. Henning W. Mathiasen, Coun¬ 
cil Bluffs, vice-president; and Dr. Verne L. Schlaser, 
Des Moines, secretary.-treasurer. Dr. Roscoe m! 
Needles, of Atlantic, was elected to a three-year 
term as director, and Dr. Ralph H. Moe, of Gris- 
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wold, was reelected national delegate and Dr. 
George A. Paschal, of Webster City, was elected 
alternate national delegate, both for two-year terms. 
Dr. Robert L. Knipfer, of Jesup, was presented the 
gavel and became president of die chapter for 
1958-59; Dr. Donald H. Kast, of Des Moines, the 
immediate past-president, became a member of the 
board of directors. 

MICHIGAN 

University and Hospital Plan Affiliation.—Approval 
of a proposed affiliation agreement between Wayne 
State University and Sinai Hospital has been given 
by the university’s board of governors. With the 
acceptance of Sinai as an affiliate, the College of 
Medicine now has three private Detroit hospitals 
available for all phases of teaching, research, and 
patient care. Tlie other private affiliates are Chil¬ 
dren’s Hospital of Michigan and Harper Hospital. 
Grace and Detroit Memorial hospitals have had 
departmental arrangements with the College of 
Medicine for several years. Public hospitals used 
extensively by the College of Medicine for teaching 
are Detroit Receiving, Herman Kiefer, and the Vet¬ 
erans Administration Hospital in Dearborn. Sinai 
is a 230-bed hospital located in northwest Detroit. 
Stipulations of the agreement will be maintained 
through a permanent standing committee appointed 
jointly. 

NEW YORK 

Annual Surgical Lecture.—On Feb. 10 the Buffalo 
Surgical Society will sponsor the Roswell Park 
Lecture, this year to be given by Dr. Michael E. 
DeBakey, chairman, department of surgery, Baylor 
University College of Medicine, Houston, Texas, on 
“Some ObserA’ations on Aortic and Arterial Sur¬ 
gery.” Dr. DeBakey will be awarded the society’s 
gold medal, being given for the 12th time in honor 
of Dr. Roswell Park, professor of surgery, UniversiW 
of Buffalo, 1883-1914. Dr. Gustave P. Milkey, 518 
Linwood Ave., Buffalo 9, is secretary of the society. 

University News.—Albany Medical College has re¬ 
ceived a grant of $50,000 from the Kresge Founda¬ 
tion, which will be applied toward the cost of a 
new eight-story addition to house facilities for 
teaching and research. 

Decrease in Industrial Accidents.—Industrial acci¬ 
dents reported to the New York State Workmen’s 
Compensation Board during the nine months ended 
Sept. 30 were the lowest in New York State for any 
similar period since 1941. A total of 483,859 acci¬ 
dents were reported to tire board from January' 
through September of 1958. This is 74,435, or 13.3%, 
less than the 558,294 reported in the first nine 
months of 1957. The number of deaths reported to 
the board througlr September of this year was 1,121, 
or 9.6%, less Bran the 1,240 reported in the. like 


period last year. There were 11.5% fewer accidents 
in the New York metropolitan area in the first nine 
months'of 1958, compared -with the same period in 
1957. Included in the metropolitan area are the 
five boroughs of New York City and die counties of 
Nassau, Suffolk, Westchester, and Rockland. The 
decline in work-connected accidents reported in the 
rest of the state for the same periods was 15.7%. 

New York City 

Foreign Lectures by Grant Recipients.—Three mem¬ 
bers of the Columbia University faculty will lecture 
in Australia and Finland during this academic 
year and next' as Fulbright grant recipients. 
Theodosium Dobzliansky,- Sc.D., professor of zo¬ 
ology, is to lecture in 1959-1960 in biology and 
genetics at the University of Sydney, New South 
Wales, Australia. Dr. Bernard Raymond Fink, as¬ 
sistant professor of anesthesiology, College of 
Physicians and Surgeons, will lecture in 1958-1959 
on anesthesiology at the University of Turku, Fin¬ 
land. Victor K. La Mer, Ph.D., professor of chem¬ 
istry, will lecture in 1959-1960 in physical chemistry 
at the Division of Chemistry, Commonwealtli 
Scientific Industrial and Research Organization, 
Melbourne, Australia. 

Conference on Diagnostic Data Processing.—The 
possibilities of using the facilities of modem com¬ 
puters to aid in medical diagnosis will be the 
subject of a conference to be held Jan. 14 at the 
Rockefeller Institute, New York City. Tire all-day 
session will be introduced by Vladimir K. Zworykin, 
Ph.D., director of the Medical Electronics Center 
of the institute. Participants in the conference svill 
include medical diagnosticians, computer program¬ 
mers, electronic engineers, biophysicists, and hos¬ 
pital administrators. The conference will hear 
reports and consider a number of areas of medical 
diagnosis and hospital practice where computer 
use can result in more efficient use of medical fa¬ 
cilities, including the gathering and analysis of’ 
public healdi data, the keeping of comprehensive 
case histories, reduction of the number of laboratory 
tests, or the automatic requesting of missing tests. 
Attendance is by invitation. 

Programs at Psychotherapy Institute.—A stepped-up 
program of international exchange of scientific in¬ 
formation has been announced by the Postgraduate 
Center for Psychotherapy. Dr. Lewis R. Wolberg, 
medical director and dean, said that the center’s 
International Seminars on Mental Health hencefordi 
will be scheduled twice a year instead of annually. 
The seminars, conceived and financed by the Sam¬ 
uel Rubin Foundation of New York and endorsed 
by the World Federation for Mental Health, bring 
to this country scientists from other parts of the 
world to share their ideas and concepts with 
leaders of American psychiatrj'. Df, Konrad Z. 
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Lorenz, Viennese naturalist now with the Max 
Planck Institute in Westphalia, Germany, con¬ 
cluded a recent series witlr a lecture Oct. 30 at 
tire American Museum of Natural History on in¬ 
born reaction patterns of animals. The international 
seminars are part of the public education program 
tlirough which the Postgraduate Center for Psycho¬ 
therapy is attempting to further professional and 
pubbe understanding of mental health problems 
and programs. The center provides therapy to about 
600 adults and children each week, conducts re¬ 
search, and trains psychiatrists, psychologists, and 
psychiatric social workers for work in mental healtli 
clinics. Dr. Paul H. Hoch, New York State Com¬ 
missioner of Mental Hygiene, is chairman of the ad¬ 
visory council for tire international seminars. 

NORTH CAROLINA 

Dr. Hohman Honored.—Dr. Leslie B. Hohman, pro¬ 
fessor of psychiatry, Duke University School of 
Medicine, Durham, is one of the four physicians 
who received citations from the National Socifety 
for Crippled Children and Adults during the so¬ 
ciety’s annual meeting in November. Dr. Hohman’s 
citation, presented by Gov. Joseph J. Foss, of Soutli 
Dakota, paid tribute to his "outstanding contribu¬ 
tions to knowledge and understanding of the 
problem _of cerebral palsy” and his "more than ten 
years of continuous and invaluable guidance to the 
Easter Seal Societies nationwide as Counselor in 
Neuropsychiatr)'.” Other physicians cited were Dr. 
Meyer A. Perlstein, pediatrician, of Northwestern 
University Medical School, Chicago; Dr. George G. 
Dea^'er, professor of clinical rehabilitation and 
physical medicine. New York University Medical 
College, New York; and Dr. Winthrop M. Phelps, 
medical director of the Children’s Rehabilitation 
Institute in Reisterstoun, Md. All four are past- 
presidents of die American Academy for Cerebral 
Palsy and have been medical counselors to the 
Easter Seal Society. Dr. Hohman served last year 
as president of die American Psychopathological 
Association and in 1956-1957 as president of die 
North Carolina Society for Crippled Children and 
Adults. 

OHIO 

Dr. Hosier Visits U. S. S. R.-Dr. Robert M. Hosier, 
Cleveland, arrived in Moscow Sept. 12, following 
an invitation by Dr. V. A. Negovsky, Russian physi¬ 
cian whom Dr. Hosier cited in his technical manual 
on cardiac resuscitadon and which led Dr. Ne¬ 
govsky to ivi'ite to Dr. Hosier. The nine-day trip 
included a visit to the Institute of Resuscitation, of 
which Dr. Negovsky is the director. 

Personal.-R. O. Jones, M. P. H., of Bradenton, Flor¬ 
ida, has been named commissioner of die Mus¬ 
kingum and Guernsey County Health departments 
to succeed the late Dr. Martha Margaret O’Neal. 


PENNSYLVANIA 

Prescription Blank Bears United Nations Symbol.— 
A prescription blank imprinted with a modified 
United Nations emblem reportedly is being used 
for the first time by Dr. Richard S. Troxel, Allen¬ 
town. Permission to use the United Nations emblem 
with the initials “UN” above and the affirmation 
“We Believe” below has been granted to Dr. Troxel 
as a participant in the committee’s program de¬ 
signed to enlist die support of all professions and 
business in behalf of the United Nations. This em¬ 
blem is also being used on personal and business 
letterheads, as a public service “drop-in” in national 
advertising, and at the passenger entrance of com¬ 
mercial aircraft. The President of the United States 
annually appoints die chairman of the United States 
Committee for the United Nations, a privately sup¬ 
ported citizens organization, now in its tendi year 
of activity, whose purpose is to “arouse interest in 
and disseminate facts about the United Nations.” 

Personal.—Dr. William P. Yant, director of research 
and development for Mine Safety Appliances Com¬ 
pany, Pittsburgh, has received the Arthur Williams 
Award for “outstanding contribution to die con¬ 
servation of human life.” The event marked the IStii 
presentation of die award, given in honor of the 
late Arthur \Villiams, for many years president of 
the American Museum of Safety. . 

Philadelphia 

Grant for Research Building.—The National Insti¬ 
tutes of Health, Education and Welfare has granted 
Hahnemann Medical College $882,000 for the con¬ 
struction of a clinical research building. The grant 
was made with the proviso that it be matched by 
private funds. Grants for research at the medical 
college total $800,000 annually, for more than 125 
separate investigations. The proposed new structure 
would provide 50,000 square feet of space exclusive¬ 
ly for research by the departments of medicine, 
surgery, padiology, pediatrics, psychiatry, radiology, 
obstetrics, and g>mecology, and would more dian 
double the current research facilities at Hahne¬ 
mann. Tile Clinical Research Institute building 
would replace the present Elkins Building, erected 
in 1901, situated between the main College build¬ 
ing, facing on Fifteenth Street, and the Hospital, 
facing on Broad Street. The Clinical Research In¬ 
stitute building will be the first new structure at 
Halinemann since 1938, when the Klahr Auditorium 
and Building was erected. 

Hospital News.-The Anita Porter Clothier Me¬ 
morial Lobby of the Graduate Hospital of tlie 
University ’of Pennsylvania, completely redesigned 
and remodeled as a gift in memory of his late wife 
by Mr. William J. Clothier, was presented to the 
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uni\'ersit\' at ceremonies Nov. 24. Dr. G. Morris 
Piersol, dean emeritus of the Graduate School of 
Medicine, presented the lobby to the university, 
and it was accepted on behalf of the universiW by 
Gaylord P. Hamwell, Ph.D., university president. 

Annual Hospital Clinical Conference.—The lltli 
annual clinical conference of the Wills Eye Hospi¬ 
tal Staff and Society of Ex-Residents vnll be held in 
Philadelphia at the hospital Feb. 19-21. The Arthur 
J. Bedell Lecture will be delivered by Dr. Brittain 
F. Pasme on “Complications Following Cataract 
Surgery’.” In addition to individual presentations 
and color television operations, clinical, surgical, 
and research subjects, the scientific program will 
include special surgical clinics Feb. 19. That eve¬ 
ning there will be a scientific meeting of the 
Ophthalmological Section of the Philadelphia Col¬ 
lege of Physicians which will be preceded by 
dinner. Dr. Ra}'nold N. Berke will be the guest 
speaker on the subject, “Surgical Treatment of 
Blepharoptosis.” Tire social activities will include 
an informal reception Feb. 20. The conference u'ill 
be concluded by a dinner meeting of tlie Society 
of Ex-Residents of the hospital. For information 
write tire Wills Eye Hospital, 1601 Spring Garden 
St., Philadelphia 30. 

TEXAS 

Sj’mposium on Cancer Research.—The 13tli annual 
symposium on Fundamental Cancer Research will 
be held Feb. 26-28 at tlie University of Texas M.D. 
Anderson Hospital and Tumor Institute, Te.vas 
Medical Center, Houston, under the title “Genetics 
and Cancer.” Co-sponsors are die University of 
Texas Postgraduate School of Medicine, American 
Cancer Society, Texas Div'ision, and the Texas 
State Department of Healtli. Section topics include 
fundamental aspects of genetics in carcinogenesis, 
gene interaction in neoplastic grou’th, genetic 
basis of cell resistance, and heredity and human 
cancer. Papers to be presented by foreign partici¬ 
pants are: 

Radiation in Relation to Carcinogenesis and Mutation, R. 

Latarjet, Institut du Radium, Paris, France. 

The Plasmagene Theorj’ and Cancer Genesis, C. D. Darling¬ 
ton, O.vford University, O.xford, England. 

Lysogeny, Transduction and Cancer Genesis, Elie IVollman 
and Francois Jacob, Institut Pasteur, Paris, France. 
Cj-togcnetics of E.xperimental Tumors, George Klein, Karol- 
inska Institute, Stockholm, Sweden. 

Relations of the Chromosome Status to the Origin and Pro¬ 
gression of Tumors, Albert Ler-an, University of Lund, 
Sweden. 

Tlie Bertner Foundation Lecture is scheduled for 
the afternoon of Feb. 27. For information write the 
M.D. Anderson Hospital and Tumor Institute, Te.xas 
Medical Center, Houston 25, Te.vas. 


WISCONSIN 

Dr. Moe Gives Rogers Lectures.—The Wisconsin 
Heart Association presented the Dr. Malcolm F. 
Rogers Lectures, Nov. 6. Dr. Gordon K. Moe, pro¬ 
fessor of physiology. State University of New York 
College of Medicine, Syracuse, spoke on “The 
Physiologic Basis of Cardiac Arrhythmias.” 

University News.—Dr. Gernot B. Rath, of Bonn 
University, Germany, has been appointed visiting 
professor of history of medicine for the second 
semester of 1958-59. Dr. Rath studied medicine at 
the Universities of Marburg, Hamburg, Berlin, and 
Bonn. He obtained an M.D. degree at Bonn in 
1948 and turned then to the history of epidemics, 
anatomy in the middle ages, and medical wiring in 
the 16th and 17th centuries. 

GENERAL 

Grants for Research.—Research grants and fellow¬ 
ships totaling $4,237,521 were awarded during the 
month of October by tlie National Institutes of 
Health, tlie Public HeaWi Services research center 
at Betliesda, Md. The bulk of the money 
($3,634,177) was in grants for support of research 
projects, of which more than half were concerned 
irith research in the fields of arthritis, metabolic 
diseases, and mental health. The grants were made 
to 146 institutions in 35 states, the District of Co¬ 
lumbia, two territories, and seven foreign coun¬ 
tries. Research fellowships totaling $603,344 were 
awarded to 157 U. S. citizens for study in 79 institu¬ 
tions in 30 states, the District of Columbia, and six 
foreign countries. 

American Board of Medical Hypnosis.—The estab¬ 
lishment of the American Board of Medical Hyp¬ 
nosis has been announced. The board will serve as 
a certifying body for physicians using medical 
hypnosis as part of their professional work. In addi¬ 
tion to examination and other prerequisites, it will 
be necessary for certified physicians to possess prior 
diplomate status in one of the American medical 
specialty boards approved by the Advisory Board 
for Medical Specialties and by the Council on 
Medical Education and Hospitals of the American 
Medical Association. The president of the American 
Board of Medical Hypnosis is Dr. Jerome M, 
Schneck, New York City, and the secretary- 
treasurer is Dr. Bernard B. Raginsky, Westmount, 
Canada. 

Campaign for Cytodiagnosis.—Information to help 
communities take advantage of cytodiagnosis as an 
aid to early cancer detection has been furnished 
180,000 practicing physicians by the College of 
American Pathologists, Dr. Charles P. Larson, 
president of the college, has announced. A report 
of standards and procedures for their part in col- 
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lecting cell samples for diagnosis has been sent to 
doctors, and w’ill be made available to all medical 
students graduating within the next five years. The 
compilation of data and its subsequent publication 
and distribution were made iDossible by a grant 
from the National Cancer Institute. Copies of the 
booklet are a^’ailable to physicians from the College 
of American Pathologists, Prudential Plaza, Chi¬ 
cago 1. 

Society News.—The officers of the Southwestern 
Medical Association elected Oct. 23-25 are: Dr. 
Ah'in R. Clauser, Albuquerque, president; Dr. Rus¬ 
sell L. Deter, El Paso, president-elect; Dr. Howard 
D. Cogswell, Tucson, vice-president; and Dr. Merle 
D. Thomas, El Paso, secretary-treasurer. The 1959 
meeting will be held in Roswell, N. M.—Elected 
to office at the business session No\’. 6 of the 
American Society of Clinical Pathologists were: 
president, Dr. Edward L. Burns, Toledo, Ohio; 
president-elect, Dr. John J. Clemmer, Albany, 
N. Y.; vice-president. Dr. Clyde G. Culbertson, 
Indianapolis; secretary-treasurer. Dr. Coye C. 
Mason, Chicago; members of the executive com¬ 
mittee, Drs. Robert W. Coon, Burlington, Vt., Rich¬ 
ard E. Palmer, Ale.xandria, Va.—Elected to office 
at tlie .12th annual meeting of the College of 
American Pathologists were: president-elect (to 
take office fall, 1959), Dr. Frank C. Coleman, Des 
Moines, Iowa; members of board of governors, Drs. 
William G. Bernhard, Newark, N. J., H. Russell 
Fisher, Los Angeles, Oscar B. Hunter Jr., Washing¬ 
ton, D. G., and John F. Sheehan, Chicago. 

Information Wanted on Rheumatic Disease Person¬ 
nel.—Because new units for the study of rheumatic 
diseases are being established in medical schools in 
this country and abroad, because tliere is need for 
information regarding fellowship and traineeship 
opportunities in rheumatic diseases in the United 
States and otlier countries and regarding potential 
and available candidates, and because information 
is needed concerning opportunities for temporary 
exchanges of personnel between' medical schools 
here and abroad, the American Rheumatism Asso¬ 
ciation has recently established a Committee for the 
Exchange of Information Concerning Faculty 
Appointees and Fellows (EICFAF). The committee 
\vill be pleased to receive information about fellow¬ 
ship and traineeship opportunities and faculty and 
other staff vacancies, as well as inquiries regarding 
available personnel. Such information and inquiries 
should be addressed to: Dr. Currier McEwen, New 
York University College of Medicine, 550 First Ave., 
New York 16. 

Accidents Among Children.—Each year, the Metro¬ 
politan Life Insurance Company’s statisticians re¬ 
port, about 6,000 children from 5 to 14 years of age 
are killed accidentally. This is 40% of all the deaths 


in this age range. The next leading cause of death, 
cancer, takes only a third as many lives as accidents. 
Motor vehicle accidents account for two-fifths of 
the deaths. At ages 5-9, three out of five of the 
motor vehicle deaths are among children run over 
or hit as they play on or cross streets, highways, 
and driveways. At ages 10-14, one-fourth of the 
children killed are pedestrians, and deaths in auto¬ 
mobile-bicycle collisions are at their peak. Home is 
the place of accident in 16% of the deaths among 
boys and 30% among girls at ages 5-14. One-fourth 
of die fatal injuries among boys and one-eighth 
among girls occur in recreational and other outdoor 
places. Farm accidents account for only 7% of deaths 
among school-age children, but at ages 10-14, when 
boys are helping increasingly with the farm chores, 
10% of the accidental loss of life among boys occurs 
on farms. One-fiifth of the accidental deatlis at ages 
5-14 result from dromiing. Boys are the most fre¬ 
quent victims, drowning causing 24% of all fatali¬ 
ties as compared with 12% for girls. Dromiings 
increase in relative frequency as children grow 
older. Only 3% of the deaths are the result of falls. 
Among boys at ages 10-14 years, 13% of the acci¬ 
dental deaths result from careless use of firearms. 

Proctologists Take Convention Cruise.—The com¬ 
ponent societies which make up the Quadrangular 
Proctologic Convention—the New England Proc¬ 
tologic Society, New Jersey Proctologic Society, New 
York Proctologic Society, and the Pennsylvania 
Proctologic Society (the New York group acting as 
host tliis year)—convened aboard tlie Ocean 
Monarch Nov. 14-22, “to permit the exchange and 
tlie dissemination of scientific knowledge and tech¬ 
niques related to the anus, rectum, and colon.” The 
program included the folloiving topics and modera¬ 
tors: 

Anorectal Surgery, Dr. William H. Ramsey, Bryn Mawr, Pa. 
Prolapse and Procidentia, Dr. Caspar Angelo, Cambridge, 
Mass. 

Pruritus Ani, Dr. Ceorge Becker, Paterson, N. J. 

Colon Surgery, Dr. A. W. Martin Marino, Brooklyn. 
Presacral Tumors, Dr. Saul Schapiro, Brooklyn. 

The Colitides, Dr. Frederick S. Ellison, Hartford, Conn. 
Anatomy and Electromodalities, Dr. Nonnan L. Freund, 
Brooklyn. 

Proctitis, Dr. Urban R. Finnerty, Montclair, N. J. 
Amebiasis, Dr. John R. Keane, Boston. 

Submucosal Nodules, Dr. Sydney D. Weston, Brooklyn. 

Films on various anorectal and colonic subjects 
were shown. Each panel was followed by a 
question-and-answer session. Dr. Norman L. 
Freund, 163 Ocean Ave., Brooklyn 25, is Secretary 
of the New York Proctologic Society. Dr. Weston 
was program chairman. 

Swedish Chemist Wins Atomic Award.-Prof 
George Charles de Hevesy, of Sweden, has been 
named winner of the second Atoms for Peace 
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award. Tlie Hungarian-bom chemist and teacher 
was selected unanimoush’ from a list of 111 nomi¬ 
nees representing 19 countries. The award was 
announced by Detlev W. Bronk, president of the 
Rockefeller Institute and of the National Academy 
of Sciences, and chairman of the board of trustees 
of Atoms for Peace awards. Prof, de Hevesy will 
come to the United States to receive the award at 
ceremonies to be held in New York City in Januar}'. 
He will receive a gold medallion and $75,000 for 
“his basic contribution to the peaceful uses of 
atomic energy in the discovery and development of 
tracer techniques in chemistry, biology, and medi¬ 
cine using natural and artificial radioactive and 
stable isotopes and for his continuing work in these 
fields.” The award was created as a memorial to 
Henry' Ford and his son, Edsel Ford, in response to 
President Eisenhower’s appeal at Geneva for inter¬ 
national efforts to develop nuclear energy for peace¬ 
ful purposes. The Ford Motor Company has set 
aside one million dollars for the awards. The first 
award was presented to Niels Bohr on Oct. 24,1957. 
Since the second World War, Professor de Hevesy' 
has worked in Copenhagen and at the Research In¬ 
stitute for Organic Chemistry in Stockholm, his 
present home. 

Submarine Doctor Receives Gorgas Medal.—Lt. 
Commander John H. Ebersole, USN, medical officer 
of the USS Seawolf, one of the nation’s first atomic- 
powered submarines, has received the Gorgas 
Medal for his role in the development of nuclear 
medicine. The Gorgas award, consisting of a silver 
medallion, a citation and a check for $500, was 
presented at the annual dinner of tlie Association of 
Military' Surgeons in Washington, D. C. Dr. Ebersole, 
veteran of the Seawolf’s recent 60-day underwater 
cruise, is the 16th recipient of the medal, presented 
annually for distinguished service in mih'tary medi¬ 
cine. The award is made by Wyeth Laboratories in 
memory of Surgeon General William C. Gorgas, 
whose work in controlling yellow fever made pos¬ 
sible the construction of the Panama Canal. The 
citation accompanying the Gorgas Medal reads: 
“For outstanding work in the field of radiobiology 
in connection with tlie U. S. Navy’s submarine pro¬ 
gram. As tlie first physician trained by the Navy for 
duty with a nuclear-powered submarine, he organ¬ 
ized tlie medical departments of the first two 
nuclear-powered submarines, USS Nautilus and USS 
Seawolf, and has slimra that men may work, eat, 
and sleep in continuous pro.vimity' to a properly 
designed nuclear reactor for e.xtended periods of 
time.” Dr. Ebersole has served as medical oflBcer of 
the Medical Research Laboratory' at New London, 
Conn. 

Support for Medical Scholars.—Grants of over $1,- 
160,000 were announced in the annual report of the 
John and Mary' R. Markle Foundation, covering the 


period July 1,1957-June 30,1958. Tlie largest grant 
was $750,000 appropriated to medical schools in 
the United States and Canada toward the support 
of 25 young faculty' members selected by the fund 
as “scholars in medical science.” The scholar pro¬ 
gram has been the major interest of the foundation 
for 11 years. During that time 231 phy'sicians in 74 
medical schools have received help from appropria¬ 
tions totaling $6,800,000. The scholars chosen this 
year are teachers and investigators in medical 
schools at the following colleges and universities; 
Alberta, Baylor, Buffalo, California (San Francisco 
and Los Angeles), Colorado, Cornell, Harvard, 
Johns Hopkins, Kansas, Michigan, North Carolina, 
Northwestern, Oklahoma, Pennsylvania, Queen’s, 
Saskatchewan, Tennessee, Vanderbilt, Medical Col¬ 
lege of Virginia, Western Ontario, Western Reserve, 
Wisconsin, Yale, and Yeshiva. A grant of $30,000 
toward the scholar’s support was appropriated to 
each medical school, at $6,000 annually for five 
years. Die fund also appropriated $150,000 to the 
Association of American Medical Colleges for gen¬ 
eral development of its program, and $200,000 to 
Washington University School of Medicine, St. 
Louis, to train young teachers and research workers 
in its basic science program. The Markle Founda¬ 
tion was established in 1927 'by the late John 
Markle, Pennsylvania coal operator. Grants of 
nearly 20 million dollars have been made during 
the 31 years the fund has been in e.\istence. 

Award for Paper on Obstetrics and Gynecology.— 
Die American Association of* Obstetricians and 
Gy'necologists has announced an award u'hich shall 
be known as “The Foundation Prize” and shall 
consist of $500. Eligible contestants shall include 
only interns, residents, or graduate students in ob¬ 
stetrics and gynecology, and persons rvith an M.D, 
degree, or a scientific degree approved by the 
Prize Award Committee, who are actively practic¬ 
ing or teaching obstetrics, gynecology', or engaged in 
research in tliese fields. No fellow of the association 
shall be eligible and no candidate securing the 
award shall be eligible to compete again. Manu¬ 
scripts must be presented under a nom de plume, 
which shall in no way indicate the author’s identity, 
to the president of the foundation together with a 
sealed envelope bearing the nom de plume and 
containing a card showing the name and address 
of the contestant. Manuscripts must be limited to 
5,000 words, and must be typeu'ritten in double¬ 
spacing on one side of tlie sheet with ample 
margins. Illustrations should be limited to such as 
are required for a clear exposition of the thesis. 
Die successful thesis shall become the property of 
the association, but this provision lhall in no wa)' 
interfere irith publication of the communication in 
the ofiBcial journal of the association or, failing that, 
in a journal of the author’s choice. Unsuccessful 
contributions ivill be returned. Three copies of all 
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nianiuscripts and illustrations entered in a given 
year must be in the hands of Dr. Jean Paul Pratt, 
Henry Ford Hospital,. Detroit, president of the 
foundation, before April 1,1959. The award will be 
made at the annual meeting of tire association,'at 
which time the successful contestant must appear in 
person to present his contribution as a part of the 
regular scientific program, in conformity with the 
rules of the association. The successful contestant 
must meet all expenses incident to this presentation. 
Inquiries should be addressed to the Secretary, Dr. 
E. Stewart Taylor, University of Colorado School 
of Medicine, 4200 E, Ninth Ave., Denver. 

CORRECTION 

Tolazoline and Lymph Node Biopsy.—In the item 
entitled “Tolazoline and Lymph Node Biopsy” in 
the Foreign Letter from Brazil, Dec. 13, 1958 issue 
of The Journal, page 2040, the word “prescalene” 
(the anatomic term and not a drug) should hav'e 
read “tolazoline” throughout the paragraph. 

EXAMINATIONS 

AND 

LICENSURE 



MEDICAL SPECIALTY BOARDS 

American Board of Anesthesiology: Oral. Phoenix, April 
5-10. All applications already on file. Sec., Dr. Forrest E. 
Leffingwell, 217 Farmington Ave., Hartford 5, Conn. 

American Board of Dermatology: Written. Several Cities, 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. Tlie final 
date for filing all applications is July 1, 1959. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New York 32. 

American Board of Internal Medicine: 1959 Schedule- 
Written, Oct. 19. Final date for filing application is May 1. 
Oral. For candidates in the South and Southwest, New Or¬ 
leans, Feb. 3-6. Final date for filing application was Jan. 
1. Oral. For candidates in the Midwest. Chicago, April 
15-18. Final date for filing application was Jan. 1. Oral. 
For candidates on the West Coast. Final date for filing 
application is March 1. Oral. For candidates on the East 
Coast, Nov. 6-7, 9-10. Final date for filing application is 
March 1. Examination in the Subspecialties. Gastroenter¬ 
ology. Philadelphia, April 17-18. Final date for filing ap¬ 
plication is Feb. 1. Sec.-Treas., Dr. William A. Werrell, 
One West Main St., Madison 3, Wis. 

American Board of Neurological Surgery: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

American Board of Obstetrics and Gynecology: Part I. 
Various parts of the United States and Canada, January 16. 
Candidates notified of their eligibility to participate in 
Part I must submit their case abstracts within thirty days 
of notification of eligibility. No candidate may take the 
written examination unless the case abstracts have been 
received in the office of the Secretary. Oral and Clinical. 
Chicago, May 8-19. Formal notice of the e.xact time of each 


candidate’s examination will be sent him in advance of the 
examination dates. Candidates who participated in the 
Part 1 examinations will be notified of their eligibility for 
the Part H examinations as soon as possible. Sec., Dr. 
Robert L. Faulkner, 2105 Adelbert Road, Cleveland 6. 

American Board of Ophthalmology: Written, qualifying 
test (Part I), Various Cities, Jan. 26. Oral. Philadelphia, 
June 2; St. Louis, Oct. 6-10. Sec., Dr. Merrill J. King, 22 
White St., Rockland, Maine. 

American Board of Orthopaedic Surgery: Part I. Wash¬ 
ington, D. C., Denver, Colorado and Rochester, Minn., 
Mar. 26-27. Deadline for filing application was Nov. 30. 
Part II. Chicago, Jan. 21-23, 1959. Deadline for receipt of 
applications was Aug. 15. Sec., Dr. Sam W. Banks, 116 
South Michigan Avenue, Chicago 3. 

American Board of Otolaryngology: Oral. Chicago, Oct. 
5-9. Final date for filing application is February. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

American Board of Pathology: Boston, April 16-19. Final 
date for filing application is Feb. 28. Sec., Dr. Edward B. 
Smith, 1100 W. Micliigan St., Indianapolis 7. 

American Board of Physical Medicine and Rehabilita¬ 
tion: Written, Part I, and Oral, Part II. Philadelphia, 
June 12-13. Final date for filing application is February 
15. Sec., Dr. Earl C. Elkins, 200 First St., S. W., Rochester, 
Minn. 

American Board of Plastic Surgery: Oral and Written. 
Boston, May 9-11. Final date for submitting case reports is 
Jan. 1. Corresponding Secretary, Miss Estelle E. Hillerich, 
4647 Pershing Ave., St. Louis 8, Mo. 

American Board of Preventive Medicine: Written. Public 
Health. Regional, Apr. 9-11. Occupational Medicine. Chi¬ 
cago, Apr. 17-19. Aviation Medicine. Los Angeles, Apr. 
24-26. Final date for filing application for all three ex- 
. aminations is Jan. 15. Sec., Dr. Tom F. Whayne, 3438 
Walnut St., Philadelphia 4. 

American Board of Proctology: Oral and Written. Phila¬ 
delphia, September. Final date for filing application is 
March. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., Garden 
City, N. Y. 

American Board of Psychiatry and Neurology: New 
York City, Dec. 15-16; New Orleans, Mar. 16-17. Training 
credit for full time psychiatric and/or neurologic assign¬ 
ment in unapproved military programs or services between 
the dates of Jan. 1, 1950 and Jan. 1, 1954 was termi¬ 
nated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 102-110 
Second Ave. S. W., Rochester, Minn. 

American Board of Radiology: Special Examination. Cin¬ 
cinnati, Mar. 16-19, 1959. Final date for filing application 
was Nov. 1. Candidates completing training June 30, 1959 
are not eligible for the Spring 1959 examinations. Sec., Dr. 
H. Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 

American Board of Surgery; Written examinations (Part 
I) will be held on December 2, 1959 at various centers to 
be announced later. Candidates are urged to apply several 
months before completion of training requirements al¬ 
though the closing date for filing applications is August 1. 
Those completing training requirements after September 
30 eannot be considered for tlie Part I e.xamination in 
December of the same year. Part II. Houston, Tex., Jan. 
12-13; New Haven, Conn., Feb. 9-10; Durham, No. Car., 
March 9-10; San Francisco, April 13-14; Indianapolis, 
May 11-12; Columbus, Ohio, May 14-15. Sec., Dr. John 
B. Flick, 1617 Pennsylvania Blvd., Philadelphia 3. 

Board of Thoracic Surgery: Oral. Los Angeles, April. 
Final date for filing application is Dec. 1. Sec., Dr. Wil¬ 
liam M. Tuttle, 1151 Taylor Ave., Detroit 2. 

Aaierican Board of Urology': The oral will be given in 
Chicago in February 1959. Sec., Dr. William Niles Wi- 
shard, Jr., 30 Westwood Road, Minneapolis 26. 
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GOVERNaiENT SERVICES 


ARMY 

Award for Exhibit—A gold medal was awarded to 
an Armed Forces Institute of Pathology exhibit on 
pathology of ionizing radiation injury to hematopoi¬ 
etic organs which was displaj'ed at the joint meet¬ 
ing of the American Socieh’ of Clinical Patliologists 
and the College of American Pathologists, in Chi¬ 
cago, in NoN'ember. The exhibit compared tlie ef¬ 
fects of radiation on blood-fonning organs in pigs 
with those following the injection of an artificiall)’- 
produced isotope (cobalt bead) into the spleen 
and bone marrow of pigs. Tliese e.vperiments were 
conducted by Col. Carl F. Tessmer, M. C., Chief of 
Radiation Injury and Radiobiology Section, Armed 
Forces Institute of Pathology, and Capt. Alexander 
Horava, M. C, 

PUBLIC HEALTH SERVICE 

Regular Corps Examinations for Medical Officers.— 
A competitive e.xamination for appointment of 
medical officers to the regular corps of the U. S. 
Public Health Sendee will be held in various places 
throughout the United States on April 21-24, 1959. 
Appointments provide opportunities for career 
serrdee in clinical medicine, research, and public 
health. They will be made in the ranks of Assistant 
and Senior Assistant, equivalent to Nar')' ranks of 
Lieutenant (j, g.) and Lieutenant, respectively. 
Entrance pay for Assistant and Senior Assistant 
Surgeons with dependents is $7,470 (Assistant grade 
applicants are assigned the temporary grade of 
Senior Assistant). Provdsions are made for promo¬ 
tions at regular intervals. Benefits include periodic 
pay increases, 30 days annual leave, sick leave, 
medical care, disability retirement pay, retirement 
pay which is tliree-fom'ths of annual basic pay at 
time of retirement, and other privileges. Active dut)' 
as a Public Health Serrdee officer fulfills the obliga¬ 
tion of Selective Sendee. Requirements for both 
ranks are U. S. citizensliip, age of at least 21 years, 
and graduation from a recognized school of medi¬ 
cine. For the rank of Assistant Surgeon, at least 
seven years of collegiate and professional training 
and appropriate e.xperience are needed. For Senior 
Assistant Surgeon, an additional three years, for a 
total of at least 10 years of collegiate and profes¬ 
sional training and appropriate e.xperience, are 
needed. Entrance examinations udll include an ora! 
interrdew, physical e.xamination, and comprehen¬ 
sive objective e.xaminations in the professional field. 

Application forms may be obtained from the 
Surgeon General, Public Health Service (P), Wash¬ 
ington 25, D. C. Completed application forms must 
be received in the Dixdsion of Personnel no later 
than Marcli 6, 1959. 


Nearly Eight Hundred Ninety Million Visits to 
Physicians.—In the first U. S. National Health Sur¬ 
vey publication to provide figures from a full year 
of nationudde household interviewing, it appears 
that illness or injury caused the American people to 
stay home from work, stay in bed, or otherwise cut 
down on normal activities for about 3,400,000,000 
days during the j'-ear ending June 30, 1958. Acute 
illnesses, including acute respiratory conditions, 
totaled 437,900,000, or an average of about 2.6 ill¬ 
nesses per person. Hou’ many of these were caused 
by Asian influenza is not known. However, the re¬ 
port-shows that acute respiratory conditions caused 
an average of about seven days of restricted ac¬ 
tivity per person, including daj's in bed or days 
lost from work or school. About 47 million persons 
were injured seriouslj^ enough during the year to 
cause them to restrict their activities for a day or 
more or seek medical attention. Injuries caused 
424,100,000 days of restricted activity, or 2.5 days 
per person. The importance of chronic conditions 
is indicated by the fact that circulator)' diseases 
were the cause of 484,200,000 days of restrict; d 
activity, which would be the equivalent of about 
2.9 days per person. The circulatory diseases rank - 
higher than any other group of chronic conditions 
in this respect. People visited their physicians 
889,900,000 times, or an average of 5.3 times per ^ 
person. 

Comm.enting on the report. Dr. Leroy E. Burney, 
surgeon general of the Public Health Service, De¬ 
partment of Health, Education, 'and Welfare, said: 
“Widi this first annual summary, the Health Survey 
is beginning to produce a comprehensive picture 
that workers in the health fields have long needed.” 

NATIONAL SCIENCE FOUNDATION 

Information Processing Service.—The National Sci¬ 
ence Foundation has established a Research Infor¬ 
mation Center and Advisory Serv’ice on Information 
Processing to be operated jointly by the foundation 
and the National Bureau of Standards. The new 
sendee is designed to bring togetlier research and 
development data on methods and equipment for 
tlie processing of scientific information. It is fur¬ 
ther designed to foster closer cooperation among 
groups in industiy', private foundations, universi¬ 
ties, professional societies, and the federal gov'em- 
ment concerned "vvith developing and improving 
methods for rapid and efficient handling of large 
volumes of information. Initiation of the service 
is a part of a broad program aimed at improving 
the quality of scientific information services and 
shortening the time spent by scientists in searching 
the literature. Other phases of the broad program 
include the support of scientific publications, trans¬ 
lations of foreign scientific literature, and support 
of information and data-processing centers. 
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Coke, Mortimer William, Ellisville, Miss.; Baylor 
University College of Medicine, Dallas, 1921; phy¬ 
sician at the Ellisville State School; died Oct. 21, 
aged 59. 

Cooper, Henry Wilbur, Cleveland; University of 
Michigan Department of Medicine and Surgery, 
Ann Arbor, 1900; died in the Lakewood (Ohio) 
Hospital Sept. 6, aged 87. 

Darby, Francis Urban ® Loreauville, La.; Louisiana 
State University Medical Center, New Orleans, 
1934; from July 1, 1953, to June 30, 1956, served 
in the medical reserve corps of the U. S. Army; 
served on the staffs of the Louisiana State Univer¬ 
sity Hospital and Our Lady of the Lake Hospital 
in Baton Rouge; died in Elgin, Te.vas, Sept. 21, 
aged 51. 

Davidson, Benjamin Reid, Brawley, Calif.; College 
of Medical Evangelists, Loma Linda and Los An¬ 
geles, 1924; veteran of World War II; died in the 
Veterans Administration Hospital, Long Beach, 
Oct. 2, aged 58. 

Dillard, Harry Knight ® Lexington, Ky.; Univer¬ 
sity of Louisville School of Medicine, 1937; veteran 
of World War II; since 1955 Lexington-Fayette 
County health officer; in 1952 appointed director 
of the division of school health at the state depart¬ 
ment of health and regional director of the county 
health division in Louisville; practiced in Warsaw 
from 1946 to 1952; member of the American Public 
Health Association; president of the Kentucky Pub¬ 
lic Health Physicians Society; on the staffs of the 
Good Samaritan and St. Joseph’s hospitals; died in 
the Central Baptist Hospital, Oct. 9, aged 47. 

Dwiggins, Horace Greeley ® Tuskegee, Ala.; born 
in Kansas City, Kan., March 17, 1909; Meharry 
Medical College, Nashville, Tenn., 1934; veteran 
of World War II; certified by the National Board 
of Medical Examiners; specialist ceiHfied by the 
American Board of Ophthalmology; member of the 
Ameriean Aeademy of Ophthalmology and Oto¬ 
laryngology and the Assoeiation for Researeh in 
Ophthalmology; serviee member of the American 
Medical Association; fellow of the American Col¬ 
lege of Surgeons; consultant at the Alabama State 
Department of Rehabilitation and the Alabama 
Sight Conservation Association; since 1942 chief 
ophthalmologist at the Veterans Administration 

(g) Indicates Member of the American Medical Association. 


Hospital, where in 1938 he reeeived a staff appoint¬ 
ment in general surgery; served as consultant at 
the John A. Andrew Memorial Hospital, Tuskegee 
Institute; died Sept. 30, aged 49. 

Field, Ernest Joseph ® Rochester, N. Y.; Friedrieh- 
Wilhelms-Universitat Medizinische Fakultat, Ber¬ 
lin, Prussia, Germany, 1921; member of the Amer¬ 
ican Academy of General Practice; on the staff of 
the Park Avenue Hospital; died Oct. 21, aged 63. 

Flemming, Theodore E., Gardenville, N. Y.; Uni¬ 
versity of Buffalo School of Medicine, 1907; member 
of the Medical Society of the State of New York; 
health officer of the town of West Seneca from 
1916 to 1948; a founder, vice-president and director 
of the Ebenezer State Bank; died in the Buffalo 
General Hospital Oct. 16, aged 73. 

Foster, Narvel Howard ® Gallipolis, Ohio; Univer¬ 
sity of Cincinnati College of Medicine, 1939; died 
Oct. 22, aged 48. 

Friedman, Bernard, New York City; University of 
Maryland School of Medicine and College of Phy¬ 
sicians and Surgeons, Baltimore, 1925; on the staff 
of the Hospital for Joint Diseases; died Oct. 22, 
aged 65. 

Geisenfeld, Jack David, Madison, Wis.; University 
of Wisconsin Medical School, Madison, 1957; in¬ 
terned at the Wisconsin General Hospital; died in 
St. Joseph’s Hospital Oct. 2, aged 26. 

Gordon, Charles Albert ® Brooklyn; born in 1883; 
Cornell University Medical College, New York 
• City, 1905; since 1950 professor emeritus of obstet¬ 
rics and gynecology at State University of New 
York College of Medicine at New York City, Brook¬ 
lyn; clinical professor of obstetrics and gynecology 
at the Long Island College Hospital from 1923 to 
1930, when he became clinical professor of ob¬ 
stetrics and gynecology at the Long Island College 
of Medicine, where he was professor of obstetrics 
and gynecology from 1948 to 1950; president in 
1924, trustee from 1925 to 1931, chairman of the 
joint committee on postgraduate education from 
1923 to 1943, chairman of the board of trustees 
from 1932 to 1934, and since 1934 chairman of the 
committee on -matenial welfare. Medical Society 
of the County of Kings; in 1925 president of the 
Brooklyn Gynecological Society; fellow of the 
American Association of Obstetricians and Gyne¬ 
cologists, and the American College of Surgeons, of 
which he was governor from 1949 to 1954; chair- 
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Award for Exliibit—A gold medal was awarded to 
an Armed Forces Institute of Padiology exliibit on 
pathology of ionizing radiation injury to hematopoi¬ 
etic organs which was displayed at the joint meet¬ 
ing of die American Society of Clinical Pathologists 
and the College of American Pathologists, in Chi¬ 
cago, in Noi’ember. The exhibit compared die ef¬ 
fects of radiation on blood-forming organs in pigs 
with those following the injection of an artificially- 
produced isotope (cobalt bead) into the spleen 
and bone marrow of pigs. These experiments were 
conducted by Col. Carl F. Tessmer, M. C., Chief of 
Radiation Injury and Radiobiology Section, Armed 
Forces Institute of Patliologv, and Capt. Alexander 
Horava, M. C. 

PUBLIC HEALTH SERVICE 

Regular Corps Examinations for Medical Officers,— 
A competitive examination for appointment of 
medical officers to the regular corps of the U. S. 
Public Healdi Sendee will be held in various places 
throughout the United States on April 21-24, 1959. 
Appointments provide opportunities for career 
service in clinical medicine, research, and public 
healdi. They will be made in the ranks of Assistant 
and Senior Assistant, equii'alent to Naw ranks of 
Lieutenant (j. g.) and Lieutenant, respectively. 
Entrance pay for Assistant and Senior Assistant 
Surgeons with dependents is $7,470 (Assistant grade 
applicants are assigned the temporaty grade of 
Senior Assistant). Prowsions are made for promo¬ 
tions at regular intervals. Benefits include periodic 
pay increases, 30 daj's annual leave, sick leave, 
medical care, disability retirement pay, retirement 
pay which is three-fourdis of annual basic pay at 
time of retirement, and other privileges. Active duty 
as a Public Health Sendee officer fulfills die obliga¬ 
tion of Selective Sendee. Requirements for both 
ranks are U. S. citizenship, age of at least 21 years, 
and graduation from a recognized school of medi¬ 
cine. For the rank of Assistant Surgeon, at least 
seven years of collegiate and professional training 
and appropriate e'xperience are needed. For Senior 
Assistant Surgeon, an additional three years, for a 
total of at least 10 years of collegiate and profes¬ 
sional training and appropriate e.xperience, are 
needed. Entrance e.xaminations will include an oral 
intendew, physical examination, and comprehen¬ 
sive objectiv’e examinadons in die professional field. 

Application forms may be obtained from the 
Surgeon General, Public Health Sendee (P), Wash¬ 
ington 25, D. C. Completed application forms must 
be received in the Division of Personnel no later 
than March 6, 1959. 


Nearly Eight Hundred Ninety Million Visits to 
Physicians.—In the first U. S. National Health Sur¬ 
vey publication to provide figures from a full year 
of nationvvdde household interviewing, it appears 
that illness or injury caused the American people to 
stay home from work, stay in bed, or otherwise cut 
down on normal activities for about 3,400,000,000 
days during die year ending June 30, 1958. Acute 
illnesses, including acute respiratory conditions, 
totaled 437,900,000, or an average of about 2.6 ill¬ 
nesses per person. How many of these were caused 
by Asian influenza is not known. However, the re¬ 
port-shows diat acute respiratorv' conditions caused 
an average of about seven days of restricted ac¬ 
tivity per person, including days in bed or days 
lost from work or school. About 47 million persons 
were injured seriously enough during the year to 
cause them to restrict their activities for a day or 
more or seek medical attention. Injuries caused 
424,100,000 days of restricted activity, or 2.5 days 
per person. The importance of chronic conditions 
is indicated by the fact that circulatory diseases 
were the cause of 484,200,000 days of restrict; d 
activity, vv'hich vv-ould be the equiv'alent of about 
2.9 days per person. The circulatory diseases rank ■ 
higher than any other group of chronic conditions 
in tin’s respect. People visited their physicians 
889,900,000 times, or an average of 5.3 times per^ 
person. 

Comn^enting on the report, Dr. Leroy E. Burney, 
surgeon general of the Public Health Service, De¬ 
partment of Health, Education, 'and Welfare, said: 
“Witli this first annual summary, the Health Surv'ey 
is beginning to produce a comprehensiv’e picture 
that workers in the health fields hav^e long needed.” 

NATIONAL SCIENCE FOUNDATION 

Information Processing Service.—The National Sci¬ 
ence Foundation has established a Research Infor¬ 
mation Center and Advisory Service on Information 
Processing to be operated jointly by the foundation 
and the National Bureau of Standards. The new 
service is designed to bring together research and 
development data on methods and equipment for 
the processing of scientific information. It is fur¬ 
ther designed to foster closer cooperation among 
groups in industry, priv-ate foundations, universi¬ 
ties, professional societies, and the federal govern¬ 
ment concerned with developing and improving 
methods for rapid and efficient handling of large 
volumes of information. Initiation of the service 
is a part of a broad program aimed at improving 
the quality of scientific information services and 
shortening the time spent by scientists in searching 
the literature. Other phases of the broad program 
include the support of scientific publications, trans¬ 
lations of foreign scientific literature, and support 
of information and data-processing centers. 
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Coke, Mortimer William, Ellisville, Miss.; Baylor 
University College of Medieine, Dallas, 1921; phy¬ 
sician at the Ellisville State School; died Oct. 21, 
aged 59. 

Cooper, Henry Wilbur, Cleveland; University of 
Michigan Depiudment of Medicine and Surgery, 
Ann Arbor, 1900; died in the Lakewood (Ohio) 
Hospital Sept. 6, aged 87. 

Darby, Francis Urban ® Loreauville, La.; Louisiana 
State University' Medical Center, New Orleans, 
1934; from July 1, 1953, to June 30, 1956, served 
in the medical reseiwe corps of the U. S. Army; 
served on the staffs of the Louisiana State Univer¬ 
sity' Hospital and Our Lady of the Lake Hospital 
in Baton Rouge; died in Elgin, Te.xas, Sept. 21, 
aged 51. 

Davidson, Benjamin Reid, Brawley', Calif.; College 
of Medical Evangelists, Loma Linda and Los An¬ 
geles, 1924; veteran of World War H; died in the 
Veterans Administration Hospital, Long Beach, 
Oct. 2, aged 58. 

Dillard, Harry Knight ® Lexington, Ky.; Univer¬ 
sity of Louisville School of Medicine, 1937; veteran 
of World War II; since 1955 Lexington-Fay'ette 
County health officer; in 1952 appointed director 
of the division of school health at the state depart¬ 
ment of health and regional director of the county 
health division in Louisville; practiced in Warsaw 
from 1946 to 1952; member of the American Public 
Health Association; president of the Kentucky Pub¬ 
lic Health Physicians Society; on the staffs of the 
Good Samaritan and St. Joseph’s hospitals; died in 
the Central Baptist Hospital, Oct. 9, aged 47. 

Dwiggins, Horace Greeley ® Tuskegee, Ala.; born 
in Kansas City, Kan., March 17, 1909; Meharry 
Medical College, Nashville, Tenn., 1934; veteran 
of World War H; certified by the National Board 
of Medical Examiners; specialist certified by the 
American Board of Ophthalmology; member of the 
American Academy of Ophthalmology and Oto¬ 
laryngology and the Association for Research in 
Ophthalmology; service member of the American 
Medical Association; fellow of the American Col¬ 
lege of Surgeons; consultant at the Alabama State 
Department of Rehabilitation and the Alabama 
Sight Conservation Association; since 1942 chief 
ophthalmologist at tlie Veterans Administration 

Indicates Member of the American Medical Association. 


Hospital, where in 1938 he received a staff appoint¬ 
ment in general surgery; served as consultant at 
the John A. Andrew Memorial Hospital, Tuskegee 
Institute; died Sept. 30, aged 49. 

Field, Ernest Joseph ® Rochester, N. Y.; Friedrich- 
Wilhelms-Universitat Medizinische Fakultat, Ber¬ 
lin, Prussia, Germany, 1921; member of the Amer¬ 
ican Academy of General Practice; on the staff of 
the Park Avenue Hospital; died Oct. 21, aged 63. 

Flemming, Theodore E., Gardenville, N. Y.; Uni¬ 
versity of Buffalo School of Medicine, 1907; member 
of the Medical Society of the State of New York; 
health officer of the town of West Seneca from 
1916 to 1948; a founder, vice-president and director 
of the Ebenezer State Bank; died in the Buffalo 
General Hospital Oct. 16, aged 73. 

Foster, Narvel Howard ® Gallipolis, Ohio; Univer¬ 
sity of Cincinnati College of Medicine, 1939; died 
Oct. 22, aged 48. 

Friedman, Bernard, New York City; University of 
Maryland School of Medicine and College of Phy¬ 
sicians and Surgeons, Baltimore, 1925; on the staff 
of the Hospital for Joint Diseases; died Oct. 22, 
aged 65. 

Geisenfeld, Jack David, Madison, Wis.; University' 
of Wisconsin Medical School, Madison, 1957; in¬ 
terned at the Wisconsin General Hospital; died in 
St. Joseph’s Hospital Oct. 2, aged 26. 

Gordon, Charles Albert ® Brooklyn; bom in 1883; 
Cornell University Medical College, New York 
City, 1905; since 1950 professor emeritus of obstet¬ 
rics and gynecology at State University of New 
York College of Medicine at New York City, Brook¬ 
lyn; clinical professor of obstetrics and gynecology 
at die Long Island College Hospital from 1923 to 
1930, when he,''became clinical professor of ob¬ 
stetrics and gynecology at the Long Island College 
of Medicine, where he was professor of obstetrics 
and gynecology from'1948 to 1950; president in 
1924, trustee from 1925 to 1931, chairman of tlie 
joint committee on postgraduate education from 
1923 to 1943, chairman of tlie board of trustees 
from 1932 to 1934, and since 1934 chairman of the 
committee on .maternal welfare. Medical Society 
of tlie County of Kings; in 1925 president of the 
Brooklyn Gynecological Society; fellow of the 
American Association of Obstetricians and Gyne- 
cologists, and the American College of Surgeons, of 
which he was governor from 1949 to 1954; chair- 
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man of the committee on public health and med¬ 
ical education in 1925-1926 and since 1937 chairman 
of the committee on maternal and child welfare. 
Medical Society of the State of New York; spe¬ 
cialist certified by the American Board of Obstet¬ 
rics and Gynecology; sers'ed as a member of the 
Board of Hospitals, City of New York; director 
emeritus of obstetrics and gynecology at St. Catlier- 
ine’s Hospital; consultant, obstetrics and gyne¬ 
cology at St. Joseph Hospital in Far Rockaway, 
Beth El, Methodist, Greenpoint, Kings County, 
Maimonides, Flushing (N. Y.) and Wyckoff Heights 
hospitals; consultant in gynecology, Southside Hos¬ 
pital in Bay Shore; consultant in obstetrics at the 
Marjf Immaculate Hospital in Jamaica and Mercy 
Hospital in Rockville Centre; died Oct. 30, aged 75. 

Harbert, John Parkinson ® Bellefontaine, Ohio; 
Eclectic Medical Institute, Cincinnati, 1898; served 
on the faculty of his alma mater; member of the 
American Academy of Ophthalmology and Oto- 
larymgology; past-president of the Logan County 
Medical Society; died Oct. 18, aged 84. 

Haselton, Frederick Russell ® Lieut. Commander, 
U. S. Na\y, retired, Nashville, Tenn.; Emory Uni¬ 
versity School of Medicine, Atlanta, 1918; member 
of die American Academy of General Practice; vet¬ 
eran of World War I; entered the regular U. S. 
Na\7 in April, 1921; retired June 30, 1940; died in 
the Baptist Hospital Oct. 24, aged 66. 

Heath, Arthiur G. ® Shreveport, La.; University of 
Nashville (Tenn.) Medical Department, 1910; serv¬ 
ice member of the American Medical Association; 
veteran of World War I; served as health officer 
for the City of Slireveport; associated with the 
Veterans Administration Center; died Oct. 17, aged 
70. 

Hefferan, Joseph Michael, Danbury, Conn.; Loyola 
University School of Medicine, Chicago, 1916; vet¬ 
eran of World War I; for many years physician 
with Ringling Brothers, Bamum and Bailey Circus; 
died in die Veterans Administration Hospital in 
West Haven Oct. 19, aged 69. 

Horton, Miles Christopher, Pinebluff, N. C.; Uni¬ 
versity College of Medicine, Richmond, 1903; mem¬ 
ber of the Medical Society of die State of Nordi 
Carolina; died in the Moore County Hospital, Pine- 
hurst, Oct. 19, aged 83. 

Jones, Hj'zer William ® Utica, N. Y.; Syracuse Uni¬ 
versity College of Medicine, 1907; fellow of the 
American College of Surgeons; member of the 
founders group of the American Board of Surgery; 
past-president of the Oneida County Medical So¬ 
ciety; director of the Blue Cross Hospital Plan; 
consultant at the Marcy (N. Y.) State Hospital, 
llion (N. Y.) Hospital, Herkimer (N. Y.) Memorial 


Hospital, Broadacres Sanatorium, Children’s Hos¬ 
pital Home, Oneida County Hospital, and Utica 
State Hospital; served as president of the staffs of 
the Utica General Hospital and the Faston- Hos¬ 
pital, where he died Oct. 28, aged 74. . 

Jones, Paul Leonidas ® Flat River, Mo.; St. Louis 
University School of Medicine, 1926; veteran of 
World Wars I and II; on the staff of the Bonne 
Terre (Mo.) Hospital; died in the Tampa (Fla.) 
General Hospital Sept. 26, aged 59. 

Keenan, Alexander Stanislaus, San Francisco; Uni¬ 
versity of California School of Medicine, San Fran¬ 
cisco, 1898; fellow of the American College of 
Surgeons; an associate member of the American 
Medical Association; past-president of tlie San 
Francisco County Medical Society; member of the 
city library commission; from 1927 to 1932 member 
of tlie city board of health; from 1941 to 1953 med¬ 
ical director of tlie city employees’ healtli service 
system; served on tlie staff of the Mary’s Help 
Hospital; died Oct. 19, aged 86. 

Kennedy, Lucius Carter, Middletown, R. I.; Uni¬ 
versity of Pennsylvania Department of Medicine, 
PhUadelphia, 1898; past-president and vice-presi¬ 
dent of tlie Lackawanna County (Pa.) Medical 
Society; served on the staff of tlie Scranton (Pa.) 
State Hospital; died Oct. 19, aged 86. 

Kerestes, John Jr.® Weatherly, Pa.; Temple Univer¬ 
sity School of Medicine, Philadelphia, 1936; mem¬ 
ber of the Weatherly Board of Healtli, serving as 
its chairman; school physician of tlie Weatlierly 
Schools for many years; physician at tlie Carbon 
County Institution District Horae at Laurytown; 
on the staff of the Hazleton (Pa.) State Hospital, 
where he died Oct. 1, aged 48. 

Kiefer, Rodney Hough ® Pittsburgh; University of 
Pittsburgh School of Medicine, 1935; member of the 
American Psychiatric Association; past-president of 
the Pittsburgh Neufopsychiati'ic Society; director 
of the Allegheny County Behavior Clinic of the 
Criminal Court; associated with Woman’s and 
Presbyterian hospitals; died in Murrysville, Pa., 
Oct. 6, aged 48. 

Kessinger, Jacob Thomas, Hartford, Ill.; Kentucky 
University Medical Department, Louisville, 1904; 
died in the Wood River (111.) Township Hospital 
Oct. 24, aged 91. 

Koerber, Paul Ernst ® Russell, Kan.; Omaha Med¬ 
ical College, 1896; in 1951 was named as the “Man 
of the Year” by tlie Russell Junior Chamber of 
Commerce and tlie Russell Daily News; cited for 
his many years of humanitarian work; died in the 
Russell City Hospital Oct. 6, aged 82. 



Vol. 169, No. 1 


DEATHS 


61/129 


Kramer, William Ernest ® West Monroe, La.; Uni¬ 
versity of Pittsburgh School of Medicine, 1914; 
member of the American Trudeau Society; past- 
president of the Louisiana Tuberculosis Associa¬ 
tion; veteran of World War I; formerly on the staff 
of the Veterans Adminisfration Hospital in Alex¬ 
andria; served as superintendent of the Pines Sana¬ 
torium in Shreveport; superintendent and medical 
director of the G. B. Cooley Sanatorium; died Oct. 
17, aged 77. 

Leithead, Charles Ellsworth, Lakeview, Ore.; State 
University of Iowa College of Medicine, Iowa 
City, 1895; past-president of the Lake County Med¬ 
ical Society; died Oct. 14, aged 83. 

Morrow, Benjamin Francis ® Lake Worth, Fla.; 
Fordhain University School of Medicine in New 
York City, 1913; member of the Medical Society 
of the State of New York and the Industrial Med¬ 
ical Association; practiced in New York City; vet¬ 
eran of World War I; died in the Good Samaritan 
Hospital, M^est Palm Beach, Fla., Oct. 27, aged 67. 

Movius, Arthur J., La Jolla, Calif.; University of 
Minnesota College of Medicine and Surgery, Min¬ 
neapolis, 1904; life member of tlie American Col¬ 
lege of Surgeons; fin associate member of the 
American Medical Association; member of the 
Montana Medical Association; formerly practiced 
in Billings, Mont., where he was founder of the 
Billings Clinic, and on the staffs of the Billings 
Deaconess and St. Vincent’s hospitals; died in the 
Scripps Clinic Oct. 21, aged 80. 

Nyvall, Clarence Ambrose ® Salt Lake City; Uni¬ 
versity of Illinois College of Medicine, Chicago, 
1914; died Oct. 18, aged 70. 

Parker, Walter Thomas, Owosso, Mich.; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1901; veteran of World War I; served 
as superintendent and chief of staff of tlie Me¬ 
morial Hospital; fellow of the American College 
of Surgeons; died in Brighton Oct. 20, aged 80. 

Pillsbury, Richard Theodric, Salisbury, Md.; Duke 
University School of Medicine, Durham, N. C., 
1957; interned at tlie Duke Hospital in Durham, 
N. C.; resident physician at the City Hospital, now 
known as the Cuyahoga County Hospital in Cleve¬ 
land; drowmed Oct. 26, aged 26. 

Quigley, William Sullivan, Boston; Dartmouth 
Medical School, Hanover, N. H., 1908; died in the 
Peter Bent Brigham Hospital Oct. 20, aged 72. 

Reitz, Thomas Frederick ® Evansville, Ind.; Wash¬ 
ington University School of Medicine, St. Louis, 
1921; past-president of the Vanderburgh ■ County 


Medical Society; served as a member of the city 
and county board of health; member of the .board 
of managers of the Boehne Tuberculosis Hospital; 
on the staffs of the Protestant Deaconess Hospital 
and St. Mary’s Hospital, where he died Oct. 24, 
aged 62. 

Reynolds, Bushnell Ray, Bakersfield, Calif.; Eclectic 
Medical Institute, Cincinnati, 1899; died Aug. 10, 
aged 82. 

Shapiro, Arnold Irwin, New York City; New York 
University College of Medicine, New York City, 
1956; certified by the National Board of Medical 
Examiners; interned at the Meadowbrook Hospital 
in Hempstead; resident at the Rockland State Hos¬ 
pital in Orangeburg, N. Y., where he died Sept. 
14, aged 26. 

Shapiro, Philip ® New York City; Long Island Col¬ 
lege Hospital, Brooklyn, 1926; died in the Doctors 
Hospital Oct. 20, aged 56. 

Shreve, June Roy, Greensboro, N. C.; North Caro¬ 
lina Medical College, Charlotte, 1915; died in the 
Wesley Long Community Hospital Oct. 19, aged 
65. 

Skeen, Carroll Hallam ® Columbia, S. C.; Ohio 
State University College of Medicine, Columbus, 
1916; service member of the American Medical 
Association; served overseas during World War I; 
at one time practiced in Greenfield, Ohio, where 
he was on the staff of the Greenfield Municipal 
Hospital in Greenfield, Ohio; orthopedic surgeon. 
Veterans Administration Hospital, where he died 
Oct, 18, aged 65. 

Smith, Thomas Clarke, St. Petersburg, Fla.; Ben¬ 
nett College of Eclectic Medicine and Surgery, 
Chicago, 1905; an associate member of the Amer¬ 
ican Medical Association; died Oct. 31, aged 83. 

Spradling, Richard Hargrave, Lincoln, Neb.; Lin¬ 
coln Medical College of Cotner University, 1904; 
also a pharmacist; served as physician for Ne¬ 
braska State Penitentiary and as assistant superin¬ 
tendent at Lincoln State Hospital; died Oct. 20, 
aged 95. 

Stauffer, William M. ® Allentown, Pa.; Rush Med¬ 
ical College, Chicago, 1931; veteran of World 
War I; on the staffs of the Sacred Heart Hospital 
and the Allentowm Hospital; died Oct. 20, aged 62. 

Stein, Carl ® Loudonville, Ohio; Ohio State Uni¬ 
versity College of Medicine, Columbus, 1932; mem¬ 
ber of the American Academy of General Practice; 
veteran of World War II; on the courtesy staff of 
the Mansfield General Hospital, where he died 
Aug. 20, aged 51. 
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AUSTRIA 

Radiation Damages in Japanese Children.—At a 
meeting of the societ>' of physicians in Vienna, 
Dr. F. I. E. Loewinger reported on die examination 
by the Atomic Bomb Casualty Commission on all 
those children who were available and who were 
e.xposed to atom bomb explosions in 1945 whetlier 
as children, infants, or fetuses. Of 325 children, 
ivhose mothers had been pregnant at die time of 
the e.xplosion and who were within a radius of 
2,500 miles, 19 w'ere found to be retarded physi¬ 
cally and mentally. These children, who then were 
in utero, were at a distance from die place of ex¬ 
plosion between 725 to 1,624 miles. Most of them 
were in the tliii'd or fourdi month of intrauterine 
life at die time of die e.xplosion. Sixteen of die 19 
mothers had had symptoms of radiation disease. 
Three children who were mentally and physically 
retarded were found in Nagasaki in a group of 200 
children whose mothers were pregnant at the time 
of the e.xjilosion and who were undiin 2,500 miles 
from the ground center. 

Nineteen cases of leukemia were found up to 
1955 in )'oung persons in whom the disease devel¬ 
oped before the age of 19. Of these, 16 were within 
2,000 miles of die ground center at the time of die 
explosion. In nine of these patients alopecia oc¬ 
curred and in five purpura developed after exposure 
to die e.xplosion. In some persons who were under 
the age of 19, cataracts were found, which, how¬ 
ever, did not interfere with I'ision and which were 
visible only m'th the aid of the slit-lamp. Infectious 
diseases, including tuberculosis, did not occur more 
often in those who, as children, had been exposed 
to the e.xplosion dian in children of a control group. 
Tlie case fatality rate cannot be evaluated statis¬ 
tically yet because of die small number of deaths. 
All 72,107 infants who were born in Hiroshima and 
Nagasaki during'the years 1951 and 1954 were 
e.xamined. No genetic sequelas as a result of die 
radiation u’ere detected in die first generation. 

INDIA 

Oral Cancer.—P. N. M^aln and co-workers (Journal 
of the Indian Medical Association, vol. 31, October, 
1958) studied a series of 750 patients until intraoral 
carcinoma attending the Radium Institute in S. N. 
Hospital, Agra. Of these cancer of buccal mucosa 
constituted 53.6%. Ne.xt came cancer of die tongue 
(31.5%) and the rest involved the palate, gums, lips. 

The items in these Jellers ore contributed by regrdar correspondents 
in the various foreign countries. 


and tonsils. The preponderance of cancers of the 
buccal mucosa was probably associated with the 
habit of chewing tobacco and keeping the quid in 
contact with the mucosa for hours. Similarly the 
frequency in the palate was probably due to the 
peculiar smoking habit of the people with the 
lighted end inside the mouth. The average age in 
diese patients was 42.4 years, which is younger 
than the average age for oral cancers reported 
among Europeans. This also may be due to the 
habit among Indians of chewing betel nut, tobacco, 
and lime at an early age. The ratio of men to 
women was 2:1. The commonest complaints were 
increased salivation, local pain, swelling or ulcer in 
the moudi, and swelling in the neck owing to 
metastases in the regional lymph nodes, Less com¬ 
monly observed u'ere inability to open the mouth, 
difficulty in su’allowing, and burning sensation in 
the moudi. A historj' of pain referred to the eye, 
ear, or face was present in 12.8%. Tlie commonest 
forms were ulcer and cauliflower-like growths. Of 
the 750 tumors 22 presented as a thickened irregu¬ 
lar leukoplakic patch. Most of the more advanced 
growths showed a tendency to superficial ulceration 
and bleeding on pressure. A simple nodule was 
present in 33 patients. The regional lymph nodes 
were involved in 504, the involvement being uni¬ 
lateral in 336. Submandibular and jugular lymph 
nodes were principally involved. 

Carcinomas of die gums and cheeks were found 
to be more likely to spread to the regional lymph 
nodes than those at other sites. Epidermoid carci¬ 
noma formed 88.8% of the cases. Other fonns were 
adenocarcinoma, Ijraphoepithelioma, anaplastic car¬ 
cinoma, and atjqiical epithelial hyperplasia (72 
cases). Tlie incidence of metastasis increased with 
die degree of malignancy. Adenocarcinoma and 
lymphoepithelioma probably metastasized late as 
none of patients with these tumors showed any sec¬ 
ondary' involvement. A high percentage of grade 1 
carcinomas with a diameter of less than 1.5 cm. had 
metastasized and there was no correlation between 
clinical and histological gradings. Most of the pa¬ 
tients with oral cancer had poor oral hygiene with 
tartar covering the teeth and pyorrhea. Dental 
trauma and irritation of the mucosa during betel 
nut chewing appeared to influence the incidence of 
oral cancers. The incidence of the disease was also 
seen to have a direct correlation with the economic 
status. There was no marked difference between 
vegetarians and nonvegetarians but'most of the 
patients subsisted on a deficient diet and belonged 
to tlie poorer class. Only 24 patients gave a history 
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of liaving suffered from syphilis and 5% had a posi¬ 
tive Kahn test. Most of these had cancer of the 
tonque. Alcohol did not seem to play any etiological 
role. A history of tobacco chewing was obtained in 
82.2%. 

Defense Against Abdominal Injuries.—G. S. Sekhon 
{Indian Journal oj Medical Research, vol. 46, July, 
1958) stated that when abdominal viscera are dam¬ 
aged as a result of blunt injuries, rupture of the 
abdominal muscles is rare, while a blow that rup¬ 
tures tlie abdominal muscles is too spent to damage 
the viscera. He studied the factors responsible for 
the protection of the abdominal viscera in such 
injuries. Tire osseomuscular abdominal wall and the 
mobility of the abdominal organs offer an efficient 
set of defensive mechanisms. Thus the relatively 
fixed ends of the small intestines, diseased spleen 
or liver, and distended stomach or urinary bladder 
suffer most because of their inability to slip out 
from the causative blow. Although tlie adoption of 
die erect attitude has necessitated fixation of die 
colon, parts of this structure which are backed by 
a hard base, and are therefore more exposed to 
injury, such as the secum, the transverse colon, and 
the sigmoid, are allowed some mobility as a protec¬ 
tion against injury. The vertebral column, against 
which an abdominal viscus is likely to be damaged, 
is also resilient in structure and is cushioned by the 
great vessels which diemselves act as hydraulic 
buffers. 

Electromyography.—S. I. Fudel-Ossipova (Indian 
Journal of Physiology and Pharmacology, vol. 2, 
July, 1958) stated that although electromyography 
is not essential to study die condition of the nerve 
cells and the peripheral nerves, it may help to diag¬ 
nose certain disturbances in the neuron, end-plate, 
and muscle fiber complex as it provides knowledge 
about die activity of a motor unit and also indicates 
disturbances of normal relationships among the 
different components of the complex. The audior 
performed electromyographic investigations on chil¬ 
dren ivith poliomyelitis and Little’s disease. Elec¬ 
tromyographs were recorded simultaneously on an 
oscillograph from two muscles (either the same 
muscle from both extremities or antagonistic mus¬ 
cles, depending on the nature of the disturbance 
expected) using superficial electrodes on the skin. 
A number of electromyograms under different con¬ 
ditions of excitation of the museles were taken to 
get a correct idea of the activity of the neuromus¬ 
cular apparatus. A normal muscle at rest gives no 
electrical discharge but when the innervation is 
disturbed various kinds of electric potentials appear 
even during the period of rest. A muscle deprived 
of innervation shows spontaneous fibrillations of 
low voltage, disappearance of which is a sign of 
renervation. Besides fibrillation, during the rehabili¬ 
tation period of poliomyelitis, spontaneous twitch- 


ings of bundles of muscle fibers during rest were 
noticed which varied in frequency and strength. 
Similar spontaneous diseharges were observed in 
states of regeneration of nerve elements whieh in- ' 
dieated an increased excitability of muscles asso¬ 
ciated with growing of new nerve fibers into the 
muscles. The appearance of such spontaneous activ¬ 
ity of muscle fibers in poliomyelitis indicates a 
favorable prognosis. 

When the muscles are rigid as in Little’s disease, 
the electrical activity is of a different kind. The 
electromyograms usually show incessant oscillations 
of a low voltage. The smaller and more frequent 
the oscillations, the stronger the muscle spasm. 
Thus in both conditions electrical discharges occur 
in the muscle even in the absence of activity. In 
poliomyelitis, tlrey indicate ,a good prognosis and 
tlie greater the number of discharges the better the 
chances of complete recovery, while in Little’s dis¬ 
ease such electric potentials indicate muscle spasm 
and the greater the number of discharges the worse - 
the condition and the less the chances of complete 
recovery. In the latter condition action potentials 
from the antagonistic muscles were equal in strength 
so that from the electromyograph itself it was diffi¬ 
cult to know which muscle was functioning. Due 
to increased excitability of the motor neurons, the 
process of excitation spreads to the muscle of the 
other extremity which also shows electrical activity 
along with the contracting muscle. Such irradiation 
of excitation may spread widely, leading to devel¬ 
opment of increased excitability in a large area of 
the spinal cord during the period of recovery. Elec¬ 
tromyograms of spastic muscles as in Little’s dis¬ 
ease have a characteristic appearance consisting of . 
a great number of weak oscillations with almost 
complete absence of strong oscillations. 

Needle Biopsies of the Kidney.—Sarin and Sarin /•; 
(Journal of the Indian Medical Association, vol. 31, 

Oct. 16, 1958) analyzed 120 aspiration biopsy speci- /;<; 
mens from the kidney. Tlie biopsy was made in tlie I 
sitting position by means of tlie technique of Iver- .j 
sen and Brun. Hemorrhagic'diathesis was ruled out ’ I’ 
prior to performing the biopsy by determining tlie 
bleeding time, clotting time, and prothrombin time. 

Tlie biopsy was performed under local anesthesia. 

All tlie patients in whom the renal biopsy was suc¬ 
cessful had microscopic hematuria for 24 hours and 
mild backache; eight developed gross hematuria 
and all .of them had diabetes mellitus witliout hy¬ 
pertension, but there was no constant pathological 
lesion in the kidney associated with such gross 
hematuria. In one patient the hematuria lasted 
eight days but there were no other harmful effects. 
Although 10 of the patients in this series had 
chronic pyelonephritis, bacteremia or perirenal ab¬ 
scess did not develop in a single patient. Of the 120 
biopsy specimens, 103 showed adequate renal tis¬ 
sue; in 3 only the medulla without the renal cortex 
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was found; 10 showed fibromuscular tissue; and 3 
revealed liver tissue. Tlius tlie percentage of suc¬ 
cessful renal biopsies was 88.3. The diagnosis was 
definitely established by the biopsy alone in 46 
patients with nephrotic sradrome; amyloidosis, 
chronic lobular nephrosis, pyelonephritis, and Ellis 
ts'pe 1 and Ellis type 2 nephritis accounting for 
most of these cases. 

The underlying pathology of polyarteritis nodosa 
was discovered by performing a renal biopsy in a 
patient uith pulseless disease. In all these patients 
renal biopsy also helped in determining the prog¬ 
nosis. Renal biopsy was performed in 36 patients 
uath diabetes under tlie age of 30 years and re¬ 
vealed microscopic changes in the kidney which 
have usually been considered rare or infrequent in 
the young. In 24 patients with pulmonary tubercu¬ 
losis, 3 were discovered to have renal tuberculosis 
which was not detected clinically or by laboratory 
investigations. Others showed focal glomerulone¬ 
phritis, amyloidosis, or p 3 ^elonephritis. Otliers on 
whom the biopsy was performed suffered from 
miscellaneous conditions such as essential hyqier- 
tension, rheumatoid arthritis, disseminated lupus 
erj’tliematosus, epidemic dropsy, toxic myocarditis, 
progressi\'e muscular dystrophy, and respirator)' 
infections. Tlie renal lesions were not identical in 
all patients who were diagnosed clinically as hav¬ 
ing essential hx'pertension; six of tliese had subacute 
diffuse glomerulonephritis, nephrosclerosis, and 
pyelonephritis. 

Intravenous Iron Therapy.—K. J. Vyas {Indian Jour¬ 
nal of Child Health, vol. 7, October, 1958) gave iron 
intravenously to 30 children suffering from diverse 
diseases and having anemia. Saccharated iron oxide 
containing 20 mg. of iron per cubic centimeter of 
the solution was used. Tlie injections were given 
daily starting with 0.5 cc. and increasing the dose 
by 6.5 cc. ever)' fourth or fiftli day. Tire iron solu¬ 
tion was diluted with 10 cc. of 5% dextrose solution 
and given slowly; 30 Gm. of a powder containing 
15 Gm. of protein was given orally daily, simultane¬ 
ously, to enhance hemoglobin formation. Tlie initial 
values for hemoglobin and erythrocytes were low 
in all patients, and all the children were under¬ 
nourished. The probable etiological factor was 
chronic infection in 23, hookworm infestation in 1, 
scurvy in 1, hypothyroidism in 1, nephrosis in I, 
and early cirrhosis in 3. After the therapy, the 
hemoglobin value rose in 27 patients. It showed no 
increase in one patient widi rlieumatic arthritis and 
it decreased in two (by in one with nephrosis 
and by 4% in one with rheumatic carditis). In 13 
the rise in hemoglobin per 100 mg. of iron was more 
than 43c>. 

Tlie er)'tlirocyte count showed a rise in 24 pa¬ 
tients, altliough the increase was significant in only 
8. One patient u'itli pulmonar)' tuberculosis showed 
no rise in erythrocyte count, although the hemo¬ 


globin rose by 7%. Five patients showed a decrease 
in red blood cells, in 2 of whom it was also asso¬ 
ciated with a reduction in the hemoglobin level; 25 
patients showed a gain in weight at the end of 
treatment, 2 did not show any change in weight, 
and in 3 tlie weight went down dueJ:o loss of 
edema. The packed cell volume was below norma! 
in all patients. After the therapy it showed a good 
rise in nine patients, a moderate rise in seven, slight 
rise in eight, and no rise in six. The mean corpus¬ 
cular volume increased in 13 patients after treat¬ 
ment. The mean corpuscular hemoglobin was below 
normal in 21 before treatment, in 19 of whom it 
returned to normal after treatment while in 2 it 
showed a further decrease. The mean corpuscular 
hemoglobin concentration was below normal in 13 
patients before treatment, in 9 of whom it retunied 
to normal, in 2 of whom it increased above normal, 
and in 2 of whom it decreased further at the end of 
treatment. Toxic reactions developed in seven pa¬ 
tients, in three of whom the tlierapy had to be 
stopped. These reactions included venous thrombo¬ 
sis, abdominal pain, fever, nausea, pain in tlie lower 
extremities, and brown pigmentation with enlarge¬ 
ment of the liver suggestive of hemochromatosis. 
Tlie total amount of iron given to these children 
varied from 120 to 1,880 mg. in 8 to 35 days, while 
the total rise in hemoglobin varied from 1.09 to 
8.42 Gm. per 100 cc. 

Epidemic Encephalitis.—Siddhu and Taneja (Indian 
Journal of Child Health, vol. 7, October, 1958) 

made a --study on 12 of 36 

children ^ ■ eurological resid¬ 

uals obsen’ed during an epidemic of encephalitis 
in Delhi in 1954 and 1955. Tlie investigation was 
done after a preliminary intramuscular injection of 
paraldehyde, alone or in addition to phenobarbital. 
The air was injected in the lumbar spine. The initial 
injection was 25 cc., a safe procedure, and the 
further amount- of air to be injected was decided 
from the rate of flow of fluid, the general condition 
of the child, the clinical impression about die de¬ 
gree of cortical atrophy present, and the age of the 
patient. A steady flow of cerebrospinal fluid indi¬ 
cated that further air could be injected, but rest¬ 
lessness, vomiting, respiratory embarrassment, and 
circulatory collapse were indications to stop any 
further injection. No attempt was made to drain ofi 
the fluid completely. The largest amount of air 
injected was 62 cc. in a 9-year-old child. For six 
hours after the procedure the pulse, temperature, 
and general condition of die patient were watched. 
The youngest child in the series was 9% months old 
and the oldest 9 years. 

The types of neurological residuals in these chil¬ 
dren consisted of Parkinsonism in five, mental 
disorientation in diree, and hemiparesis in four. 
Eleven patients had radiological evidence of corti- 
calatrophv; 4 had widened sulci, 2 had dilated 
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ventricles, and 5 showed both. The air study was 
successful in all 12 patients. The one who showed 
no evidence of cortical atrophy suffered from resid¬ 
ual paresis in right upper limb, mild cerebellar 
signs, postencephalitic epileptic fits, and early men¬ 
tal impairment. The degree of cortical atrophy was 
found to be in proportion to the severity and dura¬ 
tion of the disease rather than to the type of the 
neurological residual. The commonest reactions 
noticed after this procedure were tachycardia in 
nine and fever in eight. Tachycardia was usually 
noticed halfway through the procedure and sub¬ 
sided within a day or two. Fever was noticed within 
two to si.v hours and was as high as 107 F (41.6 C) 
in two patients and 105 F (40.5 C) in two others, 
while in the rest it varied between 101 and 103 F 
(38.3 and 39.4 C). Both patients with a temperature 
of 107 F had residual hemiplegia. No correlation 
was noticed between the age, the amount of air 
injected, and the severity of the febrile reaction. 
Fever persisted longer than any other type of re¬ 
action after pneumoencephalography. Other reac¬ 
tions included vomiting, restlessness, tremors, per¬ 
spiration, and headache. Three patients had no 
reaction. Maximal reactions occurred within tire 
first 24 hours. Tire changes on pneumoencephalog¬ 
raphy were seen to be most marked in patients 
with gross mental disorientation and in those with 
severe progressive Parkinsonism. 

Health Work in South East Asia.—The South East 
Asia Regional Committee of the Mbrld Health Or¬ 
ganization in its 11th session in the regional head¬ 
quarters in New Delhi in September approved 
health programs to be carried out in the region 
during 1960, which will involve an expenditure of 
more than $7,800,000. Tire committee (1) decided to 
set up a South East Asia Center for the classifica¬ 
tion and study of diseases, (2) recommended that 
tire governments of the region set up epidemiologi¬ 
cal units in their public health departments, (.3) re¬ 
quested the regional director to assist governments 
in reaching tlreir objectives regarding teaching and 
training in preventive and social medicine to under¬ 
graduate and postgraduate medical students and-to 
medical and health workers, (4) recommended that 
the governments of the region be requested to 
make such contributions as possible to the Malaria 
Eradication Special Account, (5) urged the govern¬ 
ments of the region to undertake systematic small¬ 
pox vaccination and revaccination programs in an 
effort to obtain total coverage of the population, 
and (6) requested the regional director to explore 
all possible ways and resources to give help to gov¬ 
ernments and to stimulate environmental sanitation 
schemes—particularly those aimed at the provision 
of potable water supplies and the proper disposal 
of human wastes. 


UNITED KINGDOM 

Resin-Bonding of Fractures.—Dr. Bernard Block, of 
the Sydney (Australia) Hospital, reported the suc¬ 
cessful use of adhesive resins in the bonding of 
fractures. Studies on the fractured cannon bone in 
sheep showed that this could be united unth epoxy¬ 
resins and that the bone grew by normal callus 
formation. Subsequent laboratory testing of the 
healed bone proved tliat tire resulting repair was 
very strong. Radioactive isotope investigations made 
on resin-bonded fractures in sheep and horses 
proved tliat the resins were nontoxic and were not 
absorbed. The technique was then applied to the 
union of human fractures. An intramedullary poly¬ 
ethylene plug was first prepared and inserted in¬ 
ternally to bridge the fracture. The plug was shaped 
to fit the medulla and softened by heat until it just 
filled the cavity. A thick adhesive resin was then 
applied externally to the bone. Glass fiber laminates, 
impregnated wnth thin resin to make them adhesive, 
were wound round the fracture site and a final coat¬ 
ing of Fiberglas clotli applied to make a smooth 
finish. Ground bone meal was used as a filler. Heat¬ 
ing by an inert gas for a few minutes caused the 
resin to gel quickly. The bone about 1% in. above 
and below tlie fracture was treated with the resin. 
So far only three patients have been treated by this 
new technique. All obtained a good result. Frac¬ 
tured arms could be used freely after two days and 
full weight bearing on fractured legs was possible 
after four days. The epoxyresins are made from 
diphenylpropane eirichlorhydrin, tire resulting liquid 
being converted into a solid by a hardener, which 
is usually an organic amine, such as diethylene 
triamine or piperidine. Because complete evaluation 
of the method and tire toxicological hazards unll 
take several years, Block is treating only those 
patients who present orthopedic problems and 
hazards. The technique is intended for fresh major 
fractures as it allows complete mobility of the limb 
and early weight bearing. 

Possible Causes of Leukemia.—The records of the 
Ministry of Pensions and National Insurance were 
examined b)' Abbatt and Lea- to discover factors 
that might cause leukemia {Lancet 2:880, 1958). 
These were used only when they antedated any 
symptoms which could be referred to the disease. 

. Records of 679 patients \vith leukemia and of a cor¬ 
responding number of controls suffering from other 
diseases were examined. The patients were divided 
by age of onset into groups of 15 to 24, 25 to 34, 
and 35 years and over, and by years of onset, from 
1940 onward. The investigation provided no evi¬ 
dence that trauma (including fractures), antibiotics, 
or chronic sepsis were related to the onset of leu¬ 
kemia. It did show some association between tlie 
disease and rheumatic conditions and exposure 



134/6G 


FOREIGN LETTERS 


Jan. 3,1959 


to radiation. The authors pre%'iously showed tJiat 
radiation given for tlie treatment of ankjdosing 
spond\ditis might be associated with an increased 
incidence of leukemia. In the present study the 
rheumatic conditions included diseases other than 
anloi'losing spondylitis. Lymph-node involvement 
and enlargement of the spleen were found in a 
number of patients widi rheumatoid arthritis, and 
the association of leukemia with rheumatic disease 
was tlierefore not surprising. The nature of the 
association is not knowm. 

Skin Test for Thyroid Disease.—Some patients with 
thsToid disease, particularly those with struma 
hmiphomatosa, have circulating antibodies which 
react in vitro witli components of human tlijToid 
tissue. Buchanan and co-workers showed that an 
intradermal injection of a saline e.vtract of human 
thyroid gives rise to a localized skin reaction in 
patients whose serum contains thyroid antibodies 
{Lancet 2:928, 1958), A sterile saline e.xtract was 
prepared from the surgically excised thyroid of a 
thyrotoxic patient and injected into the volar aspect 
of the forearm of 3.3 patients wnth thjToid disease 
and 19 controls. Precipitation tests were also made. 
Strongly positive skin reactions characterized by 
both erx’tliema and induration were seen only in 
those patients unth thyroid disease who had cir¬ 
culating tliyroid precipitins. In general positive skin 
reactions were obser\'ed in patients with struma 
Ijmphomatosa or with primarx' myxedema. With 
one exception positive reactions did not occur in 
those without clinical evidence of thyroid disease. 
Tlie addition of cortisone acetate to the inoculum 
tended to increase tlie size of the reaction. Die 
findings show that thyroid antigen is capable of 
producing an abnormal tissue reaction in patients 
with thyroid diseases who have an autoimmune 
etiologJ^ 

Iproniazid in Angina Pectoris.—Towers and Wood 
treated 40 patients who had severe angina pectoris 
from occlusive coronaiy' atherosclerosis with ipro¬ 
niazid {Brit. M. J. 2:1067,1958). The drug was given 
in doses of 50 mg. two or three times daily, the 
only other medication being glyceryl trinitrate and 
anticoagulants if these appeared to be needed. Most 
of the patients began to improve within fiv’e days 
to one month after starting treatment, the average 
period being about tw’o weeks. After one month s 
treatment 17 of the 40 patients had anginal pain 
only occasionally, and much greater effort than 
formerly was required provoked it. A further 14 
were improved but still had angina on moderate 
effort. Only four patients failed to benefit. After 
three months the electrocardiogram showed im¬ 
provement in all but six of the patients. Side-effects, 
which were prominent, necessitated stopping the 
iproniazid therapy in four patients. The commonest 


side-effects w'ere giddiness, w'hich was often quite 
severe, sjmcope associated w'itli a fall in blood 
pressure, impotence, and euphoria. Four patients 
show’ed a rapid gain in weight ownng to a voracious 
appetite. The autliors stated that iproniazid acts 
by blocking pain impulses and not by improving the 
coronary circulation. This might encourage the 
patient to be more active and so precipitate infarc¬ 
tion. The drug is therefore not recommended for 
patients with mild angina. The to.xic effects of 
iproniazid were commented on by Benaim and 
Dixon, who gave it to mental patients for its 
euphoric effect {Brit. M. J. 2:1068, 1958). They 
stated tlrat it w’as hepatotoxic. Two patients who 
had jaundice wdth hepatocellular damage and one 
w’ho had severe cerebral irritation and excitement 
were observed among 61 patients under treatment 
w’ith the drug. 

Ulcerative Colitis.—Truelove treated ulcerative 
colitis wdth hydrocortisone hemisuccinate sodium 
applied topically {Brit. M. }. 2:1072, 1958). The 
results of a previous trial were encouraging but the 
conclusions w'ere based rather on personal impres¬ 
sions than on a controlled investigation. In the first 
part pf the trial a comparison w'as made between the 
results obtained by applying the drug as a nightly 
rectal drip and those with an inert preparation re¬ 
sembling it in appearance and given in the same 
w^ay. The nightly dose w’as 100 mg. At the end of 
one week of treatment the patients receiving hydro¬ 
cortisone therapy showed a striking improvement 
over those on the inert preparation, not only sub¬ 
jectively but also in regard to sigmoidoscopic 
appearances and the histology of colonic biopsy 
specimens. All patients were then treated for tw'O 
w'eeks with topically given hy'drocortisone hemisuc¬ 
cinate sodium and antibiotics. About 75% w^ere in 
clinical remission at the end of this time. Die addi¬ 
tion of an antibiotic was beneficial to only a small 
proportion of patients and produced exacerbation 
of syonptoms in some. Twenty'-six patients who 
were in clinical remission after this trial were then 
given w’eek-end maintenance therapy for six months 
with a wew' to preventing relapse. This consisted 
of a rectal drip of hydrocortisone given on two 
consecutive nights to half the patients, the other 
half receiving an inert preparation. The clinical 
course of the txx'o groups was identical, about 4070 
going into remission, thus proving that such main¬ 
tenance therapy is ineffective in preventing relapse. 
The author concluded that topical corticosteroid 
therapy is better than systemic on account of the 
rapidity of response and the absence of systemic 
side-effects. A similar controlled trial, with restricted 
sequential analysis, w'as made independently by 
Watkinson, who came to the same conclusions 
{Brit. M. J. 2:1077, 1958). 
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NEED FOR A LIBRARY OF MEDICAL 
AUDIOVISUAL AIDS 

To the Editor:—A pressing need in the field of med¬ 
ical education lies in the creation, of a central 
agency for the purpose of collecting, constructing, 
exhibiting, indexing, and lending medical audio- 
\asual aids. Such aids have become the bedrock of 
medical teaching. Tliey include graphic mediums 
such as .x-ray films, photographs, paintings, slides, 
motion pictures, charts, diagrams, stamps, electro¬ 
cardiogram, electroencephalograms, myograms, and 
three dimensional objects such as anatomic and 
pathological specimens, models, moulages, statuary, 
instruments, and drugs. This type of institute would 
not be a museum in the conventional Sens'S but 
would be a library of audiovisual aids, relating also 
to dentistry, pharmacy, nursing, and veterinary 
medicine. The e.xhibits, being portable, could be 
lent to physicians, medical schools, medical socie¬ 
ties, school groups, public meetings, and even inter¬ 
national exhibitions. Exhibits and important teach¬ 
ing materials, such as the famous kidneys described 
by Richard Bright, now at Guy’s Hospital in Lon¬ 
don, could be borrowed from foreign institutions 
.and circulated about the United States in the same 
manner as art treasures lent by museums abroad. 
A certain amount of loss .and breakage would be 
expected incident to transportation, but tire price 
would be cheap if medical standards could be 
raised. 

Such educators as Dr. Tlromas Hull and the late 
A. J. Carlson have been grieved for at least 20 years 
over the waste that occurs when medical exhibits 
of superior quality are disassembled at tlie close of 
the annual medical meetings. Such exhibits are sel¬ 
dom used again but are discarded. V^e are equally 
negligent in our failure to catalogue the teaching 
materials of various institutions. 

No less significant, as Gerald Gruman has re¬ 
cently indicated, is tlie loss of invaluable historic 
materials left by recently deceased leaders of medi¬ 
cine, materials which are lost over the auctioneer’s 
counter or cast into a garbage heap. It is indeed a 
pity that no guardian-agency exists with an interest 
in preserving these materials for future use. Physi¬ 
cians of coming generations will certainly reproach 
us for our negligence and take us to task for our 
apathy. 

The home-building of such an institute might 
consist of three sections: a storage section, a lending 
section, and an exhibit section. Farsighted visual 
educators such as Tom Jones visualize that the 
exhibit section would contain teaching devices 


showing medicine in its entirety, emphasizing basic 
as well .as clinical medicine, historic as well as mod¬ 
ern, and functional as well as organic. It would 
show the relationship of a single organ to the pa¬ 
tient as a whole and of the patient to the world at 
Large and would aim at integrated teaching. It 
would consist of a number of wings, each wing 
devoted to a specific system of organs, and contain¬ 
ing books and audiovisual aids relating to that 
system. If the student were studying, for example, 
diseases of the lungs, he would enter the lung room 
to study the books relating to tlris organ, observe 
preserved specimens and microscopic slides, peer 
through the bronchoscope at tumors and ulcers, 
and observe the technique of lobectomy as shown 
by models and moving pictures. He would listen to 
phonograph records of rales, friction rubs, and mur¬ 
murs. He would examine living cultures of the 
pneumococcus, tubercle bacillus, or Histoplasma 
capsulatum. He would see the positive skin test of 
tuberculin or sarcoid protein. He would study roent¬ 
genograms, temperature charts, and spirometric 
data. He would observe the devices used in the 
physiological laboratory for the study of pulmonary 
function. He would smell the putrid odor of lung 
gangrene or obtain the spongy feel of healthy lungs. 
He would handle the atomic model that shows the 
chemical structure of such substances as para-amino 
salicylic acid. He would listen to tape recordings of 
lectures on the lungs. He would be inspired as 
envisioned by the late David J. D.avis and the late 
Arno B. Luckhardt with the statuary, memorabili.a, 
and writings of such historic personalities as Auen- 
bruggher, Laennec, Louis, Skoda, and Evarts Gra¬ 
ham. What type of instruction could be more 
effective? 

These ideas are by no means new. They were 
taught by John Hunter, Jonathan Hutchinson, 
Joseph Hyrtl, John Billings, William Osier, and 
Maud Abbott. They were formally subscribed to by 
a group of medical educators from Chicago who 
established a Chicago museum of medical sciences 
which has operated on paper over the past eight 
years. The institute, as here described, exists, but 
like the hewn parts of the body of Osiris, is scat¬ 
tered everywhere. The private museums such as 
the Mutter Museum of Philadelphia, the Warren 
Museum of Boston, the CleveLand Health Museum, ' 
tire Hall of Fame of the International College of 
Surgeons in Chicago, and others, each with eminent 
collections, specialize in certain segments of medi¬ 
cal knowledge, but no one of them shows medicine 
in its entirety, and none has as a primarj' object 
teaching through lending. MTiat is needed is organi- 
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zation, the means of bringing materials together 
under a single roof. Tire vastness of the project sug¬ 
gests that a governmental agency undertake it. The 
Museum of the Armed Forces Institute of Pathol¬ 
ogy, splendid as it is in its appeal to the public and 
to the profession, cannot be e.vpected to broaden its 
scope, since its,function is primarily militarj’. Per¬ 
haps the National Institutes of Health can be 
encouraged to meet the demand. 

Fbederick Stenn, M.D. 

303 E. Chicago Ave. 

Chicago 11. 

ORAL HYPOGLYGEmC AGENTS 

To the Editor:—Since the advent of the oral hj'po- 
glycemics the physician has been lulled into a sense 
of security that he will not have to be concerned 
about potentially dangerous reactions, despite one 
documented report of a fatal hypoglycemic reac¬ 
tion (McKendrt', Camd. M. A. J. 76:572-573 [April 1] 
1957). M'hile not denying the importance and 
scientific contribution of the oral hj'poglyceraic 
agents, we feel it should be emphasized tliat clini¬ 
cal hypoglycemic episodes may be caused in a 
situation where the patient is eating poorly, as 
with a patient on insulin therapy, and we would 
like to record briefly a recent e.vperience we have 
had. 

The patient was a 76-year-old woman, admitted 
to the staff medical senice of Universitj' Hospitals 
on Oct. 26, 1958, with a chief complaint of being 
semistuporous for four hours. She had multiple 
myeloma, diagnosed in June, 1958, for which she 
had been placed on prednisone therapy. IVhile she 
was on this therapy, ewdence of diabetes mellitus 
appeared; the patient had been started on insulin 
therapy but after a hypoglycemic reaction had 
been switched to therapy witli tolbutamide, 0.5 Gm. 
tliree times dailJ^ Within the two months prior to 
admission she had received phosphorus 32 for fur¬ 
ther treatment of multiple myeloma. The predni¬ 
sone dosage had most recently been maintained 
at 5 mg. three times daily. 

Three days prior to the present admission, the 
patient began to feel weak and dizzy, and the ne.xt 
day she had several episodes of being transiently 
unresponsive. She was anore.vic and ate notliing 
on the day of admission but continued tabng her 
medicaments. At admission she was semicomatose, 
but the remainder of the physical e.vamination, in¬ 
cluding the neurological part, was unremarkable. 
The blood sugar level was determined, and the 
patient was given 20 cc. of 50% solution of de.ttrose 
and water. Her condition improved strikingly, and 
she was able to talk. After administration of 30 cc. 
more of 50% solution of dextrose and water and 
240 cc. of orange juice, she appeared perfectly 
normal. 


The finding of a blood sugar level of 37 mg.7c 
confirmed the diagnosis of hj^poglycemia. Careful 
questioning of family and patient failed to reveal 
administration of any insulin during this period. 
The tolbutamide therapy was discontinued, and 
two days later the patient had a fasting blood sugar 
level of 234 and tire next day 171 mg.%. She was 
then given a tolbutamide response test of 1 Gm. 
intravenously with a resulting three-hour fall in 
• blood sugar level from 157 to 101 mg.%. This is the 
usual response in the stable diabetic. 

We are submitting this case of diabetes subse¬ 
quent to steroid therapy with documented clinical 
hj'poglycemia occurring during tolbutamide tlier- 
apy of 0.5 Gm. three times daily to call again at¬ 
tention to the fact that present claims of the ab¬ 
sence of such reactions are not correct, and, as with 
insulin, careful regulation to avoid dangerous hypo¬ 
glycemia must be instituted, especially in the patient 
with anorexia. 

Ralph G. Wieland, M.D. 

O. Wesley McBnroE, M.D. 

2065 Adelbert Rd. 

Cleveland 6. 

A SIMPLE PRECIPITATION TEST FOR 
LUPUS ERYTHEMATOSUS 

To the Editor;—The appearance of a new labora¬ 
tory aid in the differential diagnosis of the collagen 
diseases usually produces some excitement in the 
medical profession. This is especially true in the 
study of disseminated lupus erythematosus, be¬ 
cause the only reliable laboratory aid to the diag¬ 
nosis has been the demonstration of L. E. cells, a 
finding which may be inconstant and require some 
skill in performance and interpretation. For this 
reason, tlie description of a precipitation test by 
Jones and Thompson in The Jouknal (166:1424- 
1428 [March 22] 1958) proved to be of real interest 
to physicians. In many hospitals and clinical labora¬ 
tories it \vas offered immediately as a diagnostic 
test. To others, this test represented an opportunity 
for further study, if only to determine the nature of 
the precipitate formed and to shed light on the 
defect responsible for its production. 

We have had the opportunity to study tlris test 
on the rheumatology service and in a large random 
group of clinic patients witli other diseases. In¬ 
cluded in this study were serums from routine blood 
donors. It appeared from the outset tliat the meth¬ 
odology of this test was not well defined. Minor 
variations in the procedure often produced signifi¬ 
cant changes. For example, the speed of addition 
of the p-toluenesulfonic acid reagent to the serum 
appeared to govern the presence of precipitate for¬ 
mation and the degree of positivity produced. With 
a carefully controlled rate of addition the produc¬ 
tion and degree of positivity could be enhanced in 
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patients with known lupus erythematosus. Further¬ 
more, an increase in concentration of the reagent to 
greater than 12% in glacial acetic acid enhanced 
this reaction, within certain limits. 

Under the procedure outlined by Jones and 
Thompson, regardless of the rate of addition of the 
reagent to serum, the incidence of false-positives in 
our study of other arthritic disorders was high. 
These patients showed rheumatoid arthritis, osteo¬ 
arthritis, and gout. Some had unrelated diseases. 
When the procedure was then adjusted to produce 
maximal efficiency in the diagnosis of disseminated 
lupus erythematosus, the incidence of false-positives 
increased and included many more healthy persons 
and patients with unrelated diseases. 

The methodology' in'this test received careful 
study in our laboratories. Care in its performance 
must be stressed. More realistically, the high per¬ 
centage of false-positive reactions must be empha¬ 
sized. At this time, tlie usefulness of this test may 
be only that it has called attention to an interesting 
protein precipitation reaction which is worthy of 
further study. 

Marvin J. Seven 

Chester S. McLaughlin Jr. 

L. Audrey Johnson 

230 N. Broad St., Philadelphia 2. 

TRACHEAL FENESTRATION 

To the Editor;—I am writing to correct the im¬ 
pressions made by Mayer, Rappaport, and Blazsik 
in an article on “Indications and Contraindications 
for Tracheal Fenestration,” published in The Jour¬ 
nal (168:169-173 [Sept. 13] 1958). The first sen¬ 
tence in this paper reads as follows: “In a pre¬ 
liminary report we recently introduced a new 
method of treatment of pulmonary insufficiency 
by a procedure to which we gave die name of 
tracheal fenestration.” Tliis is a mistake, the name 
was not given by Mayer and Rappaport. 

The following is a chronological history of the 
development of tracheal fenestration. In 1954, Drs. 
Mayer and Rappaport suggested to me that I begin 
a series of e.xperiments to perfect a permanent 
tracheostomy better tlian the current operation. 
Funds, animals, and space for experimentation 
were provided for me at the New York Univer- 
sity-Bellevue Medical Center through the efforts 
of Dr. Mayer. This research proceeded to the point 
where a satisfactory technique was devised, and I 
gave the name of tracheal fenestration to this 
operation. The first article on this procedure was 
"Tracheal Fenestration,” by Rockey, Mayer, and 
Rappaport, published in Diseases of the Chest 
(30:224-227 [Aug.] 1956). Also, a second article 
was published by myself alone on the “Surgical 
Technic of Tracheal Fenestration” in the American 
Journal of Surgery (94:486-489 [Sept.] 1957). 


In the first reference of their bibliography, two 
cases were reported which did not belong to Drs. 
Mayer or Rappaport; they never had any official 
connection with the management of these cases in 
any way, and they saw the patients only occasion¬ 
ally by courtesy of Dr. Blazsik and myself. To date, 
there have been 17 cases of tracheal fenestration. 
Two of the patients, cases 14 and 15 (operations 
done on June 2.3 and June 26, 1958), are the only 
ones who were seen by Drs. Mayer and Rappaport 
preoperatively and postoperatively and were then- 
own patients referred to me for this operation. All 
the operations were irerformed by me. 

E. E. Rocket, M.D. 

525 Park Ave. 

New York 21. 

COUNCIL ON DRUGS 

To the Editor:—The practicing physicians of the 
United States are not taking full advantage of the 
excellent drug evaluation program of the A. M. A. 
The scope and thoroughness of this program were 
not appreciated by me until recently when anotlier 
physician and myself were guests of the Council on 
Drugs at its annual meeting. The realization that 
many physicians are not using the Council’s find¬ 
ings as reference prompts this letter. The Council, 
established in 1906, is composed of 18 members, 
each an authority in his specialty and carefully 
selected for the Council. All give unselfish!)' of their 
knowledge and freely of their time to make the 
Council’s findings accurate and factual. At biweekly 
intervals new drugs are evaluated through careful 
analysis of all data and research information pro¬ 
vided by the involved pharmaceutical company. In 
addition, Council-selected consultants are often 
asked for their opinions. The result is an unbiased 
and accurate appraisal of the drag being evaluated. 

The drug evaluations of the Council are available 
to the physician through its reports in The Journal 
. and through the annual publication of tlie book, 
“New and Nonofficial Drugs.” The busy practi¬ 
tioner, deluged with drag advertising through the 
mails and frequently confronted by overenthusiastic 
detail men will be well advised to choose this book 
as his reference for drag usage. He should also read 
carefully the reports of the Council on Drugs as 
published in The Jootnal. In this day of increasing 
socialization, it is heartening to realize that under 
a free enterprising system organized medicine 
through the years has sponsored such activities as 
the Council on Drags dedicated to the promotion 
of good health. 

S. P. Leinbach, M.D. 

Steele Memorial Clinic ' 

Belmond, Iowa, 
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Chronrc Pulmonary Disease Due to Atypical Acid- 
Fast Bacilli. A. G. Lewis Jr., F. P. Dunbar, E. 
McAlister and R. Cacciatore. Soutli. M. J. 51:1241- 
1250 (Oct.) 1938 [Birmingham, Ala.]. 

The autiiors isolated strains of atypical acid-fast 
organisms, avirulent for guinea pigs and of varying 
pathogenicity for mice, from 80 patients with 
chronic pulmonary disease in 4 state tuberculosis 
hospitals in Florida. The strains were classified 
into 3 categories, namely, photochromogens, which 
are definite pathogenic agents; nouphotochromo- 
gens, the pathogenicitj' of which is still under 
stud)’; and scotochromogens, which are considered 
to be saprophytes. All 3 t)’pes were isolated re¬ 
peatedly b)' sputum culture. Atypical organisms 
including all 3 t)'pes were isolated from resected 
lung tissue of 8 patients to the e.xclusion of other 
pathogenic organisms. 

Clinical information was obtained from 37 pa¬ 
tients having atypical Mycobacterium organisms 
in the sputum. Chest roentgenograms obtained 
from these patients were abnormal. The symp¬ 
tomatology was similar to that of pulmonai'y tuber¬ 
culosis. T^e tuberculin test was positive in 20 pa¬ 
tients (34%), was negativ'e in 5 (14%), and was not 
done in 12 (32%). No definite conclusions could be 
drawn from the few tests done. Coe.xisting pul¬ 
monary diseases were observed in 19 patients: 
pulmonary emphysema occurred in 12; astlima, in 
4; bronchogenic carcinoma, in 1; silicosis, in 1; and 
bronchopleural fistula, in 1. Most of tlie patients 
were treated with isoniazid, aminosalicylic acid 
(PAS), and streptomycin. The sputum converted 
from positive to negative in 17 patients (46%) and 
failed to convert in 20 (54%). Eighteen patients 
underwent surgical procedures, including biopsy 
of the scalene node, segmental resection, lobectomy, 
lobectomy combined widi segmental resection, and 
thoracoplasty. Three of the 18 patients still had 
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positive sputums after tlie operation. Surgical treat¬ 
ment in patients with atypical organisms should be 
approached with considerable thought. 

All 3 types of atypical organisms differed from 
Mycobacterium tuberculosis in multiple character¬ 
istics. Increased catalase activity would serve to 
differentiate these atypical organisms from iso- 
niazid-resistant mutants, and cultural characteristics 
and results of otlier laboratory procedures would 
differentiate them from other pathogenic and frank¬ 
ly saprophytic mycobacteria. In view of the isola¬ 
tion of these 3 types of atypical organisms from 
sputum repeatedly, from multiple areas of resected 
lung including both cavitary and nodular lesions, 
and at autopsy from multiple areas, and in the 
absence of other demonstrable causative agents, 
one would conclude that, under certain circum¬ 
stances, photochromogens, nonphotochromogens, 
and scotochromogens might cause chronic pul¬ 
monary disease which was pathologically, roent- 
genologically, and symptomatically similar to pul¬ 
monary tuberculosis. Susceptibility studies revealed 
resistance, or partial resistance, of the nonphoto- 
chromogens to isoniazid, aminosalicylic acid (PAS), 
and streptomycin. Drug susceptibility varied in 
cases of photochromogens and scotochromogens. 
Susceptibility studies indicated that some of the 
short-term adjuvant drugs, such as streptovaricin, 
viomycin, and cycloserine, may be of more value 
than die major drugs. The common association 
with coe.\'isting lung disease and the relatively 
greater occurrence in older persons suggest that 
organisms not usually pathogenic or of low patho¬ 
genicity may under certain circumstances become 
pathogens and produce chronic pulmonary disease. 

Gastric Mucin for the Treatment of Patients with 
High Serum Cholesterol Level. L. Castellani and 
G. Bertola. Minerva med. 49:3453-3458 (Sept. 12) 
1958 (In Italian) [Turin, Italy]. 

A preparation of hogs’ gastric mucin was admin¬ 
istered to 27 patients with high serum cholesterol 
level, 13 of whom were women and 14 were men. 
The ages of 11 patients ranged from 40 to 55 years, 
and the ages of the remainder were 65 and over. 
The serum cholesterol level of the patients varied 
between 250 and 385 mg. per 100 cc. Seven pa¬ 
tients received a daily dosage of 200 mg. of the 
preparation, and the daily dosage of the remainder 
was from 600 to 750 mg. The daily dosage of both 
groups was divided into 2 doses which were ad¬ 
ministered before the noontime and evening meals 
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for a period of 3 weeks. Serum cholesterol levels 
were recorded before, during, and after withdrawal 
of the drug. 

Treatment with gastric mucin produced a marked 
decrease in the serum cholesterol level in all the 
patients. This change was more pronounced among 
patients who received the higher dosage of the 
preparation. Serum cholesterol levels returned to 
the values recorded before the onset of the therapy 
within 2 weeks after discontinuance in patients 
who had received the lower dosage and within 8 
weeks after the drug had been withdrawn in pa¬ 
tients who had received the higher dosage. No 
significant difference in variation of the serum 
cholesterol levels was noted between the sexes. 
The authors believe that, since the tlierapeutic 
effect of gastric mucin is short, a longer period of 
administration is required in patients with high 
serum cholesterol level. Absence of intolerance to 
the preparation is an advantage over the use of 
heparin or phenylethylacetic acid for the same 
purpose. 

The Epidemiology of Q Fever in Great Britain: An 
Analysis of the Findings and Some Conclusions.' 
B. P. Marmion and M. G. P. Stoker. Brit. M. J. 
2:809-816 (Oct. 4) 1958 [London]. 

A survey of the literature of Q fever shows a 
remarkable diversity of the ecology of Rickettsia 
bumeti. Its pattern of maintenance in animal or 
insect hosts differs strikingly from one part of the 
world to another, and the particular local variant 
which has evolved may have much significance 
for the infection of man. The author cites examples 
of the more unusual geographical variants of the 
ecology of R. burneti to emphasize that the history 
of Q fever is full of paradoxes and surprises and 
that our understanding of the ecology of the causa¬ 
tive agent is still incomplete. Q fever should be 
investigated in each country where it has been 
detected. Investigations in Great Britain since 1949 
have shown that the disease is widespread in the 
country. R. bumeti has been isolated from the milk 
of cows and goats and from the placenta and wool 
of sheep. It has also been isolated from the sheep 
tick, Haemaphysalis punctata, but not from Ixodes 
ricinus or Dermacentor reticulatus. There was some 
evidence of an increased frequency of infection in 
cattle in areas of Kent with large numbers of sheep 
and in some sheep ticks. 

Attempts to find a reservoir of infection in small 
wild animals or wild birds were unsuccessful. Sero¬ 
logic evidence of infection was found in chickens, 
but there are, at present, no grounds for assuming 
that these birds are an important reservoir of in¬ 
fection in Great Britain. Infection in man was not 
hmited to persons working with animals but was 
found among all persons of the community. Spo¬ 
radic cases and outbreaks of Q fever occurred at 


any time of the year but in the areas studied were 
commonest from April to July. Studies of the trans¬ 
mission of R. burneti to man have shown that sheep 
or cows were directly or indirectly the main sources 
of infection. Good evidence was obtained of the 
importance of unpasteurized cows’ milk as a vehicle 
of infection. 

Thalassemia? K. Ytrehus. Nord. med. 60:1321-1323 
(Sept. 11) 1958 (In Noi^vegian) [Stockholm]. 

Thalassemia is a familial hereditary disease chai;- 
acterized by more or less marked anemia, patho¬ 
logical appearance of the red blood corpuscles 
which are low in hemoglobin, and increased os¬ 
motic resistance of tbe red blood corpuscles. The 
disease occurs particularly in the Mediterranean 
countries and has also been described in India, 
China, Thailand, and the Philippines. In northern 
Europe, Scotland, England, and Germany have re¬ 
ported cases. The disease also appears in a less 
grave, often asymptomatic form, for which the 
designation “thalassemia minor” has been proposed. 
Thalassemia has been counted among the hemo¬ 
globinopathies but has possibly more to do with 
a defect in the formation of the red blood corpuscles 
than with the hemoglobin synthesis. In 1957 the 
cases of a brother and sister, members of a half- 
foreign family, treated in Aker Hospital, present¬ 
ed a picture suggesting thalassemia minor. The 
electrophoretic hemoglobin determinations exclud¬ 
ed the possibility of other hemoglobinopathies. 
Thalassemia has not previously been described in 
Norway. 

The Association of Hepatic and Renal Disease. 
F. I. R. Martin and L. I. Taft. Australasian Ann. 
Med. 7:243-250 (Aug.) 1958 [Sydney, Australia]. 

The entity known as the hepatorenal syndrome 
gained considerable prominence 20 years ago. 
Many writers now believe that the renal lesion in 
liver failure is a variety of acute tubular necrosis 
precipitated by shock, hemorrhage, or sepsis; others 
consider that there is a specific association between 
the lesions in these 2 organs. The authors apply 
the term “primary hepatorenal disease” to a syn¬ 
drome in which the lesion in the kidney follows 
die development of disease in the liver as cause 
and effect. “Secondary hepatorenal disease,” on the 
other hand, includes cases in which both organs 
are damaged by the same systemic agent ^ in 
leptospirosis or carbon tetrachloride poisoning. In 
addition, the liver and kidney may be involved by 
^vo different and unrelated diseases. The authors 
record the clinical, biochemical, and histological 
features of 7 cases in which renal disease, both 
glomerular and tubular, followed liver dise^e. In 
all cases the diagnosis was confirmed histologically 
either by biopsy or at autopsy, and in some cases 
serologic tests for autoimmune complement-fixing 
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antibodies were irerformed. In addition, the authors 
review the clinical features and autopsy findings 
in 32 fatal cases of liver disease with jaundice oc¬ 
curring at the Roval Melbourne Hospital between 
19S3 and 1955. 

Two tj^res of primary hepatorenal disease are 
presented: {a) glomerulonephritis associated with 
chronic liver disease, and (Z?) renal tubular damage 
(cholemic nepluosis) associated with jaundice. 
Glomerulonephritis complicating chronic hepatitis 
may have an insidious onset and run a prolonged 
course. An immunological relationship to the .he¬ 
patic disease may be present in some of these 
cases. A considerable proportion of cases of ob¬ 
structive or hepatocellular jaundice are associated 
with proteinuria, epithelial cells and casts in the 
urine, and some elevation of blood urea level. This 
occurs irrespective of such factors as operations, 
hemorrhage, shock, or sepsis. Histologically, these 
cases usually show evidence of tubular damage. 
The causes of this renal damage and their mode of 
action are not at present understood. 

The Clinical Features, Pathogenesis and Therapy 
of Systemic Lupus Erythematosus. I. R. Mackay. 
M. J. Australia 2:279-282 (Aug. 30) 1958. [Sydney]. 

Three aspects of sj'stemic lupus erythematosus 
are receiving attention at present: (1) the fact that 
it is relatively common; (2) that, although there may 
be acute e.vacerbations, the disease may e.\ist in a 
mild form and be of great chrbnicity; and (3) that 
there may be a wide variety of clinical manifesta¬ 
tions. Although it can no longer be argued that a 
positive result to a L. E. cell test is a conclusive 
diagnostic criterion for classical lupus erythema¬ 
tosus, the author relied mainly upon this test to 
delineate the group of patients in whom the diag¬ 
nosis of systemic lupus erythematosus could rea¬ 
sonably be considered. Slvty-six such cases have 
been reviewed from among patients admitted to 
the Royal Melbourne Hospital over a 5-year period, 
and these fall into 4 categories: (a) classical systemic 
lupus er>4hematosus, 35 cases; (h) rheumatoid ar¬ 
thritis with a positive result to the L. E. cell test, 
7 cases; (c) chronic hepatitis witli a positive result 
to the L. E. cell test, 14 cases; {d) atypical systemic 
lupus erythematosus, 10 cases. 

Systemic lupus erydiematosus occurs chiefly in 
young women. The severity and clinical manifes¬ 
tations varj' greatly, but the skin, joints, kidneys, 
and serous membranes are most commonly in¬ 
volved. A developmental predisposition to systemic 
lupus erythematosus may e.xist, and the disease 
may be im'tiated by various types of tissue injury. 
Cases of hepatitis in which the L. E. cell test gave 
positive results (lupoid hepatitis) were closely stud¬ 
ied. Tlie status of this syndrome remains uncer¬ 
tain; it may represent a lupus variant. Evidence is 
adduced in support of the hypothesis that immu¬ 


nological responsiveness is a factor in the patho¬ 
genesis of systemic lupus erythematosus; the high 
incidence (75%) of positive reactions in the auto¬ 
immune complement-fixation test and the frequen¬ 
cy of plasma-cell and lymphocytic aggregates in 
affected tissues are eonsidered significant. The ef¬ 
fect of steroid hormones in lupus nephritis was 
evaluated by serial renal biopsy studies. Severe 
nephropathies were not improved by the adminis¬ 
tration of cortisone, but in 3 patients with early 
lesions clinical and histological evidence of arrest 
was noted. 

Hereditary Elliptocytosis: Family with 3 Cases. 
P. Hoveid. Tidsskr. norske Imgefor. 78:844-845 
(Sept. 1) 1958 (In Norwegian) [Oslo], 

Hereditary elliptocytosis, first described by Dres- 
bach in 1904, is a relatively rare condition cliarac- 
terized by the oval or elliptical form of most of 
the erythrocytes. More than 400 cases have been 
published. As a rule, the condition is an innocent 
anomaly without symptoms and discovered only 
on examination of blood smears. Patients with the 
anomaly are classified in 3 groups, i. e,, those with¬ 
out increased hemolysis, diose with compensated 
hemolysis, and those with hemolytic anemia. In- ■ 
heritance is dominant. The condition is found in 
all races. The lifetime of the elliptocytes is shorter 
tijan that of normal erythrocytes. In the case de¬ 
scribed, in a youth aged 18 years, the clinical pic¬ 
ture agreed with the description of hereditary 
elliptocytosis. The liver was palpable and roent- 
genologically slightly enlarged. The Bromsulpha- 
lein test gave pathological values on 2 examina-' 
tions, possibly indicating liver function impairment 
due to the intensified bilirubin excretion. The pa¬ 
tient s family consisted of 8 members, all of whom 
were examined; only the father and a paternal 
uncle had elliptocytic blood corpuscles, both with¬ 
out signs of anemia or hemolysis. 

The Mechanism of Hypoglycemic Action of Anti¬ 
diabetic Sulfonamides. S. M. Leites and N. P. 
Smirnov. Probl. endokrinol. i gormonoterap. 4:3-12 
(No. 4) 1958 (In Russian) [Mosconv], 

Preparation BL-55 (Nadisan) was tested in ex- 
pei’iments in vivo and in vitro. It was demonstrated 
that it depresses the activity of hepatic insulinase 
in normal and diabetic animals and increases the 
hypoglycemic effect of administered insulin in 
normal am'mals, as well as in those with alloxan 
diabetes and diabetes after depancreatization. In 
completely depancreatized dogs and in rabbits 
with severe alloxan diabetes, BL-55 produces no 
hypoglycemic effect on single or repeated admin¬ 
istration. In mild alloxan diabetes when a part of 
the insular pancreatic apparatus is preserved, Nadi¬ 
san has a hypoglycemic effect. These data allow the 
conclusion that the hypoglycemic effect of BL-55 
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is caused by inactivation of insulinase and is mani¬ 
fested only in those diabetic animals which are 
still capable of producing a certain amount of in¬ 
sulin. Increase of the hypoglycemic effect of ad¬ 
ministered insulin (under the effect of Nadisan) 
may also be caused by inactivation of insulinase 
by this preparation. 

Dysehondroplasia and Hemangiomata (Maffucci’s 
Syndrome): II. W. B. Bean. A. M. A. Arch. Int. 
Med. 102:544-550 (Oct.) 1958 [Chicago]. 

The author described in 1955 (report I) 2 patients 
with Maffucci’s syndrome (for whom progress re¬ 
ports are given here) and an infant with lesions 
suggesting the same diagnosis. He also surveyed 
most of the cases reported since Maffucci’s report 
was published in 1881. The syndrome is an inborn 
error of tissue fabrication, a dysplastic mesodermal 
anomaly in which angioma, phlebectasia, vascular 
hamartoma, and dysehondroplasia occur in various 
combinations, separated in different parts of the 
body or closely intermingled. 

The case which the author now reports concerns 
a 56-year-old bachelor, who had been forced to 
use crutches from the age of 6 years. After he had 
had 9 fractures of the left leg, tlie extremity was 
amputated when he was 32 years old. On a visit 
a year ago to the hospital where the amputation 
was performed, he learned that, in addition to the 
dysehondroplasia, a sarcoma had been detected 
on one of the deformed toes of the amputated leg. 
His general health had been fairly good. The thy¬ 
roid was diffusely enlarged, but there were no clin¬ 
ical signs of thyroid dysfunction. There was a de¬ 
formity of the right arm and hand, and on the left 
wrist there was an angioma nearly as big as a golf 
ball; after it was emptied by compression, blood 
slowly refilled it. On both palms tliere were rubbery- 
looking dark venous blebs which were slowly erec¬ 
tile after compression. The patient had an inguinal 
hernia, and there was some scoliosis. A roentgeno¬ 
gram revealed enlarged hilar nodes and an infiltrate 
with fuzzy margins in the upper lobe of the right 
lung. There was a single scrotal angioma, the faint¬ 
est early sign of the Fordyce lesion. There had been 
some recent extension of the deformity of the right 
hand and wrist, with redness, swelling, pain, and 
shininess of the tense skin overlying the deformed 
bone and cartilage. Osteosarcoma was suspected, 
but the patient refused surgical treatment. Almost 
a year later his condition was reported to be un¬ 
changed. 

Reviewing the literature, the author mentions 
among others a case presented by Aimes and Fran- 
chebois. These authors also discussed the various 
aspects of dysehondroplasia: the pure form called 
Ollier’s disease; dysehondroplasia with vascular 
anomalies, the Maffucci syndrome; dyschqndro- 
plasia and cutaneous pigment anomalies; the com¬ 


bination of cutaneous angiomas and birthmarks, 
with underlying change in the bone, which has 
been called the Trelat-Monad syndrome of an¬ 
gioma, with unilateral hypertrophy of bone; and 
the Klippel-Trenaunay syndrome of cutaneous an¬ 
giomas and varices, with unilateral hypertrophy 
of bone or Parkes-Weber’s hemangiomatous hemi- 
hypertrophy. Tapie called attention to the fact 
that Cruveilhier and Hansen observed examples of 
the combined lesions before Maffucci. In 1835 
Cruveilhier, in his “Atlas of Pathologic Anatomy,” 
portrayed an amputated hand which bore multiple 
angiomas with phlebectasia and dysehondroplasia 
of the digits. In 1863 Hansen described a man 
whose right shoulder was the site of a chondro¬ 
sarcoma, which had appeared after an injury, and 
who also had a cavernous angioma and phlebec¬ 
tasia of the right hand. 

The author concludes that Maffueci’s syndrome, 
with the occurrence in one person of dyschondro- 
plasia, vascular anomalies, and hamartomas, has 
now been reeorded in at least 41 instanees. It pro¬ 
duces serious deformities but is compatible with 
an active life. It may be recognized in early child¬ 
hood and may continue into late years, though 
there is a serious risk of neoplasm, particularly 
sarcoma. Its cause is a mystery. Beyond the sur¬ 
gical correction of deformed bones and amputa¬ 
tion, no treatment is known. 

Effect of Rice Diet on Diabetes Mellitus Associated 
with Vascular Disease. W. Kempner, R. L. Peschel 
and C. Schlayer. Postgrad. Med. 24:359-371 (Oct.) 
1958 [Minneapolis]. 

This report is concerned with 100 consecutive 
patients who had diabetes mellitus associated with 
vascular disease and who were treated with the 
rice diet. They were followed for from 3 months 
to 11 years, and the average period of observation 
was 22 months. Nine patients died. The rice diet 
is a high-carbohydrate, low-protein, low-fat, and 
low-sodium diet, containing 565 to 570 Gm. of 
carbohydrate, 20 to 25 Gm. of protein, less than 
5 Gm. of fat, and 70 to 120 mg. of sodium per 2,400 
calories. It was well tolerated. Average insulin 
requirements as well as average blood sugar levels 
decreased. Manifestations of cardiovascular and 
renal disease, such as hypertension, enlargement 
of the heart, electrocardiographic abnormalities, 
azotemia, and proteinuria, improved significantly 
in the majority of patients. Hypercholesteremia, 
present in 80 of the 100 patients, decreased in 85% 
from an average level of 325 mg. to an average 
level of 227 mg. per 100 cc. 

The effect of the rice diet on “specific” diabetic 
retinopathy (aneurysms; punctuate, preretinal, vit¬ 
reous hemorrhages; waxy exudates; retinitis pro- 
liferans) in 44 patients was as follows; progression 
of lesions, in 9 patients; improvement in one eye 
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but progression of lesion in other eye, in 7; no 
change, in 15; improvement, in 13. In 19 patients 
who had hypertensive, arteriosclerotic, or renal 
retinopathy (papilledema, hemorrhages, exudates, 
venous tlirombosis), the lesions progressed in 3, 
did not change in 5, and improved in 11 patients. 
It is not known what single factor causes the effects 
of the rice diet on diabetes mellitus and its vas¬ 
cular complications. It contains less sodium, pro¬ 
tein, and fat than any other diet used in the treat¬ 
ment of diabetes mellitus. The authors conclude 
that an attitude of resignation with regard to the 
prognosis in diabetes mellitus with vascular compli¬ 
cations including diabetic retinopathy is no longer 
justified, since the course of the disease can be 
favorably changed by treatment with the rice diet. 

“Infarctoid Cardiopathy” Produced by Hydrocorti¬ 
sone and Monobasic Sodium Phosphate. H. Selye 
and I. de Salcedo. A. M. A. Arch. Int. Med. 102: 
551-557 (Oct.) 1958 [Chicago], 

Many actions of hormones are not direct but are 
due to the creation of favorable conditions for the 
actions of nonhormonal agents. The authors studied 
this phenomenon particularly in relation to the 
actions of electrolytes. It was found that the pro¬ 
duction of nephrosclerosis, myocarditis, and peri¬ 
arteritis nodosa by deoxycorticosterone does not 
depend upon the direct effects of the hormone but 
upon its abOity to sensitize tissues to dietary sodium 
chloride. Apparently it is through an essentially 
similar mechanism that deoxycorticosterone pro¬ 
duces favorable conditions for the production of 
nephrocalcinosis by the concurrent administration 
of, in themselves, inactive doses of phosphate. A 
particularly striking instance of the selective con¬ 
ditioning of cardiac tissue for the toxic actions of 
dietary sodium phosphates (monobasic and dibasic 
sodium phosphate) recently came to the authors’ 
attention. Rats treated concurrently with certain 
highly active corticoids (e. g., the 9a-halogenated 
steroids) and monobasic sodium phosphate invari¬ 
ably succumbed with the clinical manifestations of 
acute cardiac death. Autopsy regularly revealed 
in their myocardium large, yellowish, infarct-like 
necrotic patches. Histologically these lesions re¬ 
sembled the true spontaneous cardiac infarcts of 
man. This similarity is further emphasized by the 
fact that sudden e,xposure to stress can precipitate 
the development of massive cardiac necroses in 
rats pretreated with subthreshold doses of mono¬ 
basic sodium phosphate plus corticoids. On the 
other hand, the e.xperimental lesion essentially 
differs from ordinary infarcts in that histologically 
demonstrable vascular occlusions do not occur in 
the former. To emphasize both their resemblance 
to, and their distinctness from, true cardiac infarcts, 
these lesions have been referred to as an “infarctoid 
cardiopathy,” 


The demonstration that the myocardium can be 
selectively conditioned to inorganic salts raised the 
hope that the interaction between sodium phos¬ 
phates and steroids might help to elucidate certain 
problems of cardiac physiology, as well as the 
cardiac infarcts which occur without evidence of 
acute coronary occlusion in man. The authors felt 
that they first had to establish whetlier the natural¬ 
ly secreted glucocorticoid of man, hydrocortisone, 
can also selectively condition the heart to the 
actions of orally administered sodium phosphate 
and whether the infarctoid cardiopathy can be ex¬ 
perimentally induced in primates. Eighteen female 
rhesus (Macaca mulatta) monkeys were subdivided 
into 8 groups. E.\periments indicated that treat¬ 
ment with large doses of natural glucocorticoid 
(hydrocortisone) can so condition the cardiac muscle 
that it responds to severe neuromuscular stress, 
with the development of extensive acute myocardial 
necrosis. Combined treatment with hydrocortisone 
and monobasic sodium phosphate produces such 
infarct-like myocardial changes even in animals not 
exposed to stress. In monkeys pretreated with 
hydrocortisone plus monobasic sodium phosphate, 
subsequent exposure to a neuromuscular stress 
produces particularly pronounced and extensive 
myocardial necroses. 

It remains to be shown whether the various ex¬ 
perimental and clinical conditions discussed here 
are, in fact, due to some closely related metabolic 
derangement within the myocardium and whether 
the therapeutic measures that proved effective in 
the experimental infarctoid cardiopathy could serve 
as a basis for the development of new therapeutic 
measures applicable to spontaneous cardiac dis¬ 
eases of man. From earlier experiments on the rat, 
it is clear that such experimental myocardiopathies 
can be prevented by magnesium and potassium 
salts. 

Cystic Medionecrosis with Dissecting Aneurysm of 
Coronary Arteries, A. E. Boschetti and A. Levine. 
A. M. A. Arch. Int. Med. 102:562-570 (Oct.) 1958 
[Chicago]. 

The authors report a 45-year-old woman in whom 
a dissecting aneurysm associated with changes of 
medial cystic degeneration was confined to the 
coronary arteries. The clinical picture was, that of 
an acute coronary occlusion with electrocardio¬ 
graphic changes commonly seen in an evolving and 
expanding myocardial infarction. Even in retro¬ 
spect there appears to be no clinical clue leading 
to the diagnosis of coronary dissecting aneurysm. 
Although some importance has been attributed to 
a history of physical stress occurring one to several 
days before the onset of clinical symptoms, the 
available clinical data in the woman presented 
here did not bear this out. A review of the literature 
shows this case report to be the second in which 
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both lesions, i. e., medial cystic degeneration and 
dissecting aneurysm, were present and confined 
to the coronary arteries. 

Aortic cystic medionecrosis with extension of a 
dissecting aneurysm into the coronary arteries is 
rare, but medionecrosis and dissection of coronarj' 
arteries independent of aortic involvement is even 
more rare. The first case of dissecting aneurysm of 
the left coronary artery with associated changes of 
cystic medionecrosis was described by Lovitt and 
Corzine in 1952. The authors describe 3 additional 
cases in which medial cystic degeneration of coro¬ 
nary arteries was an incidental finding at autopsy. 
These incidental findings suggest that so-called 
idiopathic dissecting aneurysm, even of the coronary 
arteries, may well he due to medial cystic de¬ 
generation. 

Serum Cholesterol, Electrophoretic Lipid Pattern, 
Diet and Coronary Artery Disease; A Study in 
Coronary Patients and in Healthy Men of Different 
Origin and Occupations in Israel. D. Brunner and 
K. Lobl. Ann. Int. Med. 49:732-750 (Oct.) 1958 
[Lancaster, Pa.]. 

Previous studies on the relationship behveen 
arteriosclerosis and disturbances in lipid metabolism 
came up against the fact that there is always a 
considerable overlap in the total cholesterol values 
in patients with coronary disease and in normal 
controls. It seemed logical that some other lipid or 
lipid fraction could serve as a clearer indicator of 
atherogenic activity. The authors had noted great 
differences as regards the incidence of arterio¬ 
sclerotic heart disease in various communities in 
Israel, the population of which is composed of 
"Ashkenazi” Jews, who came from Europe, the 
United States, and South Africa, and of “Sephardi” 
Jews, from the Mediterranean area and the Middle 
East. Among the Sephardi Jews the Yemenites are 
of especial interest. The Ashkenazi Jews showed a 
high incidence of coronary disease, whereas this 
disease was almost absent among the Yemenites. 
Other investigations confirmed the low levels of 
total serum cholesterol and other lipids among the 
Yemenites. The authors determined by analytic 
and paper electrophoretic methods the lipid pat¬ 
terns of a group of patients with coronary disease, 
of various groups of apparently healthy Ashkenazi 
Jews in different occupations, and of Yemenite 
Jews. 

The results of these studies suggested that the 
serum beta-cholesterol levels in milligrams per 100 
cc. are a better index of atherogenic activity than 
is the total serum cholesterol level or any other 
lipid or lipid pattern combination. Of 74 patients 
with coronary disease, 40% had normal levels of 
total cholesterol (the normal upper level being 
taken as 250 mg. per 100 cc.), but only 10.8% had 
beta-cholesterol levels of less than 180 mg. per 100 


cc. The group of Yemenite Jews examined did not 
show a single example with more than 180 mg. per 
100 cc. of beta-cholesterol. The Yemenite Jews 
were free of evidence of coronary disease. Among 
Ashkenazi Jews divided into groups according to 
occupation, it was found that professional workers 
(physicians) had significantly higher average beta- 
cholesterol levels dian did manual workers. Since 
the dietary habits of the Jews of Ashkenazi origin 
are similar, it seems likely that energy output, 
which varies so much beLveen manual workers 
and members of a free profession, is the decisive 
factor in determining lipid patterns and so possibly 
the incidence of coronary artery disease. The pa¬ 
tients witli coronary disease showed a low per¬ 
centage of alpha-cholesterol, which was independ¬ 
ent of the total cholesterol level and/or the beta- 
cholesterol level in milligrams per 100 cc. 

. The authors point out that their findings in 
Yemenite Jews approximate the findings of Bronte- 
Stewart and associates in African Bantus. Although 
utterly different in race and way of life, Bantus and 
Yemenites resemble each other in their lipid pat¬ 
terns, in the low proportion of fat in their diets, and 
in their immunity to coronary artery disease. The 
fact that 2 racial groups as different as the Bantus 
and the Yemenite Jews appear to be immune to 
coronary artery disease fcontradicts the supposition 
that the lipid patterns and the predisposition to 
coronary disease are due to factors of race or hered¬ 
ity, and supports the hypothesis that they are due to 
environmental causes. 

Long-Term Prophylactic Administration of Tetra¬ 
cycline to Chronic Bronchitics. J. Buchanan, W. W. 
Buchanan, A. G. Melrose and others. Lancet 2:719- 
722 (Oct. 4) 1958 [London]. 

According to Buchanan and associates, chronic 
bronchitis is an important cause of disability and 
unemployment in Scotland, being at least 3 times 
commoner in men than in women. The etiology is 
complex, including genetic and social factors and 
the effects of atmospheric pollution and tobacco 
smoking, but bacterial infection is wdely accepted 
as playing a major role. In order to ascertain 
whether long-continued tetracycline administration 
would reduce the incidence of acute exacerbations, 
the authors conducted a trial on male outpatients 
who attended for at least 12 months at intervals of 
3 weeks. All had clear evidence of chronic bron¬ 
chitis, with persistent productive cough, undue 
effort dyspnea, and a history of previous acute in¬ 
fective exacerbations which in many cases had 
been treated in hospital. No patient had active 
tuberculosis, and none had recently received anti¬ 
biotic therapy. Preliminary assessment consisted of 
a full history and clinical examination, roentgeno¬ 
grams of chest and sinuses, electrocardiography 
sputum culture, vital capacity determination weight 
measurements, urinalysis, and blood exam’ination. 
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including en'throcyte sedimentation rate. The in¬ 
vestigations M'ere repeated at intervals during tlie 
trial. At interv’als of 6 to 12 weeks, serum tetracy¬ 
cline levels were estimated. 

The patients were allotted by random selection 
to 2 groups; one group received tetracycline in a 
dose of 250 mg. night and morning, and the other 
group receh'ed lactose in capsules of identical ap¬ 
pearance. Twent\’-sL\ patients received tetracj'cline, 
and 25 recei\'ed the inert substance. The treated 
group e.vperienced a statistically significant reduc¬ 
tion in the number of e.xacerbations, compared with 
tlie control group. Subjectively, the treated patients 
were improved and had less cough, with reduction 
in the volume and purulence of the sputum. More 
of them gained w'eight than did the controls. No 
improvement was found on objective investigation. 
There were no serious side-effects attributable to 
tetracycline. Satisfactory serum tetracycline levels 
were obtained. The authors conclude that this form 
of therapy is indicated in the long-term manage¬ 
ment of chronic bronchitis. 

Familial Osteoarthropathy of the Fingers. A. C. 
Allison and B. S. Blumberg. J. Bone & Joint Surg. 
40B:53S-545 (Aug.) 1958 [London]. 

The autliors report on 2 families with a geneti¬ 
cally determined arthritis-like abnonnality of the 
hands, characterized by enlargement and loss of 
mobilit)’ of the pro.ximal and distal inteiphalangeal 
joints. Twelve of 18 affected members of the first 
family and 5 of 11 affected members of the second 
family were seen. There is no known relationship 
between the 2 families. The condition begins before 
puberty, is relatively painless, and is not function¬ 
ally disabling. It resembles the condition described 
by Thiemann and appears to be one of a group of 
conditions in which the epiphyses of the bones 
undergo avascular necrosis. The appearance of the 
abnormality is controlled by a single autosomal 
gene, which manifests itself in nearlj’ all persons 
who are heterozygous for it. Two of the offspring 
of a consanguineous marriage between affected 
persons showed much greater involvement than 
their siblings. This suggests that they may repre¬ 
sent the effect of the abnormal gene in double dose. 
If this is so, the tjpe of inheritance cannot strictly 
be regarded as “dominant,” since die abnormal 
homozygote is different from the heterozygote. 

Blankets and Infection: Wool, Terjdene, or Cotton? 
H. Schwabacher, A. J. Salsburj' and W. J. Fincham. 
Lancet 2:709-712 (Oct. 4) [London]. 

Antibiotic-resistant strains of pathogenic bacteria 
have become a serious problem, particularly 
Staphylococcus aureus which is able to acquire re¬ 
sistance faster tlian new and potent antibiotics can 
be produced. Staph, aureus, phage t>pe SO, made 
its appearance at the hospital with which the au¬ 


thors ai-e connected toward the end of 1957. It be¬ 
came endemic, and measures taken to eradicate it 
failed. The hospital laundry disinfected woollen 
blankets with quaternary ammonium compounds. 
In examining test blankets, the authors found no 
staphylococci or streptococci, though Proteus sad- 
garis and Pseudomonas pyocyanea have survived 
the process. But the fluff from these blankets seemed 
to pla^: an important part in the spread of infection, 
as plates e.xposed on the wards nearly always re¬ 
vealed numerous colonies of staphylococci around 
a nidus of fluff. Experiments were, therefore, di¬ 
rected toward assessing (1) the effect of more fre¬ 
quent cleaning and more careful use of woollen 
blankets and (2) the effect of using a blanket ma¬ 
terial which would not produce fluff. Two experi¬ 
ments were devised to investigate woollen and non¬ 
woollen blankets. In both records were kept of any 
septic cases on the xvards. 

The first e.xperiment showed that tlie use of 
freshly washed blankets, disinfected with quater¬ 
nary ammonium compounds, for each jiatient ad¬ 
mitted to a test ward reduced the total bacterial 
count (and especially that of Staph, aureus, phage 
ty'pe 80) and also decreased cross-infection. The 
second e.xperiment showed that there was a moder¬ 
ate reduction in the total bacterial count when 
Terylene blankets were used instead of woolen 
blankets. But the total bacterial count was reduced 
more and there was no cross-infection during the 
time that cotton blankets were used. After the first 
ivashing cotton blankets did not produce the fluff 
which seems to be a major factor in the spread of 
infection. 

The Fibre Composition of Hospital Dust. T. A. 
Pressley. Lancet 2:712-713 (Oct. 4) 1958 [London]. 

As part of an investigation of the hospital blanket 
problem, it was thought desirable to make a direct 
e.xamination of hospital dust—presumably the ve¬ 
hicle chiefly responsible for carrying bacterial in¬ 
fection to a wound. For this purpose samples were 
collected in 3 hospitals in the Melbounie area. A 
preliminary sample of floor sweepings contained a 
high proportion of heavy debris that xvould never 
be air-borne, and sampling from the air at bed 
height was, tlierefore, undertaken. All samples of 
air-borne dust collected in the 3 hospitals consisted 
essentially of cellulose fibers. Very few wool fibers 
could be found. Most samples subjected to bac¬ 
teriological examination contained coagulase-posi- 
tive Staphylococcus aureus. This suggests that the 
cross-infection with Staph, aureus is primarily due 
to transfer of tlie bacteria by some agency odier 
than fluff from blankets and that, therefore, re¬ 
placement of wool blankets with those made from 
other textile fibers, or the application of an oiling 
technique to blankets only, is , unlikely to reduce 
cross-infection. 
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Acute Myocarditis After A-Influcnza: Two Cases. 

. H. Lisager. Ugesk. Iceger 120:1330-1331 (Oct. 2) 
1958 (In Danish) [Copenhagen]. 

Of 2 cases of heart disorder of acute origin, one 
set in during influenza with fulminant course; the 
other appeared 3 weeks after the start of influenza. 
In both cases the influenza (type A) was compli¬ 
cated by bronchopneumonia of unknow'n etiology. 
There were in both instances cardiac dilatation, 
tachycardia, low blood pressure, and electrocardio¬ 
graphic changes in the RS-T interval and the T 
wave. The patients survived. In the first case the 
picture was somewhat obscured by the acute phase 
of the main disorder and the active therapy. Be¬ 
cause of the marked, rapidly increasing heart dila¬ 
tation in this case, digitalis therapy was discussed 
but was not considered to be indicated. In the sec¬ 
ond case insufficiency symptoms occurred, and, as 
the course here was, on the whole, more peaceful, 
careful digitalization was applied with good effect. 


SURGERY 

Haemorrhagic Infarction of the Sigmoid as a Re¬ 
sult of Thromboangiitis Obliterans. J. K. C. Rijs- 
bosch. Arch. chir. neerl. 10:124-133 (No. 2) 1958 
(In English) [Arnhem, The Netherlands]. 

At the surgical clinic of the University of Utrecht 
a 23-year-old man, who was under treatment, sud¬ 
denly had felt a violent urge to defecate, associated 
with profuse sweating. These symptoms were fol¬ 
lowed by severe lower abdominal pain; vomiting 
continued, but hardly any stools were produced. 
There was muscular defense in the left lower ab¬ 
dominal region, but no intestinal peristalsis was 
observed. Rectal e.xamination was very painful. The 
condition was diagnosed as pelvic peritonitis of 
undetermined etiology. During laparotomy a large 
portion of the sigmoid colon was found to be 
necrotic. The inferior mesenteric artery was com¬ 
pletely obliterated. In the course of resecting the 
necrotic portion of the colon, it was found that the 
marginal arcades of tire colon were very poorly 
developed—a fact which necessitated a wide resec¬ 
tion. The continuity of the colon was restored by 
means of an end-to-end anastomosis between the 
ascending colon and the rectum. 

The histological examination of the resected 
specimen revealed that the changes in the inferior 
mesenteric artery and its ramifications resembled 
those described by Buerger in 1924 in the arteries 
and veins of the’lower extremities in cases of throm¬ 
boangiitis obliterans. The arterial lumens were ob¬ 
literated by a highly vascular connective tissue or 
by thrombosis with organization. The cells invad¬ 
ing these thrombi, which were characterized by 
their unusual nuclei, might be compared with the 
cells regarded by Buerger as deformed angioblasts. 


Granulation tissue containing giant cells and fill¬ 
ing the vessels is believed to be pathognomonic of 
thromboangiitis obliterans (Buerger’s disease). On 
the basis of the similarity between the histological 
vascular changes observed in this patient and those 
found in patients with thromboangiitis obliterans 
of the vessels of the lower extremities, this condi¬ 
tion can be regarded as Buerger’s disease showing 
an unusual localization: the inferior mesenteric 
artery and its ramifications. 

Occlusion of the inferior mesenteric artery does 
not necessarily produce clinical manifestations, for 
obliteration of this artery is sometimes found at 
autopsy in the absence of circulatory disturbances 
in the regions supplied by this artery. While it has 
been known that transient abdominal symptoms 
may occur in the course of manifest Buerger’s dis¬ 
ease of the extremities, the literature on throm¬ 
boangiitis obliterans in the mesenteric vessels is 
scanty. Obliteration of the inferior mesenteric ar¬ 
tery generally has few consequences with regard to 
the circulation in the colon, because a satisfactory 
development of marginal arcades, as a rule, en¬ 
sures the development of a collateral circulation. 
An initially adequate collateral circulation, how¬ 
ever, may become inadequate as a result of pro¬ 
gressive involvement of the mai-ginal arcades. The 
symptoms which accompany an infarction in the 
left part of the large intestine are those of “an 
acute abdomen.” The pain is generally in the left 
side of the lower abdomen, lire history often re¬ 
veals previous attacks of abdominal pain of ob¬ 
scure etiology (intermittent mesenteric claudica¬ 
tion). If the general condition permits, laparotomy 
is carried out, the colon being resected to well be¬ 
yond the infarcted part. Recently, embolectomies 
have been described in cases of occlusion of the 
superior mesenteric artery; if not completely restor¬ 
ing intestinal vitality, such procedures at least per¬ 
mit reduction of the intestinal resection. 

Variation of the Serum Aminopherase (Transami¬ 
nase) Activities in Surgical Patients. V. D’Abbicco 
and A. De Tullio. Acta chir. italica 14:539-551 
(July-Aug.) 1958 (In Italian) [Padua, Italy]. 

The authors investigated the quantitative varia¬ 
tions of serum glutamic oxalacetic transaminase 
(SGO-T) activity and of serum glutamic pyruvic 
transaminase (SGP-T) activity in 52 surgical pa¬ 
tients. One group of 20 patients had neoplastic 
disease which in 10 was either a primary or a meta¬ 
static lesion of the liver. The second group, con¬ 
sisting of 11 patients, had various types ;of liver 
disease, occasionally accompanied by jaundice. The 
third group of 21 patients had various other dis¬ 
orders to be treated by surgery. No deviation from 
normal titers in the serum level of the 2 transami- ' 
nase activities was observed in the patients of the 
nrst group who had a neoplastic lesion of an organ 
which was not in the digestive tract, although a 
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slightly higher level of SGP-T activity was recorded 
in one patient with pulmonarjf carcinoma. Unlike 
other workers, the authors did not find an increased 
serum transaminase aetivity in patients with pri¬ 
mary or metastatic lesions of the liver. An inversed 
proportion of SGO-T to SGP-T activity, as com¬ 
pared wnth normal titers in patients with metastatic 
lesions of the liver, was the most striking feature of 
this study. Elevated levels of serum transaminase 
actixity were established in patients with neo¬ 
plastic or non-neoplastic disease of the liver ac¬ 
companied by marked jaundice. Tliere was no 
deviation from normalcy in the serum transaminase 
actiwty in patients of the third group who did not 
have a liver or neoplastic disease. 

Vertebra Plana, A. T. Fripp. J. Bone & Joint Surg. 
40B:378-384 (Aug.) 1958 [London]. 

The author reports 4 cases of vertebra plana in 
2 boys and 2 girls who were treated at various 
hospitals in England between 1935 and 1945. No 
biopsj' was performed. The cases were typical in 
their mode of onset, symptomatology, and clinical 
findings. The early roentgenographic appearances 
were also ty'pical. The patients were treated by a 
period of recumbency but with no deep roentgeno¬ 
therapy; recent follow-up showed that in each pa¬ 
tient there was a complete relief of symptoms 
without any appreciable clinical abnormality. A 
complete skeletal sun'ey was carried out in only 
one patient, and no other bone lesion was observed. 
Later roentgenograms showed in each patient al¬ 
most complete regeneration of the affected vertebra, 
and in 3 of the 4 patients there was a narrow line 
of sclerosis (the ghost vertebra) representing the 
original collapsed and dense vertebral body. It ap¬ 
pears that solitary lesions of this type in the vertebra 
can be self-limiting. A review of the patients sug¬ 
gests that in solitary lesions deep roentgenotherapy 
is not necessary^ provided that the patient can be 
kept under supervision with repeated roentgeno¬ 
graphic e.vamination in order that the process of 
regeneration can be followed. In view of the pos¬ 
sible after-effects of deep roentgen-ray. irradiation, 
it is desirable to limit this to patients in whom it is 
proved to be necessary'. If there is roentgenologic 
evidence of multiple lesions, a biopsy should be 
performed on the one that is accessible, and appro¬ 
priate x-ray treatment instituted. 

Second Shunting Operations for Pulmonary Steno¬ 
sis witli Cyanosis Following Failure of Original 
Systemic-Pulmonary' Anastomoses. J. A. Haller Jr. 
Surgery 44:919-926 (Nov.) 1958 [St. Louis]. 

Of the 1,500 patients with pulmonary' stenosis 
and cy'anosis who were operated on behveen 1944 
and 1957 at the Johns Hopkins Hospital, 266 (group 
1) were infants, 514 (group 2) were children be- 
Uveen the ages of 2 and 5 y'ears, 478 (group 3) were 


children behveen the ages of 5 and 12 years, and 
242 (group. 4) were over 12 years of age. One hun¬ 
dred nine of the 1,500 patients (34 of group 1, 44 
of group 2, 18 of group 3, and 13 of group 4) re¬ 
quired reoperation because their original systemic- 
pulmonary anastomoses became inadequate. The 
average time interval between the original and the 
second operation in the 4 groups of patients varied 
between 3 and 8 years. The highest incidence of 
shunt failure occurred in the group of infants (up to 
2 years of age) in which about 1 in every 7 patients 
required reoperation^ The most common cause of 
a poor result in this group was thrombosis of the 
original anastomosis. The prognosis was best for 
the patients in group 3 in which only 1 pahent in 
25 required a second operation; in 13 (70%) of the 
IS patients in this group who required a second 
anastomosis, the indication for it was that the pa¬ 
tients had outgrown their original shunts which 
were still patent and functioning well. A Potts-ty'pe 
anastomosis was used for the second operation in 
57 (52%) of the 109 patients, but follow-up evalua¬ 
tion after the second operation revealed that the 
type of anastomosis employed in the second opera¬ 
tion did not influence the generally good results 
obtained by the second operation. Ten patients died 
during or shortly after the second operation, an 
over-all mortality rate of 9%. Eighty-three of the 
109 patients have been followed for more than 3 
months, with an average follow-up period of 3 
years; 75 (90%) of the S3 patients are considered to 
have good postoperative results. 

Acute Episodes of Diverticulosis of the Large In¬ 
testine. M. Marsiglia. Chirurgia 13:292-296 (No. 4) 
1958 (In Italian) [Milan, Italy']. 

An evaluation is made of the therapeutic results 
in 43 patients who were operated on during the 
period from 1946 to 1956 for acute diverticulosis 
of the large intestine in the surgical emergency 
department of the clinic with which the author is 
associated. The average yearly number of opera¬ 
tions did not change much in this period, which 
means that antibiotics have not greatly affected 
the clinical course of the disease. Diverticula had 
developed in the pelvic colon in 41 patients and in 
the transverse colon in 2 patients. There were 14 
operative or postoperative deaths (32%) recorded, 
which included 7 of 19 patients with perforation of 
the diverticulum, 4 of 12 patients with generalized 
peritonitis without perforation, 1 of 4 patients with 
peritoneal abscess, and 2 of 8 patients with intestinal 
occlusion. The last 2 patients difed because of a 
second occlusion which was not detected during 
the operation. 

The author points out that the operation per- 
formed.,on these patients was a lifesaving measure 
and it did not resolve the disease. A long history' of 
diverticulosis was known to have e.xisted in 9 pa- 
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tients. Frequent occurrence of subacute episodes 
of colitis preceding the acute episodes of diverticu- 
losis of the large intestine was traced in the history 
of the remaining 34 patients. The author therefore 
suggests an early institution of surgical therapy 
after a trial of medical treatment in patients with 
recurrent mild or subacute episodes of diverticu- 
losis in order to prevent the onset of the acute 
phase of the disease. 

Proximal Pancreatectomy in the Treatment of 
Pseudocysts of tlie Pancreas: I. Eight Pancreatec¬ 
tomies Because of Fistula. P. Mallet-Guy and J. 
Michoulier. Lyon chir. 54:707-725 (Sept.) 1958 (In 
French) [Paris]. 

Pancreatic fistula as a sequela of external drain¬ 
age for pseudocysts of the pancreas is a grave, 
often fatal postoperative complication, frequently 
requiring a second surgical intervention. Experi¬ 
ence with external drainage of pseudocysts through 
tlie canal of Wirsung in 5 patients showed that this 
treatment may have more inconveniences than ad¬ 
vantages. The pancreatic pseudocysts are the result 
of a necrotic or traumatic interruption of the ex¬ 
cretory system, most frequently of the duct of 
Wirsung itself. The collection of fluid is main¬ 
tained by secretion from the segment on the left 
side of the pancreas, i. e., the proximal segment. 
Infection is the usual consequence of the external 
pancreatic fistula, rapidly leading to a pyopan- 
creatic fistula. Skin lesions caused by the digestive 
action of the escaping pancreatic fluid constitute a 
grave complication, appearing in the neighborhood 
of the fistulous opening. Proximal pancreatectomy, 
which is particularly indicated in patients witli 
fistulas after external drainage, was successfully 
carried out in these 5 patients. Repeated and cor¬ 
rectly performed external drainage, with continuous 
suction, assuring disinfection of the sac, and separa¬ 
tion of the adhesions would have simplified the 
operation in many of the authors’ patients. An ex¬ 
ternal fistula was observed in an additional patient 
after incomplete pancreatectomy and was cor¬ 
rected by resection of the caudal segment. Two 
other patients with internal pancreatic fistulas, lo¬ 
cated in the gastric cavity, were cured by proximal 
pancreatectomy. Thus, 8 patients who presented 
fistulized pseudocysts, complicated by infection and 
blocked by severe adhesions, were cured by proxi¬ 
mal pancreatectomy. 

Proximal Pancreatectomy in the Treatment of Pan¬ 
creatic Pseudocysts: III. Conclusions in 21 Personal 
Cases. P. Mallet-Guy and J. Michoulier. Lyon chir. 
54:742-760 (Sept.) 1958 (In French) [Paris]. 

Three arguments may be advanced in favor of 
proximal pancreatectomy in the treatment of pa¬ 
tients with necrotic pseudocysts of the pancreas: (1) 
interruption of the pancreatic excretory duct, which 


is the cause of the pseudocyst; (2) inflammatory 
lesions of the proximal segment of the gland; and 
(3) possible occurrence of epithelioma, the first 
manifestation of which would be pancreatic necro¬ 
sis. A survey of 39 patients subjected to proximal 
pancreatectomy, 21 of whom were the authors’ own 
patients and 18 of whom were reported on in the 
literature, showed that the operation was performed 
as a last resort on more than one-half of the pa¬ 
tients after external drainage; it was performed on 
9 patients because of fistula, on 9 because of recur¬ 
rence of the syndrome, on 2 after internal drainage, 
and on 1 after sphincterotomy. There were 2 post¬ 
operative deaths and 3 late deaths (1 from a malig¬ 
nant recurrence). The results in the surviving 
patients, 6 of whom were followed from 3 to 14 
years after the operation, were excellent. No re¬ 
lapses were noted in any of the survivors. 

Considering these results, proximal pancreatec¬ 
tomy seems to be the treatment of choice for pa¬ 
tients with necrotic pseudocysts of the pancreas, 
because it removes the malfunctioning duct of Wir¬ 
sung which is the substratum of the disease. Yet the 
operation cannot be performed in all cases, be¬ 
cause it is often difficult and may be dangerous, 
especially in patients with external pseudocysts of 
the pancreas. External drainage, with continuous 
suction, performed before the operation helps to 
improve the results in such patients. Palliative op¬ 
erations have precise indications, particularly in 
patients with pseudocysts of the head of the pan¬ 
creas. 

Tuberculosis of the Femoral Neck and Greater 
Trochanter. R. T. Ahern. J. Bone & Joint Surg. 
40B:406-419 (Aug.) 1958 [London]. 

The author reports on 2 girls and 4 boys, between 
the ages of 3 and 9 years, with tuberculosis of the 
femoral neck, who were treated at the Heatherwood 
Orthopedic Hospital in Ascot, England. Three pa¬ 
tients were treated conservatively by bed rest and 
immobilization with the aid of a plaster cast, and 
the other 3 were treated by excision of the focus 
and chemotherapy with streptomycin combined 
with aminosalicylic acid (PAS) or isoniazid, or both. 
Tuberculosis of the femoral neck is an uncommon 
lesion occurring in patients in the first decade of 
life. Excellent results were obtained in the 3 pa¬ 
tients ^eated by immediate surgical intervention 
under antibiotic cover. 

Eighteen patients, 13 male and 5 female, between 
the ages of 14 and 75 years, with tuberculosis of 
the trochanteric bursa and greater trochanter were 
treated at the same hospital by a “standard meth¬ 
od consisting of combined chemotherapy and 
radical surgery. An additional 14 patients, 11 male 
and 3 female, between the ages, of 11 and 65 years, 
with the same condition were treated by other 
methods. Tuberculosis of the trochanteric bursa 
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and greater trochanter is a chronic disease, and 
advice is sought for superficial abscess of sinus 
formation. While the disease remains deep to the 
fascia lata, it is often silent or causes only minor 
s\Tnptoms. The evidence is overwhelming in favor 
of spread of the disease from bursa to bone. Eight 
of the 18 patients treated by the standard method 
showed bursal in\'olvement alone; in the remaining 
10 patients every degree of bone destruction, from 
tlie slightest surface erosion to e.vtensive cavitation, 
was observed. 

Trochanteric tuberculosis probably spreads as a 
surface infection, although in a few cases the pres¬ 
ence of large sequestrums suggests an infection in 
depth at the same time. In the patients with bone 
destruction the area of disease was well demarcated, 
and a uniform hard surface of bone presented after 
removal of the sequestrums and tuberculous debris. 
In view of this, excision of the trochanter appears 
to be superfluous and possibly dangerous, even in 
the presence of antibiotics. Roentgenography is an 
unreliable guide; decalcified sequestr ums and debris 
are often not shown. Some useful information may 
be gained by roentgenograms in full medial and 
lateral rotation. In the absence of gross secondary 
infection the amount of discharge may be a rough 
but useful guide to the amount of dead tissue 
present. The results obtained from combined 
chemotherapy and radical surgery in the 18 pa¬ 
tients treated by this method have been satisfactory 
so far. although the period of follow-up is still 
short. The results compare favorably with those of 
other methods of treatment employed in the group 
of 14 patients wdth trochanteric tuberculosis. 

Gastrojejunal Ulcer and Gastrojejunocolic Fistula. 
R. P. McBurney, T. Farrar and R. L. Sanders. Am. 
Surgeon 24:709-713 (Oct.) 1958 [Baltimore]. 

Gastrojejunal ulcers developed in 51 of 1,000 pa¬ 
tients treated surgically for duodenal ulcers. Five 
of the 51 had gastrojejunocolic fistulas. In 36 of the 
51 patients a gastrojejunal ulcer developed after 
gastroenterostomy; 10 of these 36 had had vagot¬ 
omy in addition to the gastroenterostomy. Nine 
patients had had gastric resection as their primary 
surgery, 5 had had vagotomy and gastric resection, 
and 1 had had a pyloric exclusion operation. The 
most common sxTnptoms in this series were ab¬ 
dominal pain, nausea, vomiting, hemorrhage, 
weight loss, and diarrhea. Roentgenologic findings 
were positive or suggestive in 80% of the cases. 

Fifty-eight surgical operations were performed 
on the 51 patients, since the gastrojejunal ulcer 
recurred in 7 of them. The majorih' of the patients 
were treated either by gastric resection with take¬ 
down of the gastroenterostomy, by vagotomy and 
-gastroenterostomy combined, or by vagotomy plus 
gastric resection. There were 26 patients on whom 
gastric resection unth resection of the stomal ulcer 


and performance of a new gastrojejunostomy were 
done. Seventeen of these obtained excellent and 
5 satisfactory results, whereas in the other 4 pa¬ 
tients die results were poor. In 12 patients vagotomy 
was added to gastroenterostomy in the treatment 
of gastrojejunal ulcer, with 2 excellent results and 
10 poor results. 

Nine patients had vagotomy and resection as 
their final definitive treatment, this being done as 
subsequent procedures in some cases. Of this group, 
4 had excellent results; 1, a satisfactory result; and 
4, unsatisfactory results. All these patients had had 
at least a 65% gastidc resection in association with 
vagotomy. The primary causes for an unsatisfactor)’ 
result in both the gastric resection cases and the 
vagotomy plus gastric resection cases were' anemia 
and malnutrition plus the dumping syndrome. In 
only one case was recurrence of the ulcer the cause 
for an unsatisfactory result. 

There were 2 postoperative deaths. Both of these 
patients had a gastrojejunocolic fistula, and one 
had a free perforation with peritonitis before op¬ 
eration, The authors believe that, with modern 
techniques and antibiotics, the treatment of choice 
for gastrojejunocolic fistula is a one-stage resection 
of the stomach, the ulcer, and closure of the colonic 
fistula. The last 3 of their 5 patients udth gastro¬ 
jejunocolic fistula all had uneventful postoperative 
courses. One of the patients had a pancreatic islet 
cell adenoma in association with a recurrent gastro¬ 
jejunal ulcer. This was discovered at autopsy, the 
patient having died after hemorrhage caused by 
erosion of the splenic artery from a recurrent 
gastrojejunal ulcer. It is possible that some of the 
other patients in this series may have had tliis syn¬ 
drome. The policy of the authors now is always to 
explore tlie pancreas when operating for gastro¬ 
jejunal ulcer. Three patients had free perforation 
of the gastrojejunal ulcer into the abdominal cavity, 
and one of these had free perforation on 2 occa¬ 
sions. This complication was treated satisfactorily 
in 2 cases by simple closure of the perforation. In 
one case peritonitis led to abscess formation, and a 
second free perforation later was treated by radical 
resection; however, the patient died of peritonitis. 

Adenomatous Polyps of the Duodenum. I. I. 
Kal’chenko. Novy'. khir. arkh. 4:31-40 (July-Aug.) 
1958 (In Russian) [Kiev, Russia]. 

On the basis of observations on 5 patients with 
polyps of the duodenum, the author concludes that 
most polyps of the duodenum are associated with 
polyposis of the stomach. The adenomatous polj'ps 
of the duodenum have the same tendency to under¬ 
go malignant degeneration as the polyps of the 
stomach, and they must, therefore, be regarded 
with suspicion. Tlie adenomatous polyTis of the 
duodenum, particularly if multiple and of consid¬ 
erable dimension, require resection.of the intestine. 
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Removal of the polyps alone is not sufficient and is 
indicated only in cases in which die polyps are 
located near the papilla of Vateri, have not under¬ 
gone malignant degeneration, and do not cause 
profuse hemorrhages. A thorough examination of 
the entire gastrointestinal tract is necessary in the 
presence of polyps of tire duodenum, because they 
are frequently associated with polyps of otlier seg¬ 
ments of tire intestine. Clinical experience suggests 
tlrat dre polyps have a tendency to increase in 
number and in size and that drey display a tendency 
to the involvement of other segments of the in¬ 
testine. 

GYNECOLOGY & OBSTETRICS 

Femoral Neuropadry in Abdominopelvic Surgery. 
D. A. Johnson and R. R. Montgomery. M. Ann. 
District of Columbia 27:513-514, 562 (Oct.) 1958 
[Washington, D. C.]. 

A case is reported which is a typical example of 
femoral neuropathy complicating gynecologic sur¬ 
gery. The 40-year-old woman was subjected to 
totd hysterectomy, bilateral salpingo-oophorec- 
tomy, and appendectomy. The operation was per¬ 
formed through a Pfannenstiel incision. The im¬ 
mediate postoperative course was uneventful. On 
the third postoperative day, when tire patient at¬ 
tempted to stand, her right leg did not support her. 
The patient remained in bed for a 4-day period 
and then attempted to stand and walk again. There 
was great weakness in the right lower extremity, 
particularly at the knee. The patient did not com¬ 
plain of pain in the extremity, but it was necessary 
for her to walk with a cane. Examination 6 weeks 
after the operation revealed weakness in the right 
lower extremity, with inability to extend the leg at 
the knee and to flex the thigh on the abdomen. The 
patellar reflex was absent; the Achilles tendon 
reflex was normal. There was deficiency of muscle 
tone over the anterior aspect of the right thigh, and 
measurements revealed approximately 2 in. of 
atrophy in the right thigh as compared xvith the 
left. A sensory deficit was detected over the an¬ 
terior aspect of the right thigh. 

A diagnosis of traumatic femoral neuropathy 
was made. The patient was reexamined 3 weeks 
later, when a very slight contraction in the right 
quadriceps muscle was palpable. One month later 
there was definite contraction of both the quadri¬ 
ceps and the iliopsoas muscles, though weakness 
was still severe and ambulation required support 
by a cane. Improvement continued slowly but pro¬ 
gressively. The authors discuss the anatomy of the 
femoral nerve and suggest that some cases of fe¬ 
moral neuropathy may not be recognized. Often 


the complaint is one of vague weakness in one or 
both lower extremities which, fortunately, improves 
spontaneously in most instances in from 1 to 24 
weeks. Symptoms vary according to the degree of 
involvement of the nerve. Weakness of flexion of 
the thigh at die hip and weakness of extension of 
the leg at the knee, with loss of the patellar reflex, 
are the prominent clinical features. If involvement 
is bilateral and severe, the patient may be unable 
to walk, and even standing may be very difficult. 
Retraction associated with surgery is the usual 
cause of this neuropathy. Awareness of the possi¬ 
bility of this complication may result in its preven¬ 
tion and \vill lead to its prompt recognition and 
appropriate treatment. 

PEDIATRICS 

The Heart in Funnel Chest: Preoperative and Post¬ 
operative Studies of 70 Cases. B. Landtman. Ann. 
paediat. Fenniae 4:181-190 (No. 3) 1958 [Helsinki]. 

Cardiologic studies were carried out on 70 chil¬ 
dren (50 boys and 20 girls) with funnel chest at the 
time of surgical correction of chest deformity. The 
children ranged in age from 9 months to 15 years, 
45 being under 5 years. Tlie interval between pre¬ 
operative and postoperative examinations was, on 
the average, 4 or 5 months. Before the operation 22 
of the children gave a history of repeated upper 
respiratory infections; 23, of dyspnea on effort; and 
5, of occasional precordial pain. None of the pa¬ 
tients showed signs of organic heart disease or of 
cardiac failure. The blood pressure was within 
normal limits in all the patients, and no significant 
changes were seen after the operation. Two of the 
children had systolic murmurs, the intensity of 
which exceeded normal ranges of variation; in both 
these patients the murmur almost disappeared after 
the operation. The rest of the patients showed nor¬ 
mal phonocardiograms, and no significant changes 
were seen postoperatively. 

Roentgenologic studies revealed in most of the 
patients slight enlargement of the cardiac silhouette 
and some degree of displacement to the left. The 
diameter of the heart was usually diminished in 
the lateral positions. After surgical correction of 
the chest deformity, the cardiothoracic ratio in the 
anteroposterior position decreased in two-thirds of 
the patients. Ectopic arrhythmias were recorded in 
7 patients; normal sinus rhythm was restored in 5 
of these patients after the operation. Postopera¬ 
tively, the amplitude of the P wave decreased in 
22 patients. Before the operation the majority of 
the patients showed electrocardiographic signs of 
clockwise rotation of the heart about its longitudinal 
axis. There was usually a positive correlation be- 
Uveen the degree of the rotation and the severity 
of the sternal depression. A rotation of the heart 
in normal direction was usually seen after the oper- 
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afa'on. It was suggested that tlie preoperative 
changes in the electrocardiogram resulted from 
pressure exerted on the heart by die depressed 
sternum and from cardiac displacement. Although 
the majorih' of tlie children were asjTnptomatic 
before the operation, the obseri'ations tend to sup¬ 
port the view that surgical correction of funnel 
chest is often indicated because changes in the 
function of tlie heart, which are often present in 
children with this anomaly, usually disappear after 
the operation. 

Salmonella Typhimuriuni Infection Dust-Borne in 
a ChOdren’s Ward. J. G. Bate and U. James. Lancet 
2:713-715 (Oct. 4) 1958 [London]. 

In an infants’ ward of a children’s hospital 7 
outbrealcs of gastroenteritis over a period of 11 
months were caused by Salmonella tjTphimurium, 
phage tiyie 2. The Sal. tiphimurium infection was 
probably introduced in November, 1956, by a child 
who had had gastroenteritis in another hospital 
and who was found to be an intermittent e,\'creter. 
Even at this early stage there was evidence of an 
environmental infection in the finding of these 
organisms in the weighing-machine basket. On in¬ 
vestigation of tlie second and tliiid outbreaks, a 
nurse, 2 orderlies, and 2 porters were found to be 
excreters. It seemed highly probable that the por¬ 
ters had been infected by handling contaminated 
linen. In the last 4 outbreaks no human carrier was 
detected, and it was not possible that the infection 
had come from the milk-ldtchen. Therefore, tliere 
was reason to believe that the infection was en- 
xdronmental. This was confirmed by die finding of 
Sal. ti’phimurium, phage tj^e 2, in the bag of the 
floor-polisher. It seemed likely that dust contami¬ 
nation by passage of organisms through the porous 
cloth bag of this machine was the cause of the later 
outbreaks, and may have been responsible for all 
but die first. Since sucdon-cleaning and polishing 
of floors by a machine fitted widi disposable paper 
dust-bags has been substituted, diere has been no 
case of Sal. tj'phimurium infection. 

Plasmanate: A New Plasma Substitute for Pediatric 
Therapy. T. C. Cock, C. M. Binger and J. L. Dennis. 
California Med. 89:257-259 (Oct.) 1958 [San Fran¬ 
cisco]. 

Tlie authors report the results of a 2-year study 
on 125 infants and children who received intrave¬ 
nous infusions of a fractionated human serum pro¬ 
tein solution, Plasmanate. More than 300 units of 
the solution were given during this period. The 
response to diis new plasma subsdtute was studied 
in detail in 120 of die 125 patients, 94 of whom 
were in extreme shock state associated with the 
dehydration of diarrhea, to.xemia, and infections 
and* wadi extensive bums; the remaining 26 were 
chronically ill children who had pronounced serum 
protein deficiencies due to such causes as idiopathic 


hj'poproteinemia, malnutrition, and burns. All the 
children were observed for any reactions, compli¬ 
cations, or problems that might be associated with 
the infusion of human serum proteins, Tlie group 
of children who were in extreme shock state were 
given 30 cc. of Plasmanate per kilogram (15 cc. per 
pound) of body weight intravenously at 5 to 10 cc. 
per minute. Children with hj'poproteinemia were 
given daily slow intravenous drip infusions of 20 
to 30 cc. per kilogram (10 to 15 cc. per pound) of 
body weight, as required. There was rapid response 
to stimuli, improved orientation, and restoration of 
normotensive blood pressure in 89 of the 94 patients 
who were in acute shock state; 22 of the 26 children 
with persistent In'poproteinemia responded with 
return of strength, gain in weight, and satisfactory 
healing of surgical incisions and sldn grafts. Eleven 
had a significant increase in semm protein content 
after repeated administration of Plasmanate. In no 
instance was tliere any evidence of sensitization, 
untoward reaction, or hepatitis, although 29 patients 
received repeated infusions at varyung intervals. 
The authors believe that Plasmanate, which has 
relatively more sodium (111 mEq. per liter) than 
chloride (61 mEq. per liter), osmotic pressure 
parallel to that of plasma, acidity within physiologi¬ 
cal limits, and negligible potassium content, wmdd 
constitute an almost ideal solution for initial tlier- 
apy in infants with acidosis, dehydration, and elec¬ 
trolyte depletion. 

Behavior of Antistreptolysin Titer After Recovery 
from Scarlet Fever. H. Kupate and W. Kohler. 
Monatsschr. Kinderh. 106:393-396 (Sept.) 1958 (In 
German) [Berlin]. 

From earlier investigations on the behavior of 
die antistreptolysin titer during scarlet fever, die 
authors had deduced that contact ivith hemolytic 
streptococci must persist for a while before an in¬ 
crease in antistreptolysin titer can be expected. 
Obsen'ations on the streptolysin titer after recov¬ 
ery from scarlet fever proved somewhat confusing, 
for, if the hemolytic streptococci had been rendered 
inactive by penicillin, no increase in the titer should 
have been evident 3 weeks after discharge from 
the hospital in those who had had normal titers at 
the time of admittance. The contrary was observed 
in that there was an increase in antistreptolysin 
titer in 11 of 17 children. Other investigators like- 
wuse had observed late increases in titers despite 
penicillin therapy. Since opinions were divided 
about the causes of this behavior, the authors in¬ 
vestigated this problem in a larger number of 
patients. Pharyngeal smears were taken to demon¬ 
strate the presence of hemolytic streptococci. 

Studies were made on 162 children, but it was 
not possible to subject all these children to follow¬ 
up tests at regular intervals. At the time of dis¬ 
charge from the hospital only 21% of die children 
showed an increased antistreptolysin titer, whereas 
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during follow-up tests an average of 57% showed 
increases. The increase became even more clear 
when the results obtained within the first 5 weeks 
(50%) were compared with those obtained in later 
weeks (70%). It was ascertained by questioning that 
these increases were not brought on by new infec¬ 
tions. The fact that an increase in antistreptolysin 
titer developed in more than half of the cases of 
scarlet fever proved tliat, despite early treatment 
nath penicillin, the patients reacted to the presence 
of hemolytic streptococci more often than was 
generally assumed. Although it was impossible to 
isolate hemolytic streptococci from the pharyngeal 
smears after penicillin therapy had been continued 
for 7 days, control tests carried out from 3 to 8 
weeks after discharge from the hospital, and even 
later, revealed hemoljdic streptococci in the phar¬ 
ynx of about 29% of the patients examined. \Vhen 
patients were divided into 2 groups with regard to 
an increased or normal antistreptolysin titer, the 
percentages were 47 and 7% respectively. 

No definite answer can be given to the question 
whether the hemolytic streptococci found during 
follow-up tests were acquired as the result of a 
superinfection or were identical with the strep¬ 
tococci which produced the scarlet fever. The 
strains of hemolytic streptococci were classified 
serologically. The large majority of strains belonged 
to Streptococcus pyogenes humanus, group A. Six 
strains, however, belonged to other groups. Of 4 of 
these which were isolated on admission, 2 belonged 
to group F, 1 to group C, and 1 to group P. This 
was the first time that a Streptococcus organism of 
the serologic group P was demonstrated by the 
authors in a human subject; usually it is detected 
in dogs or hogs. The child in question had typical 
scarlet fever and had lived in rural surroundings. 

Etiology of the Stevens-Johnson Syndrome. G. 
Bucha. Monatsschr. Kinderh. 106:401-404 (Sept.) 
1958 (In German) [Berlin]. 

According to Bucha, the severe forms of erythema 
exudativum multiforme show an extraordinary 
variety of manifestations. This is explained by the 
involvement of the different mucous membranes 
and of internal organs. Many factors have been 
listed as eliciting causes, and even the nomencla¬ 
ture is not uniform. The idiopathic form, ectoder- 
mosis erosiva pluriorificialis, is generally referred 
to as the Stevens-Johnson syndrome. The 3 most 
frequently suggested etiologies of this syndrome 
are (1) that it is an independent virus disease, (2) 
that it is a form of sepsis, and (3) that it is an 
allergic-toxic process which probably belongs to 
the group of rheumatic disorders. Even the thera¬ 
peutic results are often contradictory, so that a 
diagnosis ex juvantibus is likewise not possible. 

The author resumes an earlier discussion on this 
disorder, because he was forced to reconsider some 
views he had expressed about 3 previously pre¬ 


sented cases. In 2 of these patients, who at first 
were considered as having an independent disease 
entity, that is, a form of sepsis, there occurred after 
more than a year similar symptoms. The author has 
now changed his view on the etiology in thaj he no 
longer considers this as an idiopathic form of the 
Stevens-Johnson syndrome but rather as a sympto¬ 
matic form. He believes that the process was elicited 
by an infection with cocci, such as are frequently 
found in infections of the nasopharynx. These catar¬ 
rhal manifestations apparently do not represent 
the prodromal stage of the Stevens-Johnson syn¬ 
drome but represent a particularly severe form of 
an allergic reaction to various organisms. 

The third patient, who had had articular lesions, 
glomerular nephritis, and endocarditis and in whom 
the antistreptolysin titer had been very high, is 
now considered as having had a process in which 
these manifestations were not the accompanying 
symptoms of the Stevens-Johnson syndrome but 
rather were symptoms of a rheumatic process. It is 
assumed that even the apparently idiopathic forms 
of the Stevens-Johnson syndrome are immunobio- 
logical manifestations which can be elicited by 
various micro-organisms, particularly streptococci. 
The therapy should always employ antibiotics, but 
the administration of adrenocortical preparations 
has been found to be an effective adjuvant to the 
antibiotic therapy. 

Disseminated Lipogranulomatosis (Farber’s Dis¬ 
ease). R. Zetterstrom. Acta psediat. 47:501-510 
(Sept.) 1958 (In English) [Uppsala, Sweden]. 

The author reports on a 4-month-old boy, ad¬ 
mitted to the pediatric clinic of Karolinska Sjuk- 
huset in Stockholm, who presented symptoms which 
resembled those of rheumatic arthritis and which 
appeared to be identical with those described by 
Farber at the congress held by the American Pedi¬ 
atric Society in 1952. The boy was the second child 
of healthy unrelated parents. No heredity for any 
special disease could be found, and the older sibling 
was healthy. In the patient intense vomiting of the 
type associated with stenosis of the air passages 
(high-level obstruction) was observed during the 
postnatal period, as well as persisting hoarseness, 
but otherwise no specific abnormalities could be 
detected. Examination at the age of 4 months re¬ 
vealed an irritable infant, weighing 4,640 Gm. (10y4 
lb.). The tissues were somewhat loose, the face was 
unusually puffy, the tongue was somewhat large, 
the hand joints were swollen, and the fingers were 
in flexion contracture. There was marked spindle- 
shaped swelling of the periarticular tissues around 
the interphalangeal joints, and the knee joints were 
swollen. The liver was slightly enlarged. The diag¬ 
nosis was generalized moderate lymphadenopathy. 

Despite treatment with cortisone in high doses 
(40 mg. daily), periarticular joint changes, with 
involvement of the periarticular tissues, progressed 
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in this patient. The only effect of cortisone treat¬ 
ment was that tlie pain was thought to decrease. 
All joints, with the e.xception of the shoulders, 
slowly became affected with redness and swelling. 
At the age of 10 months subcutaneous granulomas 
appeared on the scalp and over tire ribs, hoarseness 
increased, and the patient gained very little weight. 
At the age of 15 months he was dystrophic, with 
poorly developed musculature and sparse subcu¬ 
taneous fat, and aphonic, with significant respira¬ 
tory difflcults'. In addition to the periarticular 
changes, numerous bean-sized, subcutaneous, easily 
movable, moderately firm granulomas had devel¬ 
oped over both large and small joints. These granu¬ 
lomas consisted histologically of so-called foam 
cells. Larjmgoscopic e.vamination showed narrowing 
of the air passages due to granuloma formation. 
Tracheotomy was performed- A xanthoma-like 
growth, about the size of a rice kernel, in the con¬ 
junctiva of the left eye was excised. 

The boy was cared for at die clinic for a total of 
11 months, after which at the age of 26 months he 
was transferred to another hospital; during this 
time the disease progressed slowly. The examina¬ 
tions which were carried out have given no infor¬ 
mation as to the etiology and pathogenesis of the 
disease. No definite metabolic disturbances tj’pical 
for this disease could be demonstrated in vivo. 
However, nodiing speaks against Farbers hypothe¬ 
sis that the disease is caused by a disturbance in 
lipid metabolism. 

DERMATOLOGY 

The Use of Impatiens Biflora (Jewelweed) in the 
Treatment of Rhus Dermatitis. R. A. Lipton. Ann. 
Allerg)' 16:526-527 (Sept.-Oct.) 1958 [St. Paul]. 

The fresh juice of jewelweed (Impatiens biflora) 
is reputed to be eSicacious in the treatment of rhus 
poisoning. The substance is a tincture made by 
maceration of I. biflora, representing 10% dry drug 
strength and containing 54% alcohol. The mecha¬ 
nism concerned in the action of this drug in the 
case of rhus dermatitis is not definitely established. 
Mffien die author used diis agent in cases of rhus 
dermatitis, he diluted 1 part of the standard prepa¬ 
ration widi 4 parts of water and used die diluted 
mixture as a topical application on the affected 
skin. The present study deals with 115 patients 
afflicted with rhus dermatitis whom he treated 
during the past 15 years. All had die acute stage 
of rhus dermatitis and were seen shortly after their 
exposure to die weeds and the appearance of the 
skin eruption. 

Some patients were treated with jewelweed 
alone, and odiers were treated partly with jewel- 
weed and partly with odier medications. Thirty of 
the 115 patients had certain portions of die affected 
skin treated wth a mixture of calamine lotion and 


0.1% menthol, and the rest of the lesions treated 
with the jewelweed preparation. Another group of 
30 patients was treated partly xvith Burow’s solu¬ 
tion, in dilution 1:20, and partly with jewelweed. 
A third group of 6 patients was treated with a 0,5% 
hydrocortisone ointment applied locally to some 
portions of the involved skin and jewelweed ap¬ 
plied to other parts. From observations on these 
patients and from e.xperiments on himself, the 
author concludes that jewelweed is a potent and 
safe therapeutic agent in the treatment of rhus 
dermatitis. He regards jewelweed as an e,xcellent 
substitute for corticotropin (ACTH) and the corti¬ 
costeroids in the treatment of poison ivy dermatitis. 
The topical application of corticosteroids has been 
disappointing, partly because the oily nature of the 
vehicle may cause spreading of the lesion rather 
than arresting it. 

Oral Manifestation in Lichen Ruber, G. Ranstrup 
and J. J. Pindborg. Ugesk. Iseger 120:1327-1330 
(Oct. 2) 1958 (In Danish) [Copenhagen]. 

Lichen ruber at some time in its course is often 
accompanied by characteristic affections in the oral 
cavity, and it can occur localized exclusively to the 
mouth cavity. There were, or had been, cutaneous 
manifestations of lichen ruber in 5 of 15 patients 
with lichen ruber in the oral cavity. The histological 
features were typical of the disorder. In 2 patients 
control about a year after the first examination 
showed that tlie eruption in the mouth had dis¬ 
appeared. It is important to distinguish betiveen 
lichen ruber and leukoplakia, as the latter is a 
precancerous condition. 


OPHTHALMOLOGY 

Polyarteritis Nodosa with Ophthalmic and Neuro¬ 
logical Complications. B. Sheehan, D. G. F. Harri- 
man and J. P. P. Bradshaw. A. M. A. Arch. Ophth. 
60:537-547 (Oct.) 1958 [Chicago]. 

The autliors report on a woman witli polyarteritis 
nodosa, who was 30 years old at the onset of the 
disease. At the age of 33 years, eye symptoms 
commenced, first as teichopsia and within 3 weeks 
as defective vision in the right eye. There was a 
small area of perivasculitis of the retina around 
the macula of the right eye, and near it there were 
2 or 3 small white exudates no larger than miliary 
tubercles of choroid. There was at that time no 
edema of the retina or of tire optic disk. In the 
course of the next 5 months the acuity of the right 
eye gradually became less than the ability to count 
fingers. Keratic precipitates occurred in it, remain¬ 
ing constantly thereafter, and there were also strik¬ 
ing changes in the fundus; these consisted of 
multiple retinal hemorrhages, massed white exu¬ 
dates around the macula, retinal edema and papil- 
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ledema, and a considerable amount of raised white 
exudate inferiorly projecting 10 D. By contrast, the 
appearance of the left eye remained entirely normal 
tliroughout the illness. After a short quiet period the 
changes in the right eye became more acute; fresh 
keratic precipitates were deposited, and small 
vitreous hemorrhages occurred. The vitreous then 
cleared, revealing the gross fundus changes still 
spreading. On 2 occasions the x>atient complained 
of intense pain in the eye during the night, and, in 
view of the possibility of a secondary glaucoma, 
the eye was enucleated. 

Various neurological syndromes also developed, 
including sensory neuropathy of the tilgeminus, 
lumbar radiculopathy, polyneuritis, epilepsy, and 
a confusional psychopathy, terminating in coma. 
Furthermore, there occurred intestinal obstruction 
due to a diffuse abnormal condition of the ileum 
and colon. Extensive studies were made, and they 
were for the most part negative, though the 
erytlrrocyte sedimentation rate was persistently in¬ 
creased. During the terminal stages of her illness 
the patient had intermittent fever, leukocytosis, and 
inversion of the albumin-globulin ratio and failed 
to improve when she was given antibiotics or 
cortisone. She died at the age of 35 years. The 
general postmortem findings indicated some inde¬ 
terminate form of disseminated vascular disease, 
but the histopathological study of the enucleated 
eye revealed polyarteritis nodosa of the retinal 
vessels and thus showed that the basic condition 
was, in fact, active polyarteritis. 

Treatment of Recurrent Styes. P. W. M. Copeman. 
Lancet. 2:728-729 (Oct. 4) 1958 [London]. 

The author defines a stye as a furuncle of the 
eyelash follicle, caused by Staphylococcus aureus. 
The sporadic type appearing as an isolated incident 
is a self-limiting condition of minor importance, but 
recurrent styes present a different problem. The 
styes may be so severe and frequent that the pa¬ 
tient is partially disabled, though in every other 
respect he may be healthy. This condition is often 
refractory to treatment. The potential danger is 
illustrated by 2 patients who were admitted to St. 
Thomas’s Hospital, London, in 1957 with cavernous 
sinus thrombosis after a stye. One of these died. 
The subjects of the investigations described were 
patients who presented with a stye; they had pre¬ 
viously had at least one stye within the preceding 
month, and many had a continuous succession 
widrout any break. Cotton-wool swabs soaked in 
sterile broth were used to collect samples from each 
of the anterior nares and from the eyelid margins 
of both eyes at every attendance of the patient. 
Thirty-six patients with recurrent styes were exam¬ 
ined, and from 34 of these Staph, aureus was iso¬ 
lated on one or more occasions. This is a far higher 


figure than that found among the general popula¬ 
tion and among those who have styes sporadically. 

Patients received treatment to the anterior nares 
alone and none locally to the eyelids. Alternate 
patients were treated with the antibiotic ointment 
and with the inert base. Tire antibacterial ointment 
used was a neomycin-gramicidin mixture, Grane- 
odin. Both these antibiotic ingredients are effective 
against the Staphylococcus organism. All patients 
were given an explanation of the rationale of tire 
treatment, until their cooperation had been ob¬ 
tained. A small amount of ointment was placed into 
each vestibule of the nose with a matchstick and 
spread by inunction with the little finger. The initial 
application of the ointment was 4 times a day for 
10 days. The run of styes was broken by eliminating 
Staph, aureus from the anterior nares with the aid 
of Graneodin. Although treatment of the nares 
alone is generally sufficient, it is logical to treat the 
stye itself also to avoid transference of infection. 
Therefore, it is recommended that the most satis¬ 
factory treatment for recurrent styes involves simul¬ 
taneous application of “nonsystemic” antibiotics to 
both eyelids and to the anterior nares. 

PATHOLOGY 

Asian Influenza: A Study of 150 Persons During the 
1957 Pandemic. D. P. Buebendorf, T. E. Carson, 
N. R. Cooper and others. Yale J. Biol. & Med. 31: 
14-28 (Sept.) 1958 [New Haven, Conn.]. 

Of 150 persons selected and studied by the 
authors for a 3-month period, which included the 
entire duration of the type A Asian influenza epi¬ 
demic in the fall of 1957, the first group of 50 were 
volunteers from the Yale Medical Center, between 
the ages of 18 and 36 years, to whom 2 injections 
of commercially prepared, monovalent Asian strain 
vaccine had been given before the epidemic. The 
second group of 50 persons was composed of unvac¬ 
cinated volunteers chosen from the same commu¬ 
nity as those of the first group and comparable with 
the latter as to residence, contacts, and age. The 
third group of 50 persons were chosen from un¬ 
vaccinated persons who were institutionalized at a 
training school for the mentally retarded. Paired 
serums from each participant in the study were 
analyzed by botlr the complement-fixation and the 
hemagglutination-inhibition technique, but no at¬ 
tempt was made to isolate influenza virus. 

The serologically confirmed clinical attack rates 
for the 3 groups were as follows: one out of 50 for 
the vaccinated group, 16 out of 50 for the com¬ 
parable unvaccinated group, and 28 out of 50 for 
the institutionalized unvaccinated group. Significant 
antibody rises occurred in 27 of the 50 persons in 
the vaccinated group, presumably due to the effect 
of the vaccine. In the comparable unvaccinated 
group, presumed subclinical infections occurred in 
9 persons, and in 11 persons in tlie third group. The 
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combined subclinical and verified clinical cases 
gave an attack rate of 50% for the group of unvac¬ 
cinated persons from the Yale Medical Center and 
an attack rate of 78% for the institutionalized group. 
There was no occurrence of antibody rise in 11 of 
the 56 reported clinical cases. 

Differences were observed in the results of the 
complement-fixation and hemagglutination-inhibi¬ 
tion tests. Some persons showed increased titers in 
both serologic tests, a few had an antibody rise by 
hemagglutination inhibition only, and many showed 
a response by complement fixation only. Ancillary 
tests performed on the serums which showed an 
antibody rise bj' complement fixation only excluded 
as responsible factors either an egg contaminant in 
the vaccine or a cross reaction with another type A 
or A' Asian influenza virus. The serologic results 
indicated that neither the hemagglutination-inhibi¬ 
tion nor the complement-fixation test alone was 
sufficient for the serologic diagnosis of Asian influ¬ 
enza, and that diagnosis was more often made when 
both of the tests were used together. 

After the conclusion of the formal study another 
influenza-like epidemic struck the Yale Medical 
Center community in January and February, 1958. 
Twentj'-five persons in the original vaccinated 
group reported influenza-like illnesses during this 
“second wave,” and 13 of these had shown a sero¬ 
logic response during the original study. Fourteen 
persons in the original unvaccinated group re¬ 
ported influenza-like illnesses during this second 
epidemic, and 5 of these had had serologic evidence 
of influenza during the first epidemic. 

Papillary Cancer of the Thyroid: A Review of 25 
Years of Experience. E. L. Frazell and F. W. Foote 
Jr. Cancer 11:895-922 (Sept.-Oct.) 1958 [Phila¬ 
delphia]. 

The authors show that much confusion persists 
concerning almost all aspects of papillary adeno¬ 
carcinoma. The fact that no single obseiwer or 
group has had sufficient experience with all mani¬ 
festations of this form of cancer emphasizes the 
need for extreme caution in making all-inclusive 
pronouncements of a prognostic nature about a 
form of cancer in which the most noteworthy at¬ 
tribute is extreme chronicity. The authors review 
the experience of a single surgical service in the 
diagnosis and treatment of papillary adenocar¬ 
cinoma of the thjTOid during the 25-year period 
from 1930 through 1954. The diagnosis of carcinoma 
of the th)Toid was confirmed in 725 patients seen 
on the head and neck serxdce of Memorial Center 
for Cancer and Allied Diseases in New York. All 
histological material was re%dewed, and, on the 
basis of generally accepted standards, 393 (54.2%) 
of the tumors were classified as papillar)'. This 
study includes all patients obserx’ed by the authors 
—those with early or advanced cancer, those treated 


first at Memorial Hospital, and those referred to 
this hospital after being treated elsewhere (whether 
or not they were treated at this hospital after re¬ 
ferral). Clinic “shoppers” and patients lost to fol¬ 
low-up after treatment are also included. This ex¬ 
perience with papillary thyroid cancer differs con¬ 
siderably from that reported by other obserx'ers, 
since it is the e.xperience of a specialized surgical 
service within an institution largely devoted to the 
diagnosis and treatment of cancer. The differences 
observed confirm the fact that, when seen in suf¬ 
ficient numbers, the group of thyroid cancers usual¬ 
ly designated as papillary may e.\hibit considerable 
variation in pathological appearance and clinical 
course. 

There were frequent deviations from the tradi¬ 
tional concept that papillary cancers of the thyroid 
are usually found as firm, solitary, and asympto¬ 
matic thyroid nodules in comely young female pa¬ 
tients with or without regional adenopathy. Un¬ 
usual manifestations of local, regional, and distant 
spread were encountered in all age groups, in both 
sexes, and in the patients being treated for the first 
time as well as those previously treated. Such find¬ 
ings were frequent enough to serve as a warning 
against the apparently growing belief in tire essen¬ 
tially benign nature of these tumors. The sluggish 
nature of this disease makes the conventional 5- 
year follow-up studies inadequate to determine its 
h'ue lethal properties and its response to different 
methods of treatment. Long-term observations 
were hampered by limited material, but some evi¬ 
dence was accumulated to suggest that long-stand¬ 
ing tumors may be expected to accelerate their 
invasive properties after years or decades of relative 
quiescence. 

This experience fails to settle the issue of whether 
routine neck dissection for metastatic papillary 
cancer will be the deciding factor in the ultimate 
survival of the patient, but evidence is presented 
that systematic removal of such metastatic nodes 
is a step in tlie right direction. It is evident that 
dogmatic statements concerning the superiority of 
one treatment over another are unwarranted at 
this time. Lacking convincing evidence to the con¬ 
trary, it seems logical to believe that metastatic 
nodes from papillary thjToid cancer are way sta¬ 
tions in the dissemination of the disease and that 
their elimination should be an integral part of the 
initial treatment. 

Carcinoma of Sweat Gland Origin: Report of a 
Case of 30 Years’ Duration with Autopsy Findings. 
J. J. Moran and R. C. Horn Jr. Surgery 44:683-688 
(Oct.) 1958 [St. Louis]. 

The autliors report an unusual case of malignant 
papillary cystadenoma of sweat gland origin in a 
man who was 31 years old when he was admitted 
to the Hospital of the University of Pennsylvania, 
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in Philadelphia, for a painless, slowly growing 
mass on the radial aspect of the left wrist, about 
4 cm. proximal to the radial styloid process. The 
lesion had first been noted after an accident in 
which a steel sled runner had passed over the 
wrist, without, however, producing a serious injury 
in the patient who at the time was 16 years old. 
Two attempts at excision, when the patient was 26 
and 29 years old, were followed by local recurrence. 
On admission to the university hospital a third ex¬ 
cision was attempted, but the tumor was too ex¬ 
tensive to permit complete removal. An epitrochlear 
lymph node was removed and found to contain 
tumor tissue. A definite diagnosis of malignancy 
was made, and amputation was advised but refused. 
Nineteen months later the arm and hand had be¬ 
come markedly edematous, and many nodules were 
palpable in the scarred area on the radial aspect of 
the forearm. Amputation was performed just distal 
to the deltoid insertion, but above the upper limits 
of the edema. Examination of the amputated arm 
revealed a large tumor invading and destroying all 
the soft tissues of the dorsal part of the distal 12 
cm. of the forearm. 

The patient remained symptom free for 3 years. 
Then low-back pain developed, which radiated 
along the medial aspect of the toes of the left leg 
accompanied by paresthesias along the outer aspect 
of the right thigh. A roentgenogram revealed a 
destructive lesion of the 5th lumbar vertebra, 
which was treated by irradiation therapy. In the 
following years tumor nodules were excised re¬ 
peatedly from the left shoulder region, and irradia¬ 
tion therapy was given to this region postoperative- 
ly. Metastases formed in die lungs, and the patient 
died shortly after his 12th admission to the hos¬ 
pital, 15 years after the definite diagnosis of malig¬ 
nancy had been made. All the surgical specimens 
removed at the university hospital were charac¬ 
terized by cystic structures lined by orderly cu- 
boidal epithelium, with varying sized intraluminal 
papillary epithelial proliferations. This histological 
pattern was still apparent throughout the wide¬ 
spread metastases found at autopsy. Multiple tumor 
nodules were present in the skin of the left side of 
the chest, both pleural cavities, the epicardium, 
and the lungs; thoracolumbar spine, pelvis, and 
many ribs were other sites of metastasis. The 
mediastinal, retroperitoneal, and pelvic lymph 
nodes were converted into huge, matted tumors. 
The tumors, as seen in the autopsy material, dif¬ 
fered from the surgical specimens only in a lesser 
tendency toward cyst formation and papillary pat¬ 
tern and a slightly greater tendency toward growth 
in solid masses. The over-all known duration of the 
neoplasm was 30 years. Throughout this period the 
tumor maintained an orderly intracystic papillary 
pattern. The tendency of carcinoma of sweat gland 
origin to be well differentiated and to grow slowly 
makes it a particularly insidious type of neoplasm. 


Tissue Chrysophoresis, O. C. Croxato. Medicina 
18:8-11 (Feb.) 1958 (In Spanish) [Buenos Aires]. 

"Tissue chrysophoresis” is a term used to desig¬ 
nate the diffusion of gold after gold therapy to the 
various organs of the body. The author found in 
previous work that gold was identified in various 
organs during autopsies on persons who had been 
treated with gold preparations and who had died 
of chronic pulmonary tuberculosis. Gold in his¬ 
tological specimens manifests itself in the form of 
minute yellow “refringent granules” of uniform 
size, which occupy the cytoplasm of the macro¬ 
phages and the polynuclear cells or are found in a 
free form in the intercellular substance of the 
connective tissue. The particles of gold are clearly 
visible in commonly stained histological specimens 
whenever the microscopic condenser is lowered and 
the diaphragm is semiclosed. The number of gold 
granules in specimens from the bodies of persons 
who during life had chrysocyanosis is very large. 

In the department of pathological anatomy of the 
Hospital Muniz of Buenos Aires, autopsies were 
made on 12 persons who had received gold therapy 
and who had died of chronic pulmonary tubercu¬ 
losis. The ages of the patients ranged from 17 to 57 
years. The gold preparations given to the patients 
varied in dosage between 0.32 and 12 Gm. The time 
which elapsed between discontinuation of gold 
treatment and death ranged from 1 month to 8 
years. Observations on lungs and brains at autopsy 
are not reported, but gold was found in all the 
organs in more or less large amounts. The myocar¬ 
dium and the liver had the greatest amount in all 
cases. The author also performed e.xperiments on 
rabbits and guinea pigs which received gold prep¬ 
arations for some time before being killed for his¬ 
tological study of their organs. Histochemical re¬ 
searches were carried out on nonstained histological 
specimens, the reducing agents being tin chloride 
and hydrochloric acid (Christeller’s modified tech¬ 
nique). They gave positive results for gold in both 
autopsy material and that from experimental 
animals. 

The author concludes that gold is the only metal 
which travels in the human body by way of the 
macrophages and the polynuclear cells. Retention 
of gold in a given organ injures the tissues of that 
organ. The degree of retention of migratory gold 
in a given organ has no relation to the dose of gold 
administered to the patient and the time which has 
passed between the last injection of the metal and 
the occurrence of death; it depends on individual 
predisposition. The author directs attention to tlie 
fact that no previous report on tissue chrysopho¬ 
resis after gold therapy has been reported in the 
literature. Further studies on tissue chrysophoresis 
will improve our knowledge about the system of 
macrophages, and they will clarify certain immu¬ 
nological problems concerning the persistence of 
antigens in the body. 
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Clinical Radiology of Acute Abdominal Disorders. By 
Bernard S. Epstein, M.D., Associate Clinical Professor of 
Radiolog)', Albert Einstein College of Medicine, Yeshiva 
University, N'ew York. Cloth. .$15. Pp. 352, witli 406 illus¬ 
trations. Lea & Febiger, 600 S. Washington Sq., Philadelphia 
6, 1958. 

This work represents an attempt at "concisely 
correlating the radiologic manifestations of tlie 
‘acute abdomen’ with clinical and pathological 
processes.” As the author states, it is difficult to 
define the acute abdomen and equally difficult to 
limit any treatise to the acute emergencies alone. 
Epstein has adequately discussed and amply illus¬ 
trated 104 separate topics which comprise those 
conditions which, while not “dramatic and cata¬ 
strophic” in nature, still are intense and may require 
medical attention. This book deals chiefly with the 
gastrointestinal tract, but also includes e.xamples 
of or references to the other organs whose malfunc¬ 
tions make up the clinical picture of the acute ab¬ 
domen. About the report on radiologic e.\'amina- 
tion the author states; “There is no such thing as a 
‘routine’ and the most dangerous study is the one 
reported as ‘normal.’ ” Most of the illustrations are 
of tj'pical cases of common diseases, collected 
chiefly from the author’s personal e.\periences. The 
legends are simple, to the point, and not cluttered 
with numbers or letters. Usually each figure has 
one focal point of interest and this is eitlier clearly 
demonstrated or identified by arrows. The text has 
been kept to a minimum, but an adequate bibliog¬ 
raphy is added at the end of each section. The bulk 
of tlie text and illustrations have to do with the 
gastrointestinal tract and the illustrations for the 
most part are from e.xaminations done with barium 
or some other contrast medium. The author dis¬ 
cusses the commonplace as well as some of the less 
common conditions such as ulcerogenic pancreatic 
adenoma, cast syndrome, and blood dyscrasias. 

One of the best features is the high quality of 
the photographic reproductions of the roentgeno¬ 
grams. Often there are either several views of tlie 
lesion in question, multiple examples of the dis¬ 
ease under consideration, or follow-up films on 
particular lesions. The most advantageous method 
of examination has been e.xploited in iDustrating 
each condition, i. e., pneumoperitoneum with 
transabdominal views to outline adhesions or to 
demonstrate peritoneal metastatic nodules. The 
book does not deal chiefly with the scout (or plain) 
film of the abdomen or with the surgical abdomen, 
but ratlier with the roentgenographie manifestations 
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of the diseases in question. It discusses die patho¬ 
logical changes (in some instances with direct photo¬ 
graphic correlation with the gross specimens) and 
includes the pertinent symptoms. It does not deal 
exhaustively with genitourinary lesions such as 
salpingitis, ectopic pregnancy, genital tumors and 
tlieir complications, renal infection, or renal lithia- 
sis. Chapter 1 covers congenital disorders; chapter 
2, neoplastic disease; chapter 3, inflammatory dis¬ 
orders, parasitic and granulomatous diseases, col¬ 
lagen disturbances, metabolic disturbances, and 
vascular disorders; chapter 4, traumatic disorders, 
foreign bodies, and efects of drugs. This book 
should appeal to gastroenterologists, internists, and 
radiologists. 

Handbuch der Tuberkulose. In funf BHnden. Herausgege- 
ben von Prof. Dr. J. Hein, Direktor des Krankenhauses Ton- 
sheide/Holstein, Prof. Dr. Dr. h.c. H. Kleinschmidt, und 
Prof. Dr. E. Uelilinger, Direktor des Patliologischen Insfifuts 
der Universiliit Zurich. Band I: Allgemeine Grundlagen. 
Bearbeitet von H. Bloch et al. Cloth. 178 marks; $42.40. Pp. 
832, with 244 illustrations. Georg Thieme Verlag, Herdweg 
63, {14a) Stuttgart, West Germany; Intercontinental Medical 
Book Corporation, 381 Fourth Ave., New York, 16, 1958. 

This is the first of a series of five reference vol¬ 
umes on tuberculosis edited by a clinician, a pedi¬ 
atrician, and a pathologist. Volume 2 will cover 
clinical aspects of pulmonary tuberculosis, stressing 
recent e.xperimental methods; volume 3, modem 
thoracic surgery (a revised edition of Hein, Kremer, 
and Schmidt); volume 4, extrapulmonary tubercu¬ 
losis; and volume 5, social and economic aspects 
of the disease, including education, prevention, 
vaccination, and rehabilitation. The editors state 
justifiably that tliere is a need for an up-to-date 
reevaluation of the clinical and ex'perimental knowl¬ 
edge of tuberculosis since the era of antibiotics and 
thoracic surgery has changed our original concepts 
of the pathology, course of disease, and epidemi¬ 
ology. These volumes will be a critical analysis 
rather tlian merely a compilation of the literature. 
It is stressed that tuberculosis is still a major dis¬ 
ease and is far from being eradicated. 

With one exception, the contributors to this first 
volume are of German (or Swiss-German) origin, 
and, with the proverbial German thoroughness, the 
following subjects are considered in extenso: the 
history of tuberculosis, biology of the tubercle 
bacillus, ex'perimental immunobiology of tubercu¬ 
losis, morphology of tuberculous allergy, tubercu¬ 
losis and allergy, immunobiology, tuberculin and 
tuberculin sensitivity, the serum diagnosis of tuber¬ 
culosis, epidemiology and statistical analyses of 
tuberculosis, sources of tuberculous infection and 
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methods of spread, internal and external factors 
influencing the course of the disease, and compari¬ 
son of the pathology of tuberculosis in animal and 
man. These subjects are covered by 14 contributors. 
Their aim, to present most of the important pub¬ 
lished data and to slant the criticism toward future 
experimentation and treatment of the disease, has 
been accomplished. For example, almost 150 pages 
written by four authors are devoted to allergy and 
immunity in tuberculosis. It would appear from 
these discussions that the final separation of allergy 
from immunity is far from being established. In 
fact Schmid, of Heidelberg, believes that biolog¬ 
ically, allergy activates the mesenchyme, mobilizes 
a more rapid and efficient jihagocytosis, facilitates 
more tubercle formation, and promotes cytolysis. 
Thus we are back on the seesaw. 

The chapter on tuberculin and tuberculin sensi¬ 
tivity’ by Kleinschmidt is timely since he discusses 
among other things the specificity’ of the larger 
doses of tuberculin. From his vast experience he 
concludes that 100 toxic units (0.1 ml. of 1;1,000 
dilution of OT or 0.0002 mg. of purified protein 
derivative) is necessary’ to exclude a tuberculous 
infection. In 2 to 6%, 1,000 toxic units are needed 
to exclude knoxTO infection with tubercle bacillus. 
This evidence is contrary to what recently has been 
appearing in the American literature. Almost 250 
pages are devoted to intrinsic and extrinsic factors 
that help determine the development and the course 
of a tuberculous implantation in animal or man. 
Many of these factors may influence the method 
of treatment. The epidemiology of tuberculosis is 
traced minutely from prehistoric times to the pres¬ 
ent with numerous tables and graphs. This book 
covers the topics mentioned in great detail. It should 
be considered as a reference book and should be 
made available to all interested in tuberculosis. 
The style is heavy, as is usual for reference books, 
particularly German ones. The exceptions are those 
chapters xvritten by naturalized Americans (Suter 
and Bloch). 

Transportation of the Injured: Emergeney Procedures for 
Ambulance Crews, Training, Equipment, Vehicles, and Re¬ 
sponsibility for Ambulance Service. By Carl B. Young Jr., 
M.P.H. Carl B. Young, M.D., F.A.C.S., collaborating physi¬ 
cian. Cloth. $6.75. Pp. 238, svith illustrations, drawings by 
Richard Fry Jr., B.S. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, III.; Blackwell Scientific Pub¬ 
lications, Ltd., 24-25 Broad St., Oxford, England; Ryerson 
Press, 299 Queen St., \V., Toronto 2B, Canada, 1958. 

The material in tliis monograph is presented in 
a concise manner with use of on-the-scene photo¬ 
graphs of various accidents, cartoon illustrations, 
and diagrams of certain first-aid procedures which 
are appropriate for administration at the scene of 
an accident. Section 1 was prepared for the use of 
ambulance crews, law enforcement and fire service 
personnel, industrial nurses, and others responsible 
for the handling of the injured. Section 2 was writ¬ 


ten for the administrative heads of city govern¬ 
ments, city and county police and fire departments, 
health units, hospitals, undertakers, ambulance 
service companies, county medical societies, and 
community leaders. Because first aid at the scene 
of an accident is often rendered by laymen, many 
physicians concerned with the treatment of injured 
patients, as well as the National Safety Council, 
have become concerned with the quality of such 
care and the care of the injured after they reach a 
hospital emergency service. The quality of emer¬ 
gency care at the scene of accidents should be im¬ 
proved and an organized effort in this direction 
might be made by local medical societies. 

Section 1 covers general considerations in emer¬ 
gency first aid, including procedures at the scene of 
accident, identification, care for patients in shock, 
care of assault wounds, acute respiratory emer¬ 
gencies and resuscitation, the care of burned pa¬ 
tients, emergency splinting of fractures, common 
medical emergencies, care for emergency births, 
care of mentally disturbed patients, and proper 
procedures in handling the dead. Section 2 covers 
training requirements for ambulance personnel, 
basic equipment for the emergency ambulance, 
records, and statistics. This manual is of a con¬ 
venient size, readable in content, attractive as to 
format, and profusely illustrated. The procedures 
outlined in general follow standard accepted pro¬ 
cedures for various acute injuries and emergencies 
such as prolonged immersion. The monograph 
should be useful as a text in conjunction with a 
program of instruction for first-aid workers. 

The Neurologic Examination: Incorporating the Funda¬ 
mentals of Neuroanatomy and Neurophysiology. By Russell 
N. Dejong, M.D., Professor of Neurology and Chairman of 
Department of Neurology, University of Michigan Medical 
School, Ann Arbor. Second edition. Cloth. $20. Pp. 1078, OTth 
368 illustrations. Paul B. Hoeber, Inc. (medical book depart¬ 
ment of Harper & Brothers), 49 E. 33rd St., New York 16, 
1958. 

This volume retains all of the features of the first 
edition, published eight years ago, and diere have 
been only minor changes. The writing is, lucid and 
the chapters are well organized. Illustrations are 
ample, appropriate, and clear. References have been 
selected with care and are up to date. The author 
has generally succeeded in describing clinical neu¬ 
rological abnormalities in essential detail. This is 
not a textbook of neurophysiology or neuroanatomy, 
but sufficient information is provided to assist in 
both the interpretation of signs and understanding 
of modem theories of abnormal function. The au¬ 
thor treats poorly understood phenomena \vith 
commendable caution and handles difficult topics 
like aphasia in comprehensible fashion. The author 
of any book centered about the neurological ex¬ 
amination is bound to be criticized for including 
too much or too little, according to the reader’s 
tastes and interests. There are physiological omis- 
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■sions, such as the role of the small motor nerve 
system in muscle tone, and relative neglect of cur¬ 
rent concepts of the neural basis of consciousness. 
There are also uneven features in the discussion of 
ancillary diagnostic methods; for instance, there are 
detailed chapters on spinal fluid and electrical stim¬ 
ulation of muscles but nothing on the various roent- 
genographic techniques or electroencephalography 
and little on electromyography or biochemical 
studies of blood and urine. Altliough not intended 
to be a te.xtbook of neurology, problems of differen¬ 
tial diagnosis are discussed in relation to particular 
aspects of the neurological examination. In addi¬ 
tion, there are special sections on low back pain, 
vascular sx’ndromes, states of disordered conscious¬ 
ness, and hysteria. The very excellence of this book 
paradoxically creates its major drawbacks. It is 
long and relatively expensive. These features make 
it unsuitable as a general textbook for medical stu¬ 
dents, although it should be an important reference 
for all students and practitioners. For those profes¬ 
sionally involved in any of the neurological special¬ 
ties it should continue to be a standard source of 
information. 

Tumors and Tumorous Conditions of the Bones and Joints. 
By Henry L. Jaffe, M.D., Director of Laboratories and Pathol¬ 
ogist, Ho.spital for Joint Diseases, New York. Cloth. .$18.50. 
Pp. 629, with 701 illustrations. Lea & Febiger, 600 S. Wa.sh- 
ington Sq., Philadelphia 6, 1958. 

Dr. Jaffe, one of the more eminent contributors 
to the literature of the pathology of bones and 
bone tumors, has gathered together his personal 
experience in this elegantly produced book. The 
presentation includes an adequate discussion of 
the clinical features and course, an excellent dif¬ 
ferential diagnosis, and a section on the radi¬ 
ologic and pathological findings of the conditions 
discussed. The radiologic appearances and the 
gross lesions are frequentl)'^ juxtaposed in such a 
fashion as to be of maximal teaching value. This 
beautifully illustrated and well-organized book 
should be of particular value to orthopedists, pa¬ 
thologists, and radiologists. The section on the jaw 
bones should be of special value to dentists. Gout, 
a condition of tumor-like appearance, has not been 
included in this edition. Pathologists generally may 
object to the use of the word "mis-reading” on 
pages 90 and 3S8 to mean false interpretation of 
the pathological findings on a slide. More and more 
the word “reading” is coming into use to mean 
diagnosis of a slide, as if the procedures of prepara¬ 
tion of a tissue section culminated with attaching 
a diagnosis to the coverslip. This is a regrettable 
oversimplification of the task of a pathologist. Other 
questionable terms such as “lesional tissue” and 
"trabeculae” for “trabecula” are unfortunate but 
not of the same order of seriousness as “mis-read¬ 
ing.” These minor defects do not seriously detract 
from the major contribution which Dr. Jaffe has 


made in his book. It should find its place as a 
standard work in its field used alike by orthopedist, 
pathologist, and dentist. 

Lumbar Disc Lesions: Pathogenesis anti Treatment of Low 
Back Pain and Sciatica. By J. R. Annstrong, Xt.D., M.Ch., 
F.R.C.S., Orthopaedic Surgeon to Metropolitan Hospital, Lon¬ 
don. Foreword by H. 0.smond-Clarke, C.B.E., F.R.C.S., Or¬ 
thopaedic Surgeon, London Hospital, London. Second edi¬ 
tion. Cloth. $12. Pp. 244, with 81 illustrations. Willi.ims i 
Wilkins Company, 428 E. Preston St., Baltimore 2; E, 4 S. 
Living.stone, Ltd., 16 and 17 Teviot Place, Edinburgh 1, 
Scotland, 1958. 

This monograph is well written and illustrated 
with line drawings, photographs, and reproductions 
of roentgenograms. The first two chapters, devoted 
to the anatomy and the functions of lumbar inter¬ 
vertebral disks, present the best descriptions that 
have so far been written. Of particular importance, 
however, are the chapters related to the patholog¬ 
ical changes in lumbar disk lesions. The author 
clearly shows the various stages of degeneration 
that take place in a disk and particularly the 
changes that may take place before true herniation 
occurs. This prepropulsion or preherniation stage 
could he generally termed the degenerative phase 
of disk pathology in contrast to the true herniated 
phase. The next sections, devoted to the clinical 
findings and the differential diagnosis of lumbar 
disk lesions, are extremely comprehensive. The 
latter portion of the book is devoted to treatment: 
first, the conservative treatment with which there 
is relatively little disagreement and, second, the 
operative treatment. There are many illustrations, 
with beautifully colored drawings, but there are 
also points of minor controversy, such as areas of 
lamina to be removed and duration of postopera¬ 
tive bed rest. These minor defects in no way de¬ 
tract from the general excellence of this book. It is 
definitely recommended for all who are doing disk 
surgery and is an excellent reference book for those 
in training. 

Neuc Ergebnisse der Nervenphysiologie. Seclis Vorlriige. 
Von Alex.-mder v. Muralt, Dr. med. et phil., Profes,sor fiir 
Phy.siologie an der Universitat Bern. Mit einem metbodischen 
Anbang. Gemeinsam bearbeitet mit Prof. Dr. med. Silvio 
Weidmann. Cloth. 49.80 marks. Pp. 269, with 158 illustra¬ 
tions. Springer-Verlag, Reichpietschufer 20, (1) Berlin W. 
35 (Wc-sl-Berlin); Neuenheimer Landstrasse 24, Heidelberg; 
Gottingen, Germany, 1958. 

This book, which is based on lectures given by 
the author on various occasions in Europe and the 
Americas, consists essentially of five sections deal¬ 
ing with the chemistry and physics of nervous ex¬ 
citation, the theory of nervous conduction, the role 
of thiamine in nervous excitation, and the study of 
degeneration and regeneration in peripheral nerves. 
These areas of research in which von Muralt and 
co-workers have participated for several decades 
are presented clearly, critically, and enthusiastically. 
The thorough discussion is aided by numerous e.v- 
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cellent illustration.s- and original diagrams. The 
chapter on regeneration is of particular medical 
interest since the author developed new experi¬ 
mental methods involving the cornea and iris of the 
eye. An understanding of the great variety of e.v- 
perimental procedures used in these investigations 
is aided by the final chapter (with Weidmann) in 
which numerous techniques are described. Each 
chapter is provided with a list of references. There 
is an adequate index. The work is an outstanding 
contribution to neurophysiological literature. It is 
valuable as an introduction to one of the most intri¬ 
cate parts of modern physiology and as an up-to- 
date review of the physiology of the peripheral 
nerves. 

Operative Surgery. Volume S: Neurosurgery, Eyes, Ear, 
Nose anti Throat. Under general cditorsliip of Cliarles Rob, 
M.C., M.Cliir., F.R.C.S.. Professor of Surgery, St. Mary’s 
Hospital, London, and Rodney Smith, M.S., F.R.C.S., Sur¬ 
geon, St. George’s Hospital, London. Cloth. $19.50. Various 
pagination, wifli illustrations. Butterworth & Co., Ltd., 88 
Kingsway, London W. C. 2, England; F. A. Davis Company, 
1914-16 Cherr>’ St., Philadelphia 3, 1958. 

This is the final volume in a series covering all 
fields of surgery. The illustrations are numerous and 
give sufficient detail so that they can be followed 
with ease. Each surgical procedure is presented 
in a uniform manner consisting of a description 
of the preoperative management, the operation, 
and the postoperative care. The bibliography at 
the end of each chapter is primarily British and 
is selective. References from the world literature 
would prove helpful to students, residents, and 
fellows. The neurosurgical procedures are prima¬ 
rily tliose emergency measures that are required as 
preliminary steps to the transfer of patients to a 
fully equipped neurosurgical center for definitive 
treatment. The authors are to be commended for 
this thoughtful exclusion of major neurosurgical 
operations. The eye, ear, nose, and throat sections 
include more operative details, even to laryngec¬ 
tomy with block dissection. There seems to be 
some inconsistency in the minds of the editors when 
comparing neurosurgery and neck surgery for can¬ 
cer. This volume is a pleasure to read. Through 
cautious editing the usual errors of multiple au¬ 
thorship have been avoided. Tlie book is recom¬ 
mended for postgraduate students, residents, and 
surgeons in nonteaching centers. 

A Bibliography of Internal Medicine; Communicable Dis¬ 
eases. By Arthur L. Bloomfield, M.D. Cloth. $10. Pp. 560. 
University of Chicago Press, 5750 Ellis Ave., Chicago 37; 
Cambridge University Press, Bentley House, 200 Euston Rd., 
London, N. W. 1, England; University of Toronto Press, 
Toronto 5, Canada, 1958. 

The title of this unusual book does not indicate 
its true nature. It is not simply a bibliography; it is 
an annotated bibliography and also belongs in the 
category of medical history. Its compiler clearly 


indicates that it is designed primarily for students 
and physicians who need this information, which 
is brought together in a readable fashion. Tlie 30 
communicable diseases are covered in 31 sections. 
The autlior chose the earliest, or at times the best, 
articles published on the infectious disease under 
consideration. There is an author index. Since the 
bibliography is complete in practically all of the 
infectious diseases, and since references are made 
up to and including the time the book was sub¬ 
mitted for publication (December, 1957), it is diffi¬ 
cult to understand what process of thought led the 
author to discontinue the bibliography on such an 
important subject as poliomyelitis. No references 
on this disease are given beyond the year 1909. It 
would seem that the medical student and the 
clinician would be especially interested in the later 
developments dealing with the methods of isolating 
and growing the virus and preparing the vaccine 
for this disease. In general, the book is excellent 
and should serve a useful purpose, but it is not 
recommended for the specialist or the scientist. 

Coccidioidomycosis. By Marshall J. Fiese, M.D., F.A.C.P., 
Director of Health Services, Fresno State College, Fresno, 
Calif. Foreword by Charles E. Smitli, M.D., Dean, School of 
Public He.ilth, University of California, Berkeley. Cloth. 
$9.50. Pp. 253, with 33 illustrations. Charles C Tlioraas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Black- 
well Scientific Publications, Ltd., 24-25 Broad St., 0.xford, 
Engknd; Ryerson Press, 299 Queen St., W,, Toronto 2B, 
Canada, 1958. 

This monograph cot'ers all phases of its subject. 
It is everything that a monograph should be. The 
audior has carefully outlined his subject and has 
adhered to his outline in detail. Chapters 1 and 2 
deal with the current importance of coccidioidomy¬ 
cosis and its historical aspects, and an excellent 
chapter on the mycology of Coccidioides immitis 
follows. Chapter 4 deals with the geographical dis¬ 
tribution of the organism. Chapters 5, 6, and 7 cover 
the epidemiology, immunology, and variations in 
susceptibilit}' to coccidioidomycosis. The next chap¬ 
ter is on the patliology of the disease. Chapters 9 
through 14 include its clinical aspects and what is 
known about treatment. In this part of the book 
the author also discusses the disease in lower ani¬ 
mals. The monograph concludes widi a comprehen¬ 
sive chronological bibliography of articles on coc¬ 
cidioidomycosis from 1892 through 1957. The 
illustrations are excellent and the tables are orderly 
and readable. This book should serve as a model 
for those who wish to prepare monographs on 
specific diseases. It is highly recommended for the 
teacher, student, and laboratory worker, and it 
should be in the library of. every internist who is 
interested in infectious diseases. " 
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CATHETERIZATION PRIOR TO CHILDBIRTH 
To THE Editor:— QHife a lively controversy has 
arisen in a hospital concerning catheterization of 
patients just before delivery. One group claims 
that routine catheterization accomplishes nothing 
of value and may lead to infection of the urinary 
tract; if is felt that women who did not have 
catheterization just prior to delivery develop 
fewer cystoceles than those whose bladder was 
meticulously emptied at that time. The other 
group feels that a bladder containing any urine 
at all is much more subject to trauma during 
birth of the infant and that fewer cystoceles are 
seen when routine emptying of the bladder is 
carried out just prior to extraction of the present¬ 
ing part. Please give the current view on this 
subject. M.D., New York. 

Answer.— This is a controversial subject, because 
in most instances it is difficult or impossible to 
prove a definite relationship between catheteriza¬ 
tion and subsequent disturbances except infection. 
Surely, it has not been proved that cystocele is due 
to catheterization or omission of catheterization 
just before deliver}'. The problem of bladder infec¬ 
tion after catheterization is nearly always due to 
improper technique and should not be a deciding 
factor. In all deliveries, as in all surgical operations, 
conditions should be as aseptic as possible. It is 
generally agreed by obstetric authorities that the 
bladder should be emptied by catheter before for¬ 
ceps deliveries, breech e.xtractions, versions and 
e.xtractions, and any extensive vaginal manipula¬ 
tion, because an empty bladder permits easier de¬ 
liver}' and reduces the risk of injury to the bladder. 
However, in cases of spontaneous delivery this 
consultant sees no reason for routine catheteriza¬ 
tion, particularly because an episiotomy is generally 
performed which takes considerable pressure off tlie 
bladder and uretlira by the baby’s head. Of course, 
if the bladder is distended with urine at the time 
the presenting part is to be delivered, catlieteriza- 
tion should be carried out just before delivery. 


The answers here published have been prepared by comi>etent au¬ 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specIBcally so slated in die reply. Anony¬ 
mous communications cannot be answered. Every letter must contain 
the \3.'ritcT’’s name and address, but these uill be omitted on request. 


PHILOSOPHY OF ALLERGIC 
DESENSITIZATION 

To THE Editor:— T/ie ordinary general practitioner 
is bewildered by the mass of contradictory “in- 
formation" on allergic diseases and treatment. 
Persons loith chronic allergies, such as derma¬ 
titis, asthma, or hay fever, who must receive 
almost continuous exposure to the offending anti¬ 
gen throughout their symptomatic period, go to 
the allergist for “desensitization." For some 
reason, the exposures they are getting do not 
desensitize them. But they get better—with little 
or no severe reaction in the desensitization proc¬ 
ess. Can some reasonably concise and intelligible 
reconciliation of all the contradictions be made? 
Most physicians do not have the time to fake a 
residency in allergy or to read a 1,000-page text¬ 
book and think it all through. 

Alfred B. Mason, M.D., Concord, Calif. 

Answer.— This consultant is in complete sym¬ 
pathy with the questioner. The literature on allergic 
diseases and tlieir treatment is indeed voluminous, 
and the views expressed by specialists in the field 
are often contradictory. The confusion created is 
furtlier compounded by the extravagant claims of 
some commercial pharmaceutical firms who attempt 
to persuade the practitioner that their antiallergy 
medicine is markedly superior to a similar one 
advertised by a competing manufacturer. The ques¬ 
tion as stated can be divided into three parts: 1, 
Why do patients improve after injections of anti¬ 
gens to which they are allergic, when exposure to 
the identical antigens by inhalation or contact 
aggravates ratlier than ameliorates the symptoms? 
In effect, what is the mechanism of specific allergic 
desensitization therapy? 2. What is the effect of 
emotional factors on allergic disease? Ai'e allergy 
symptoms purely psychosomatic, are the so-called 
desensitizing symptoms merely placebos, and is im¬ 
provement attributable to psychological mecha¬ 
nisms? 3. Is there a concise textbook available which 
reconciles the apparent contradictions and gives a 
reasonable and intelligible explanation of the prob¬ 
lems involved in the management of patients wtli 
allergic disease?. 1. Admittedly, the complete an¬ 
swer to the complex problem of which exact im¬ 
munological mechanisms are involved in the relief 
of symptoms after injections of antigens during 
allergy management is not known. The most accept¬ 
able and logical e.xplanation at the present time 
is tlie theory of the formation of blocking or neu¬ 
tralizing antibodies during the course of the in- 
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jections. That is, parenteral injections of specific 
antigens to which the patient is allergic will provoke 
the production of blocking or neutralizing anti¬ 
bodies which are different from the naturally 
occurring allergic antibodies (reagins). When these 
divergent antibodies join the specific offending 
antigens, the resulting reaction is harmless as com¬ 
pared to the conventional antigen-antibody reaction 
which instigates allergy symptoms. Since all or 
most of the a\’ailable invading antigen is used up 
in this hannless reaction, there is little or none 
available to react with the reagins and, thus, the 
STOiptom-producing antigen-antibody reaction is 
avoided. 2, It is particularly difficult to accept and 
understand the thesis of the c-sistence of certain 
emotional constellations for specific allergic diseases 
as described in great detail in the literature. Not 
only allergists but psychiatrists as well differ on this 
point. Neither, however, deny the profound effects 
of emotional factors on the symptoms of allergic 
disease. The symptoms of hay fever, asthma, and 
allergic dermatitis, for e.xample, can be precipitated, 
aggravated, prolonged, or perpetuated by psycho¬ 
genic stimuli. However, this occurs in patients who 
already have allergic disease or the allergic di¬ 
athesis. That is to say, the ability to produce purely 
psychogenic allergic disease ile iiovo has not been 
proved. Allergy desensitization injections, when 
definitely indicated in the properly selected and 
diagnosed case, cannot be considered placebo 
therapy, and the relief obtained is definitely not 
the product of “unconscious motivation.” It would 
be quite difficult to accept the thesis, as several 
allergists have pointed out, that hundreds of 
thousands of ragweed-sensitive patients develop a 
mass emotional disturbance severe enough to pro¬ 
duce hay fever symptoms on the I5th of August 
each year and that a large percentage of these are 
made symptom free by a series of placebo injec¬ 
tions. 3. Several e.xcellent texts on allergy, which 
are not voluminous and which do not indulge in 
excess controversy, have been published in the past. 
One of the most recent which would best fit the re¬ 
quirements of the questioner is that by Harris and 
Shure, which was reviewed in The Jouhnal, Jan. 
11, 1958, page 198 (Practical Allergy, Philadelphia, 
F. A. Daws Company, 1957). 

BENIGN POLYP OF THE STOMACH 

To THE Editor:—A 63-year-old man in excellent 
health has an asymptomatic benign polyp of the 
stomach. What course of action should be token- 
elective surgery or periodic x-rays—to determine 
malignant change? 

Harold B. Lehman, M.D., Charlestown, Ind. 

Answer.— It might be said that one cannot rely 
totally on an x-ray e.xamination to determine wheth¬ 
er a gastric poljq) is benign or malignant. Such a 
polyp associated with achlorhydria would make one 


more suspicious of a malignant lesion. Certain 
studies have indicated that a polyp which is 1 in. 
or more in diameter is prone to be malignant and 
that about 80% of such polyps which are asympto¬ 
matic are benign. If the polyp is less than 1 in. in 
diameter, there is adequate gastric acid, and the 
patient is asymptomatic, some clinicians and sur¬ 
geons may elect to watch the patient and perform 
frequent examinations. However, if the patient is 
in good health and one is to be entirely certain 
as to the nature of the lesion, the best course would 
seem to be c.vploration of the polyp. 

POSITIONAL VERTIGO 

To THE Editor:—A patient has a chronic hack 
problem primarily on the basis of strain. He 
states that after he puts in his dentures he is 
troubled with sore throat, excess salivation, and 
a feeling of fidness in the throat and ears. This is 
followed by a period of feeling off balance, and 
sometimes he can partially remedy this by either 
taking off his glasses or tilting them at unusual 
angles by use of such things as match sticks and 
rubber bands. Consultants have not been able to 
help. From the objective standpoint, he does have 
definite rhagades despite vitamin therapy. How¬ 
ever, there are no related findings in the pharynx 
or the mouth. While it is true that this may be a 
psychosomatic disease, could there be some basic 
etiology? Bert P. Austin, M.D., Utica, N. Y. 

Answer.— This is such a weird combination of 
s>’mptoms (and tricks for their relief) that tlie prob¬ 
lem can hardly be other than of ’ 

gin. This becomes even more like'.; ' ,' ■ ■ ■ 

has been present for a long time or if there has 
been a welter of symptoms in the past. The sensa¬ 
tions described in the area of tlie throat and ears 
are not unlike the so-called globus hystericus. The 
feeling of being off-balance which follows could 
represent the giddiness that results from oyer¬ 
breathing induced by fear or anxiety or, perhaps, 
the spread of afferent impulses into certain brain 
stem areas. The sjmdrome is likely to be more fear¬ 
ful to the patient by reason of its having baffled so 
many physicians. It would appear that manipula¬ 
tion of end organs has produced no useful result 
and that the time has come to consult a psychiatrist 
who has a grasp on tlie djmamics of behavior. One 
cannot doubt that there is “some basic etiology” to 
this man’s problem; etiologies would be more cor¬ 
rect, It seems to require a specialized sort of train¬ 
ing to elicit etiological factors of this kind, and few 
besides psychiatrists-and manifesth’ not all of them 
—have garnered this training. 

ANSWER.-The answer to this question may well 
be based on more than observed facts. And the 
basic facts in the case may also have several facets. 
This mans chronic backache may have overtones 
in the unpleasant symptoms affecting his ear, nose, ■■ 
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and throat. A feeling of fulness in the throat is 
closely akin to a lump in the throat, which is often 
purely hysterical. The e.xcess salivation may be an 
attempt of the body to reject the unpleasantness of 
artificial dentures. This consultant has had two such 
patients in the past five years, treated mostly with 
placebos since all allergy tests, x-rays, and local 
medication and treatment were of little value. The 
new plastic type of dentures were changed to the 
old-fashioned rubber type of compound, witli some 
improvement. There are cases of mild positional 
vertigo which may be caused or improved by slight 
changes—often sudden, minute movements of the 
head. Tims, changing or altering slightly the posi¬ 
tion of the glasses, by whatever means, may have 
an effect on this patient’s general well-being. In 
addition, recent work done in New York indicates 
the possibility of an acid-base change in such per¬ 
sons, which often causes bizarre symptoms in the 
nose and throat, svith an overlay of vertigo. Sodium 
thiosulfate in a 10% concentration, 20 drops in 
water given three or four times a day, may be of 
value in such cases, and, if not, after a week or so 
one should change this to treatment with normal 
but>'l alcohol, 7.5% in water, 15-20 drops given 
three or four times a day. Of course, in spite of all 
tliis, tlrere may be a mild or severe psychosomatic 
overlay, in which case a psychiatrist would cer¬ 
tainly be of value. 

ANNUAL CHEST X-RAYS 
To THE Editor:— In a soybean processing and feed 
manufacturing plant, employees have for the past 
six years received annual chest x-rays by a mobile 
unit. Is the annual chest x-ray procedure desir¬ 
able or necessary on a mass basis? Is there any 
likelihood of overexposure to x-rays through 
this type of procedure, especially if carried out 
annually over a number of years? How often 
should such routine tuberculosis screening tests 
be done for this type of employee? The manufac¬ 
turing processes in this plant are dusty, although 
ventilation is usually good, and it has been stated 
that soybean dust is peculiarly nonirritating to 
lung tissue. 

James M. Burk, M.D., Decatur, Ind. 

Answer.— Annual x-ray inspection of the chest is 
a good procedure, as it may bring to light evidence 
of disease in the presymptom stage as well as le¬ 
sions already causing sjTnptoms. Obviously, a lesion 
must be macroscopic and of sufficient densitj^ to 
obstruct .x-rays before it casts a visible shadow on 
film. Moreover, it must be located in that part of the 
lung which is not obstructed from view by shadows 
of other organs, such as the heart and the dia¬ 
phragm. Lesions which meet these requirements 
are usually detectable by shadows they cast before 
significant abnormal physical signs are in evidence 
of s}Tnptoms appear. Although much has been said 


and written about dangers of radiation through 
x-ray exposure, there is no well-documented e\i- 
dence that the annual examination, such as these 
employees receive, is harmful. It is assumed, of 
course, that the mobile unit employed in this plant 
is equipped xvith the up-to-date protective devices. 
However, this subject is being carefully studied. 
In the meantime, it may be well to limit photo- 
fluorograms to persons in whom x-ray inspection is 
especially indicated. If the screening test is done 
primarily for tuberculosis, the procedure now being 
recommended and e.xtensively practiced consists of 
testing all employees regardless of age with tuber¬ 
culin and making periodic .x-ray film inspection of the 
chest only of the reactors. This probably would elimi¬ 
nate more tlian 50% of the employees from the an¬ 
nual film inspection. There is less radiation exposure 
from making regular .x-ray films than from photo- 
fluorograms. If the employees are in the age period 
when malignancy is an important consideration, 
periodic films of die chest are worthwhile even 
among the nonreactors to tuberculin. However, no 
evidence is yet available to show that periodic 
x-ray films of the chest reveal operable malignan¬ 
cies much more frequently than former methods, 
although they may be discovered earlier in their 
course of evolution. Inasmuch as soybean dust has 
been reported as peculiarly nonirritating to lung 
tissue, there apparently is no significant dust prob¬ 
lem to require periodic x-ray film inspection of the 
chest. 

MINIMUM REQUIREMENTS FOR BLOOD 
TYPING AND MATCHING 
To THE Editor:—W/ joi are the present minimum 
requirements for satisfactory blood typing and 
blood matching for blood transfusions in a small 
office laboratory? Is a Coombs' test mandatory in 
each case? 

Samuel Newman, M.D., Danville, Va. 

Answer.— The precautions to be taken when 
selecting a donor for blood transfusion should be 
adequate to guard against the occurrence of a hemo¬ 
lytic reaction caused by blood group incompatibil¬ 
ity, and this applies to small office laboratories as 
well as large hospital laboratories. Therefore, tests 
for the A-B-O blood groups and the Rho factor 
should be carried out on every prospective recipi¬ 
ent. The donor or bank blood selected should be 
of the same A-B-0 group as the recipient, and for 
Rho-negative recipients only type rh (triple Rh- 
negative) blood should be used. In general, an 
Rho-positive recipient may be given blood which 
is Rh positive or Rh negative, provided the blood 
bank screens the serum of all Rh-negative donors 
to be certain that no Rho antibodies are present. To 
guard against incompatibilities for blood factors 
other than A, B, and ]^o> cross matching tests must 
be done. Such cross matching tests are of greatest 
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importance in individuals who have had previous 
pregnancies, blood transfusions, or blood injections 
of any kind which might have sensitized them to 
blood factors lacking from tlieir own cells. A num¬ 
ber of different methods of carrjdng out cross match¬ 
ing tests are in use. Antibodies of any given speci- 
ficit}' may occur in more than one molecular form, 
of which the two most important are saline aggluti¬ 
nating (or complete) antibodies and conglntinating 
(blocking or incomplete) antibodies. No single test 
will detect both these varieties of antibodies. There¬ 
fore, at least one cross matching test should be done 
to detect the saline agglutinating antibody and at 
least one to detect the conglutinating or blocking 
antibody. This entails cross matching tests in a 
plasma or albumin medium as well as in a saline 
solution medium. Cross matching tests by the anti¬ 
globulin technique should also be carried out where 
time permits, especially for recipients who may 
have been sensitized by pregnancy or transfusion, 
and such tests are indispensable for patients who 
have a history of previous transfusion reactions. For 
fuller details concerning the technique of these 
tests these references may be consulted: Gradwohl, 
“Clinical Laboratory' Methods and Diagnosis” (ed. 
5, St. Louis, C. V. Mosby Co., 1956, chap. 5, pp. 
994-1189), and “Technical Methods and Procedures" 
of the American Association of Blood Banks (Min¬ 
neapolis, Burgess Publishing Co., 1956). 

SCLEROSING INJECTIONS FOR ^VEAK 
ABDOMINAL WALL 

To THE Editob:—A 63-year-old man was operated 
on for inguinal hernia two years ago. At present, 
he feels fairly comfortable except that he notices 
a bulging in the region of the lower part of the 
scar. The surgeon who performed the operation 
believes this is due to a weakness of the abdom¬ 
inal wall in that region and. not to any leak. The 
protrusion is visible only when the patient is 
standing and consists of a fiat elevation about 1 
cm. hi0j and between 1 and VA in. in diameter in 
the lower half of the scar just above the ligamen- 
tum inguinale (pouparti). The situation is well 
under control with an ordinary abdominal sup¬ 
port. Would sclerosing injections in such a case 
help to strengthen the abdominal wall? If so, is 
there any danger of the ductus deferens being 
affected? What else could he done? 

M.D., New York. 

Answer.— The description suggests that this pa¬ 
tient has a direct inguinal hernia, either a recur¬ 
rence after repair of a direct hernia or coincidental 
direct hernia in a patient operated on for oblique 
hernia. Sclerosing injections have no appreciable 
value in “weakness of the abdominal wall” and are 
not recommended. If such injections were made in 
the vicinity of the spermatic cord, injury to the 
cord structures might well occur. This would more 


likely be in the form of occlusion of the blood ves¬ 
sels with resultant swelling and possible subsequent 
atrophy of the testis rather than injury to the vas 
deferens itself. The treatment of choice is surgical 
repair with adequate plastic reinforcement of the 
posterior wall of the inguinal canal. The only other 
alternative is the continued use of the abdominal 
support. 

CARBON MONOXIDE AND 
NERVE DEAFNESS 

To THE Editor:— C7nder what conditions does car¬ 
bon mono.xide poisoning result in nerve deafness? 

M.D., Ohio. 

Answer.— Practically all to.xicologists believe 
there is no such condition as the expression “chronic 
carbon monoxide poisoning” would imply. Carbon 
monoxide does not accumulate in the body progres¬ 
sively over a long period of time as does, for in¬ 
stance, lead or methyl bromide or silica dust. This 
fact reduces the question to a consideration of acute 
carbon mono.xide intoxication. This consultant is 
unable to find, in the American literature, any evi¬ 
dence that carbon mono.xide poisoning has pro¬ 
duced nerve deafness. Shillito and co-workers 
(/. A. M. A. 106:669-674 [Feb. 29] 1936) e.xamined 
the records on a large series of cases in tlie New 
York City area. The incidence of sequelae was min¬ 
imal and primarily consisted of psychoses. Hender¬ 
son and Haggard (Noxious Gases and the Princi¬ 
ples of Respiration Influencing Their Action, ed. 2, 
New York, Reinhold Publishing Corporation, 1943, 
p. 172) state that most claims of impaired health 
after e.x-posure to carbon mono.xide are unjustified. 
“Tliey should not be accepted as valid unless all of 
these conditions can be established; (1) at least 
a 50% saturation of the blood or a concentration 
in the air sufficient to induce at least 50% satura¬ 
tion; (2) an e.x-posure of at least three hours; and 
(3) continuous complete unconsciousness lasting 
for at least six hours after return to fresh air. Short 
of conditions of such severity, recovery is practi¬ 
cally always complete.” In view of these and other 
observations, it is logical to assume that there e.xists 
no relationship between nerve deafness and carbon 
monoxide e.xposure. 

PROTHROMBIN TIME ESTIMATION 
To THE Editor:— Please give an outline for pro¬ 
thrombin time estimation. m.D., Missouri. 

Ansxver.— The method employed successfully in 
the laboratory of this consultant is that of Ouick 
(/. A. M. A. 110:1658-1662 [May 14] 1938) with 
minor modifications. Blood is obtained by veni- 
p^cture and immediately mixed with 0.1 M so¬ 
dium oxalate in a 9:1 ratio. For tlie control of 
anticoagulant therapy, 1.8 ml. of blood mixed with 
0.2 ml. of 0.1 M sodium oxalate is ample. The blood 
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is centrifuged to separate the plasma. The determi¬ 
nation is carried out as follows: 0.1 ml. of plasma 
is mixed with 0.1 ml. of thromboplastin suspension 
and 0.1 ml. of 0.01 M calcium chloride quickly 
blowTi into the mi.xture. The time required from the 
addition of the calcium chloride to the formation of 
a clot is measured mth a stop watch. With throm¬ 
boplastin prepared from rabbit brain, a prothrom¬ 
bin time of 12 seconds should be obtained on nor¬ 
mal human plasma. A similar value is obtained with 
use of human brain as the source of thromboplastin. 
Commercial preparations not made from rabbit 
brain varj' in potency and usually give a prothrom¬ 
bin time longer than 12 seconds. The determination 
should be carried out in a water bath kept at 37 C. 
The blood or plasma is kept in an ice bath while 
tlie thromboplastin and calcium chloride are placed 
in tlie water bath. The results may be recorded in 
seconds or in percentage of normal. For the latter 
result, the curve obtained by plotting prothrombin 
time against prothrombin activity is employed. 

NONSUPPURATIVE SCLEROTIC OSTEITIS 
To THE Editor:— Please discuss the etiology of 
osteitis condensans ilii. It has been difficult to 
locate information regarding this interesting con¬ 
dition. What is found when the involved hone is 
sectioned? 

Richard L. Siggers, M.D., Eureka, Calif. 

Ans%veb.— According to Standard Nomenclature 
of Diseases and Operations, osteib's condensans ilii 
is considered as a nonsuppurative sclerotic osteitis. 
It is coded by completion of the master code 2..-lx6. 
Tlie condition is marked by an area of dense sclero¬ 
sis on the iliac side of the sacroiliac joint; the com¬ 
plete code is 2468-1x6. 

TESTOSTERONE AND SERUM 
CHOLESTEROL 

To THE Editor;— W/iaf is the effect of testosterone 
regarding atherogenesis? 

Robert A. Heebner, M.D., Compton, Calif. 

Answer.— Testosterone, in the recommended dos¬ 
ages, can be used when indicated without deleteri¬ 
ous effects in the majority of pabents. When used 
therapeutically, its efect on serum cholesterol is, 
for practical purposes, negligible. 

TREATMENT OF POISONOUS SNAKE BITES 
To THE Editor:— Tluo questions on the treatment of 
poisonous snake bites, which appeared in The 
Journal, Aug. 30,1958, pages 2256-2257, warrant 
further comment. The direction circular here¬ 
tofore supplied with each package of antivenin 
(Crotalidae) polyvalent recommended the method 
that had for many years been approved for man¬ 
agement of snake envenomation. In fact, use of 
mechanical measures—constriction of the enveno- 


mated limb with a tourniquet, incisions at the site 
of the fang punctures and areas of swelling, and 
application of suction—was for centuries the only 
method available. Such treatment was based on 
the theory that venom was disseminated in the 
body of the victim principally by gradual absorp¬ 
tion through the lymphatics. It was contended 
that much of the venom was probably retained 
for several hours in the edematous area snrround- 
itig the bite; therefore, it was theorized, a consid¬ 
erable amount could he removed by suction ap¬ 
plied to incisions of the envenomatcd tissue. In 
1936, Dtiran-Reynals first demonstrated the 
spreading of rattlesnake and cobra venoms in the 
bodies of experimental animals by chemical ac¬ 
tion; he showed, in 1939, that snake venoms are 
rich sources of hyaluronidase. Since then, it has 
come to be realized that permeation of the body 
of the victim by animal poisons takes place 
largely by enzymatic activity. Little information 
is available as yet on the ability of snake venom 
hyaluronidases to break down mucopolysaccha¬ 
rides other than hyaluronic acid. A number of 
investigators have studied, and reviewed the 
literature on, the spreading factors and other 
enzymes in poisons of animal origin (Venoms, 
publication 44, Washington, D. C., American 
Association for the Advancement of Science, 
1956). The animal e.xperiments of Leopold and 
associates (Mil. Med. 120:414, 1957) in the re¬ 
search laboratories of the U. S. Marine Corps, at 
Camp Lejeune, N. C., furnished some interesting 
information on the inefficiency of mechanical 
measures for treatment of snake envenomation. 
Immobilization appeared to retard spread of 
venom in the tissues of the subject. Use of tourni¬ 
quets did not increase survival of the immobilized 
envenomated animals. More local damage de¬ 
veloped in the envenomated limbs to which 
tourniquets were applied than occurred in en¬ 
venomated limbs of the merely immobilized con¬ 
trols. (Allen [Soudi. M. J. 31:1248, 1938; Am. J. 
Trop. Med. 19:593, 1939] had made the same 
observations 20 years earlier and abandoned 
clinical use of the occlusive tourniquet.) The 
U. S. Marine Corps researchers also found that 
incision and suction not only failed to aid but 
actually decreased the survival period. They 
stated, "The pumping and manipulation appar¬ 
ently produced faster venom spread and the 
animals died more rapidly." Some of the clinical 
arguments against use of mechanical measures 
for treatment of snake envenomation have been 
reviewed by Keegan (406tb Medical General Lab¬ 
oratory Manual, June 1,1958). 

The producers of antivenin (Crotalidae) poly¬ 
valent (North and South American antisnakebite 
serum) have been aware for some time of the 
experience and opinions of numerous clinical 
authorities in snake-infested areas. These observ- 
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ers have expressed the belief that incision and 
suction have no real therapeutic value for snake 
envenomation. Use of mechanical measures is 
merely a survival from an earlier period when 
there was no other treatment to resort to. D. G. 
Miller Jr., of Morgantown, Ky., who teaches in 
two southern medical colleges, practices in a 
southern rural community, and has had con¬ 
siderable experience in treating snakebitten pa¬ 
tients, has stated in a personal communication; 
“I have long taught that there is no value in 
incision and suction and that if any significant 
amount of venom is to be removed locally, early, 
rather wide excision is required. This would be 
impossible on foot, ankle, anterior surface of the 
lower leg, and on the hands and forearms.” 
(These are the most frequent sites of snake bitesi) 
“Wide excision of any suitable body area would, 
of course, entail subsequent plastic surgery.” 
Others concur with this opinion. The instructions 
for treatment of snake envenomation included in 
the antivenin package as now supplied have been 
revised to conform to present clinical thinking 
and have been officially approved. Neutralization 
of the venom with antivenin in adequate dosage 
is the only measure recommended. The direction 
circular contains a condensed account of the 
evidence on the basis of which chilling, by 
chemical or other means, is officially interdicted 
as a form of treatment. Cold merely serves to ar¬ 
rest conduction in the sensory nerves; it does not 
alter the toxicity of the venom. 

The source of the toxicity of venom is not 
definitely known, nor has the mechanism by 
which any venom produces its toxic and lethal 
effects been fully determined. Since the work of 
Slotta and Fraenkel-Conrat in 1938, which sug¬ 
gested that the toxicity of crotoxin, a crystalline 
protein obtained from the venom of Crotalus 
terrificus terrificus (tropical rattler), could be the 
consequence of its enzymic activity, numerous 
authors have assumed that the action of one 
enzyme or interaction of several could explain 
the toxic effects of venoms. However, more re¬ 
cent experimental evidence, as recorded in the 
book “Venoms,” cited above, suggests a different 
concept: certain snake venoms contain, besides 
the relatively nontoxic enzymes, protein mole¬ 
cules possessing specific toxic action. Although 
certain enzymes present in venom damage the 
victim, they are not, in Slotta’s opinion, the real 
toxins. Goncalves states that it is difficidt to 
answer the question as to whether the diversified 
symptoms of snake envenomation may be as¬ 
cribed to one toxin, which may exert various 
pharmacodynamic actions, or to other molecules; 
all may be involved. He has described another 
toxic protein, crotamine, which appears to occur 
in the venom of C. t. terrificus from southern 
Brazil only. Slotta contends that crotoxin, a highly 


complex substance probably composed of several 
subunits, possesses, in addition to certain enzyme 
components, one or more separate toxic princi¬ 
ples. The Indian workers have isolated from the 
venom of Naja tripudians (cobra) at least two 
neurotoxins that show little or no hemolytic 
activity and several enzymes of which one is 
strongly hemolytic but practically nontoxic. There 
is no evidence that clinical use of chilling, al¬ 
though it may somewhat retard certain enzymic 
functions, will significantly interfere with tissue 
destruction or reduce the activity of other toxics 
principles present. Therefore, chilling may be 
permitted temporarily in an effort to alleviate 
pain until serum can be administered, but after 
injection of antivenin application of cold is un¬ 
warranted and should be discontinued. 

Eleanor Buckley, B.S. 
Wyeth Laboratories 
Philadelphia 1. 

(Polyvalent antivenin packaged prior to the 
present time may contain the older instructions. 
Information regarding the use of antivenin in both 
sets of instructions remains essentially the same, 
but all reference to the use of incision and suction 
has been deleted from the new instructions.— Ed. ) 

SAFE PARTICIPATION IN SPORTS 
To THE Editor:—I 7nder the heading “Safe Partici¬ 
pation in Sports,” in the Questions and Answers 
section of The Journal, May 10,1958, page 272, 
a question pertains to “the incidence of cerebro- 
vascidar accidents and other pathological condi¬ 
tions caused by atherosclerosis,” with increased 
occurrence related to aging and “excessive physi¬ 
cal or nervous tension.” It is asked, “At about 
what age must physical overactivity, especially 
certain sports such as gymnastics, be considered 
as potentially dangerous and therefore restricted?” 
The consultant replies that no categorical answer 
can be given. 

The issue can be dealt with much more spe¬ 
cifically. Evidence is available to the effect that 
age per se is virtually without relevance for the 
clinical evaluation of the effects of physical ex¬ 
ercise, including “certain sports such as gym¬ 
nastics.” The justification for this statement is 
provided in several recent studies, among them 
the age analysis of participants at the 1952 Olym¬ 
pic games (Jokl and others. Sports in the Cultural 
Pattern of the World, Helsinki, Finland, 1956). 
This study showed that median ages for partici¬ 
pants in the various competitions ranged from 21 
(400-meter free-style swimming) to 42 (dressage). 
The total age range was 13 (400-meter and 1,500- 
meter free-style swimming) to 66 (clay pigeons). 
Ages of first, second, and third place winners 
ranged from 17 (clay pigeons; silhouette, 60 shots- 
62-kg. free-style wrestling; and 1,500-meter free- 
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style swimming) to 58 (dressage). Signifieant data 
were also obtained during the 1953 Annual Na¬ 
tional Gijmnastie Festival at Marburg, Germany. 
Men aged 40-84 and women aged 32-55 per¬ 
formed preseribed exercises on the parallel bars 
and the horizontal bar, respectively, of a standard 
of severity far above that of which untrained 
university students aged 18-22 were found ca¬ 
pable in a control investigation (Jokl, Alter und 
Leistung, Berlin, Svringer-Verlag, 1954). 

Evidence has also shewn that the regression 
of phiisical efficiency levels of untrained subjects, 
as is found icith advancing age in respect to ath¬ 
letic performance, can be readily nullified by 
systematic training. Thus, champion gymnastic, 
tennis, mountaineering, equestrian, and long-dis¬ 
tance running feats have been performed by per¬ 
sons in their 50's and 60's. Conversely, a critical 
decline of physical efficiency, due to lack of train¬ 
ing, was reported by Col. L. G. Rowntrcc, Chief 
of the U. S. Selective Service System during 
World War II, for the majority of inductees un¬ 
der 30 years of age. ■ 

The question of the impact on pathological 
states of the physiological adaptations which take 
place in response to exercise and training is of 
axiomatic significance and therefore does not ap¬ 
ply specifically to the older age groups. That the 
incidence of atherosclerosis is higher in old than 
in young people is, of course, true, but the issue 
as such is the same as that concerning young 
people with atherosclerotic disease who subject 
themselves to exercise and training. In both, ex¬ 
ercise and training can bring about compensation 
or can even reverse the functional sequelae of the 
illness if it is so treated early, as recent studies 
from my laboratory have demonstrated (Am. 
Heart J. 54:556, 1957). Fatal collapse associated 
with physical exertion has been observed in chil¬ 
dren, as is illustrated in the case of a 10-year-old 
boy who died after exercising (Lancet 2:659, 
1944). Photomicrographs from the coronary artery 
showed an occluded left descending branch with 
an organized thrombus containing small vessels, 
indicating long-term adaptation, and, in a differ¬ 
ent portion of the thrombus, extravasated erythro¬ 
cytes, calcium deposit, and thickened media. 
However, “excessive physical or nervous tension” 
due to “physical overactivity,” to which the in¬ 
quirer refers, never plays a primary role in such 
dramatic occurrences. The exercise situation, as 
such, cannot be considered the eause of death in 
these cases, just as the bed does not exert a spe- 
eifieally deleterious influence on patients who die 
from cardiovasetdar causes during sleep. 

Data are also available to show that regular 
exereise has a distinctly favorable prophylactic 
effect on the degenerative diseases of the heart 
and arteries and, in time to eome, that it will 
also play an inercasingly important role in ther¬ 


apy. However, two faets have to be realized in 
this eonnection: 1. In the United States very few 
middle-aged and elderly persons keep themselves 
fit. 2. Although it is possible in many eases of the 
kind under review to reestablish a higher level of 
fitness, even after prolonged periods of inactivity, 
such an effort presupposes medical supervision on 
the basis of speeial knowledge of clinical medi¬ 
cine, as well as of physical education such as venj 
few physicians currently possess. Of course, many 
say and write that they do. 

In conclusion, I must concur with the con¬ 
sultant in adopting a eonservative attitude-not 
necessarily because of inherent desiderata arising 
out of the situation but mainly because the 
medical profession has not yet received, through 
medical schools and research institutions, the re¬ 
quired information and indoctrination. 

Ernst Jokl, M.D. 

Kentucky Rehabilitation Center, Inc. 

University of Kentucky 

Lexington, Ky. 

PROPHYLAXIS FOR POISON IVY 

To THE Editor:— Zn the Questions and Answers 
section of The Journal, Oct. 18,1958, page 979, 
the consultant mentions the use of poison ivy 
leaves in prophylaxis. Many patients have chewed 
these leaves and have had no ill effects. But one, 
when seen a few hours later, was almost choking 
to death and required several days for recovery. 
Her mouth, pharynx, and epiglottis were so 
swollen and edematous that for a while it was 
thought that a tracheotomy would be necessary. 
Such a measure is to be noted and advised only 
under the most careful circumstances. Some per¬ 
sons might consider a brief mention of it by the 
consultant (who obviously had not tried it him¬ 
self) to be a recommendation. I consider such 
recommendation to be dangerous, and I write this 
to let other doctors know that such is the case. 

Darius G. Ornston, M.D. 

36 Carpenter Lane 
Philadelphia 19. 

The above comment was referred to the con¬ 
sultant who answered the original question, and 
his reply follows.— Ed. 

To the Editor;— There was no intention on the part 
of this considtant to recommend chewing poison 
ivy leaves as a means of producing prophylaxis in 
poison ivy dermatitis; it teas meant merely to indi¬ 
cate, as a matter of history, that this procedure 
“was reported among the American Indians more 
than 150 years ago.” Although even today farmers 
are said to chew a leaf occasionally as a prophy¬ 
lactic desensitization measure, it certainly is haz¬ 
ardous, as indicated in the comment, and not to be 
recommended. 
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STUDY OF STAPHYLOCOCCIC INFECTIONS OCCURRING 
ON A SURGICAL SERVICE 

Marie L. Koch, Ph.D., Derward Lepley,.Jr., M.D., C. Morrison Schroeder, M.D. 

nnd 

Miles B. Smith, M.D., Milwaukee 



N RECENT years increasing numbers of 
reports have appeared in the literature in 
regard to the seriousness of hospital ac¬ 
quired staphylococcic infections, the re¬ 
sistance of these organisms to the antibiotic drugs 
in common use, and tlie application of the bac- 
teriophage-tj'ping technique for determining the 
relationship of cultures from different sources.' 

Our attention was first called to this problem 
while we were attempting to evaluate the cause of 
ever increasing numbers of cases of staphylococcic 
enteritis occurring on surgical wards.'" Although 
we had not experienced an actual outbreak of 
surgical staphylococcic infections, we were aware 
of the presence of sporadic cases. On this basis we 
decided to investigate the source of these infections, 
focusing our attention on the staff and personnel 
carrier as a potential source of cross infection, and 
to determine, if possible, ways and means of pre¬ 
venting the dissemination of Staphylococcus pyo¬ 
genes var. aureus on the surgical wards. 

Methods and Materials 


In order to evaluate the possible benefits of 
simple semi-isolation techniques as a means of con¬ 
trolling spread of cross infection, two general sur¬ 
gery wards of 60 beds each, nearly identical in 


Two 60-bed general surgery wards were 
compared os to the incidence of staphylococ¬ 
cic infections. In one ward, only routine pre¬ 
cautions were taken against the spread of 
infections. The other ward was treated as 
nearly as possible like an isolation unit, with 
special bedding, dressing carts, and other 
facilities. Of 74 patients who acquired staphy¬ 
lococcic hospital infections during the one- 
year period, 41 were-in the latter ward, and 
the semi-isolation techniques that had been 
used were found completely inadequate for 
the control of staphylococcic infections on 
surgical wards. Valuable data were obtained 
by culturing the organisms and classifying 
them according to coagulase reaction, anti¬ 
biotic resistance, and bacteriophage type. The 
withdrawal of a given antibiotic for eight 
months was not sufficient to affect the anti- 
biotic-resistance of prevailing strains, prob¬ 
ably because the drugs used in any given 
hospital were but a fraction of those used in 
the community from which the patients came. 


From the Surgical Service aud the Clinical Laboratory Service, Wood Veterans Administration Center, 
microbiology and immunology, Marquette University School of Medicine. 


and the departments of surgery and 
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physical structure and situated one above the other, 
were selected for study. One was established as a 
study ward, the other as a control ward. In the 
former, private and semiprivate rooms at one end 
were dhaded from the ward proper by double 
doors. This area was equipped with special bed¬ 
ding, dressing cart, utensils, and hand washing fa¬ 
cilities and was as far as possible established as 
an isolation unit. 

All patients who were admitted with infections 
and those who developed infections during hos¬ 
pitalization on the study ward were placed in this 
area. Personnel caring for these patients wore caps, 
gowns, masks, and gloves, and strict aseptic tech¬ 
nique was used when dressings were being 
changed. However, the same personnel were re¬ 
sponsible for the care of patients on the remainder 
of the ward, which included seven-bed rooms di¬ 
vided into admission and postoperative rooms. On 
the control ward, precautions other than those 
routinely used were not employed. A continuous 

Table 1.—Phages of Four Groups of Staphylococci and 
Miscellaneous Groups (Blair) and Phage Patterns 
Most Commonly Occurring in Our Study 


Common Phngc 

Group Charncteristic Phages Patterns 

I . 29, 52. 52A, 79 52 

ri . 3A, 3B, 3C, 55. (39), (523) 30 

III . 0, 7. t2E, 47, 53, 54. 70. 73, 63/VA4. 44A, 7, 

75. 77, (42B), (VA4) 47/53/54/77/VA4, 77 

IV . 42D 

Miscellaneous . 44A, Si 44A 

Onclassifled .. SO/81, 47/42D* 


• Formerly reported as j2/42B/Sl. 

record of each patient, in relations-to time, place, 
contact with other patients, and personnel caring 
for him, was kept throughout the study period. 

Since it has been well established that a great 
number of staphylococci, indigenous to our hospi¬ 
tal, are resistant to the antibiotic drugs in common 
use, we decided to test the efficacy of the use of 
“rotational” tlierapy as a means of delaying or 
preventing the emergence of drug-resistant strains. 
As it has been our e.vperience tliat essentially com¬ 
plete cross resistance occurs between the tetra¬ 
cycline drugs (chlortetracycline, oxytetracycline, 
and tetracycline) in vitro, we decided to withdraw 
the use of tliese drugs for a period of eight months 
and restrict their use to special requests only. Due 
to complete cross resistance between these drugs 
in vitro, they will be referred to as “the tetra¬ 
cyclines” and results reported accordingly. 

Bacteriological Procedt/res.-Nasophaiy'ngeal and 
rectal cultures were made on a monthly basis of 
members of the personnel and staff of the two 
surgical wards under study and the operating suite, 
and whenever possible on patients on admission, 
prior to surger}% and on the fourth postoperative 
day. Stomach and intestinal lumina were cultured 


at the time of surgery and, in cases of infect®, 
cultures were obtained until the infection hi 
subsided. 

All staphylococci isolated were tested for tlitii 
ability to -produce coagulase, either by the use cl 
the biochemical method, with use of Bacto-Maa- 
nitol salt agar and/or by their ability to clot citiated 
human plasma. 

Drug susceptibility of pure cultures was deta- 
mined by the disk-plate method, with use of Semi- 
Discs exclusively. The concentrations used were as 
follows: penicillin and bacitracin, 2 units per milli¬ 
liter respectively; dihydrostreptomycin, 10 meg. 
per milliliter; novobiocin, 30 meg. per milliliter; and 
neomycin, chlortetracycline, oxytetracycline, tetra¬ 
cycline, and chloramphenicol, 5 meg. per milliliter 
respectively. Strains inhibiteci by these respective 
concentrations were classified as “sensitive”; those 
showing a zone of inhibition of growth of 2 mm. 
or less were classified as “resistant.” 

Tire technique of bacteriophage typing was used 
to determine tire relationship of cultures from dif¬ 
ferent sources. Twenty-five staphylococcic phages 
were obtained through the courtesy of Dr. John E. 
Blair and stock cultures and phages rvere accom¬ 
plished by the method of Blair and Carr° and 
Blair.® Only strong lytic reactions (50 plaques or 
more) were taken into consideration in reporting of 
results. Table 1 illustrates the phages of the four 
broad groups of staphylococci and the miscellane¬ 
ous groups and tire phage patterns most commonly 
occurring in our study. 

Results 

During the one-year study period, 74 patients 
acquired hospital infections caused by coagulase- 
positive, phage typable staphylococci; contacts were 
established in 42 of these cases. Forty-one of the 
patients were located on the study ward and 33 on 
tire control ward. Of cases of cross infection, 24 
were located on the study ward and 18 on the con¬ 
trol ward. Eleven patients acquired a carrier state 
at one time or another during their hospitalization. 

Included in tire hospital acquired infections rvere 
9 preoperative infections (as determined by cultures 
taken eitlier prior to or at the time of surgeiy); 
44 postoperative wound infections; 7 postoperative 
complications - of otlier types; and 14 nonsurgical 
cutaneous infections. Fifty-one patients acquiring 
infections during their postoperative period indi¬ 
cate an infection rate of 4% (1,350 operations). 

Twenty-four patients had infections at time of 
admission to the wards and 28 patients were naso¬ 
pharyngeal and/or fecal carriers on admission. 

In regard to tire staff and personnel of the tliree 
study units, carrier rates were as follows: study 
ward, 34%; control ward, 38%; and operating suite, 
40%. Of a total of 114 individual carriers, 49 were 
nasopharyngeal, 36 were fecal, and 29 were simul¬ 
taneous nasopharyngeal and fecal carriers. Base 
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on the results of phage typing, 11 of these individ¬ 
uals were “persistent” carriers; that is. they har¬ 
bored staphylococci of the same phage pattern for 
a minimum of five consecutive months. Their dis¬ 
tribution was as follows: study ward, three; control 
ward, four; and operating suite, four. 

^^'e were unable to demonstrate any significant 
change in rate of incidence of staphylococci resist¬ 
ant to the tliree tetracycline drugs, due to a with¬ 
drawal of their use for a period of eight months. 
Tliis phase of our investigation will be reported in 
detail in a subsequent paper. 

One thousand five hundred forty-seven strains of 
Staph, pyogenes var. aureus were isolated from a va¬ 
riety of 3,632 clinical specimens cultured for this 
organism. Of these, 56% were coagulase-negative, of 
which 367o were resistant to penicillin, 19% to 
erythromycin, 3S% to dihydrostreptomycin, 38% to 
the tetracyclines, and 18% to chloramphenicol. 
Forty-four per cent of the strains were coagulase- 
positive, with incidence of drug resistance as fol¬ 
lows: 42% to penicillin, 16% to erythromycin, 36% 
to dihydrostreptomycin, 30% to the tetracyclines, 
and 177o to chloramphenicol. Strains resistant to 
bacitracin (127o), neomycin (207o), and novobiocin 
(177o) were infrequently encountered and there¬ 
fore will not be further mentioned. 

Of 515 strains subjected to phage tj^ping with 
the 25 phages used, 277o were untypable and 827o 
were typable with one or more of the phages used. 
Of the latter, 56% were typable witli phages used 
at the routine test dilution and 15% with phages 
used-at a 1:10 dilution. 

Incidence of drug resistance among the un¬ 
typable strains was 6370, with 26% resistant to 
penicillin, 21% to erytliromycin, 387o to dihydro¬ 
streptomycin, 33% to the tetracyclines, and 35% to 
chloramphenicol. Incidence of drug resistance 
among the typable strains was 597o with individual 
drug resistance as follows: 437o to penicillin, 15% 
to erj’thromycin, 357o to dihydrostreptomycin, 32% 
to the tetracyclines, and 15% to chloramphenicol. 
Of the resistant typable strains, 30% were resistant 
to a single drug and 65% were multiple resistant. 

Table 2 illustrates the incidence of phage 
patterns in relation to antibiotic susceptibilitj' 
(372 strains; 33 patterns). Our most commonly 
occurring patterns were 53/VA4, 44A, 7, 47/42D, 
’47/53/54/77/VA4, 77, 80/81, 52 and 3C, and these 
staphylococci accounted for 867o of the total num¬ 
ber of strains. 

Incidence of drug resistance in the above pat¬ 
terns was 63% with drug resistance as follows: 46% 
to penicillin, 167o to erythromycin, 377o to dihydro¬ 
streptomycin, 35% to the tetracyclines, and 16% to 
chloramphenicol. Thirty-three per cent of the re¬ 
maining staphylococci (falling into 24 patterns) 
were drug resistant. 


Table 3 illustrates the relationship of patients 
with hospital acquired infections and those having 
infections on admission to the distribution of phage 
patterns. 

Hospital Acquired Infections.—01 74 patients 
having hospital acquired infections, 837o were 
caused by staphylococci of eight of our commonly 
occurring patterns (53/VA4, 44A, 7, 47/53/54/77/- 
VA4, 77, 47/42D, 80/81, and 3C). However, 39 of 
the 42 cases of cross infection were caused by 
staphylococci of the first five patterns. Therefore, 

Table 2.— Relation of Incidence of Phage Patterns to 
Antihiotic Susceptibility (372 Strains) 


Total Total Xo. Resistant to*^ 

No. of No. , -—- 


Phase Pattern 

Strains Resistant 

P 

E 

DS 

T 

Ch 

.•>:VVA4t .. 

10.5 

93 

76 

32 

73 

.54 

31 

44A ... 

48 

27 

16 

6 

15 

14 

4 

It . 

44 

20 

8 

4 

4 

2 

12 

I7/42D1S . 

37 

14 

11 

0 

3 

7 

1 

47/.-.1/.U/;;/VA4II . 

30 

16 

15 

6 

11 

7 

3 

S0/}?l . 

10 

14 

10 

2 

4 

14 

1 

TT. 

12 

7 

3 

3 

4 

6 

3 


12 

6 

6 

1 

.3 

4 

0 

. 

11 

4 

o 

0 

2 

2 

1 

47/81 . 

4 

2 

1 

0 

1 

0 

n 

r,2A/8i .. 

3 

3 

3 

0 

2 

2 

1 

7/47/fi3/.74/7a . 

3 

2 

1 

1 

2 

1 

1 

I7/.53/.54/77/VA4/81 . 

2 

2 

0 

0 

2 

2 

0 

81 . 

2 

2 

o 

0 

1 

0 

0 

77/44A . 

2 

2 

2 

0 

1 

1 

0 

47/53/77/VA4/44A . 

2 

2 

<7 

0 

1 

1 

0 

.V2/70/44A . 

2 

1 

1 

1 

1 

1 

0 

70 . 

1 

1 

1 

0 

1 

0 

0 

523 . 

1 

1 

1 

0 

0 

0 

0 

7/VA4/44A . 

1 

1 

1 

0 

1 

1 

0 

52A . 

C 

0 

0 

0 

0 

0 

0 

29/44A . 

5 

0 

0 

0 

0 

0 

0 

47 . 

4 

0 

0 

0 

0 

0 

0 

42D . 

4 

0 

0 

0 

0 

0 

0 

70 . 

4 

0 

0 

0 

0 

0 

0 

3A/44A. 

3 

0 

0 

0 

0 

0 

0 

42D/44A. 

2 

0 

0 

0 

0 

0 . 

0 

3A/3B/30/55 . 

1 

0 

0 

0 

n 

0 

0 

7/47/53/73 . 

1 

0 

0 

0 

0 

0 

0 

6/73 . 

1 

0 

0 

0 

0 

0 

0 

.55 . 

1 

0 

0 

0 

0 

0 

0 

42B . 

1 

0 

0 

0 

0 

0 

0 

29/47 . 

1 

0 

0 

0 

0 

0 

0 









Grand totals . 

372 

220 

1G2 

50 

132 

119 

.58 

% resistant .. 


59 

43 

15 

35 

32 

15 


* P = penicillin; E = erythromycin; DS = dIhydrostreptomycin; T = 
tetracyclines; and Ch = chloramphenicol. 
i May he joined by 77 or 47. 
t May be joined by 77. 

S 5Iny be joined by 53, VA4, or 53/V.-V4. 

|] May be joined by 6. 

*3 May be joined by .">2A. 

? May lie joined by 3A, 3B, or 55. 

our predominant or major hospital patterns were 
.53/VA4, 44A, 7, 47/53/54/77/VA4, and 77. 

In regard to the 28 cases of cross infection of 
postoperative wounds, of the five predominant pat¬ 
terns, 53/VA4 staphylococci were responsible for 
13; 44A for 6; pattern 7 for 3; 47/53/54/77/VA4 
for 2; and pattern 77 for 2. 

Admission Infections.—Oi 24 patients having in¬ 
fections on admission, 17 were caused by staphylo¬ 
cocci of si.x of our commonly occurring patterns 
(53/VA4, 44A, 47/53/54/77/VA4, 77, 80/81, and 
3C). However, 10 of these cases were caused by 
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staphylococci included in four of our predominant 
patterns. Table 4 illustrates incidence of phage 
patterns and their antibiotic susceptibilities in rela¬ 
tion to tire three groups of persons studied. 


Table 3.—Incidence of Patients with Hospital Acquired In¬ 
fections and Patients with Infections at Time of Admission 
in Relation to Distribution of Phage Pattern 



Pre- 

Post¬ 

operative 

Other 

Post- 

Non- 

operative 


Operative 

Infected 

operative 

Cutaneous 

Phaf^e Pattern 

Infections 

Wounds 

Infections 

Infections 

Number of Oases of 

Hospital Acquired Cross Infections (42) 

:,3/VA4 . 

1 

13 

2 

1 

44A .. 

•■> 

6 

1 

1 

7 .. 

1 

3 

1 

0 

47/53/54/77/VA4 . 

0 

2 

0 

1 

77 ........................ 

1 

2 

0 

1 

47/42D .... 

0 

1 

0 

0 

80/84 .. 

0 

0 

0 

1 

.V2A/S1 . 

0 

1 

0 

0 

Totals . 

5 

28 

4 

5 

Hospital Acquired Infections Lncking Demonstrable Contacts (3*2) 

A4 .. 

0 

3 

1 

2 

7 . 

4 

1 

1 

0 


0 

1 

0 

0 

4T/42D . 

0 

2 

1 

3 

80/84 . 

0 

1 

1 

1 

3C . 

0 

0 

0 

0 

10 les.s common patterns* 

0 

5 

0 

6 






Totals . 

1 

lo 

4 

12 

Xumber of Cases of Admission Infections (21) 


5S/VA4 . 

1 

0 

1 

1 

44A . 

0 

0 

0 

2 

47/53/M/77/VA4 . 

0 

0 

0 

4 

77 . 

0 

0 

0 

1 

80/81 . 

0 

0 

0 

4 

3C . 

0 

0 

0 

3 

5 less common pattemst 

1 

2 

0 

4 






Totals . 

2 

2 

1 

19 


* Patterns responsible lor five postoperative wounti Inlectlons: 47, 
C/73, 42B, 528. and 3A/44A. 

f Patterns responsible for two postoperative wound Infections: 
52/79/44A and 47/81. 

Group A represents 122 strains (24 patterns) 
isolated from cultures from a unde variety of clini¬ 
cal sources from 102 inpatients. Included in this 
group are 42 patients with hospital acquired cross 
infections, 32 patients with hospital acquired infec¬ 
tions but lacking demonstrable contacts, and 11 
patients who acquired a carrier state sometime 
during their hospitalization. Staphylococci of our 
five major hospital patterns (53/VA4, 44A, 7, 
47/53/54/77/VA4, and 77) accounted for 70% of 
the total number, and were responsible for 39 of 
the 42 cases of cross infection. 

Incidence of drug resistance in group A was 65%, 
uith 48% of the strains resistant to penicilh'n, 19% 
to erj'tliromycin, 45% to dihydrostreptomycin, 44% 
to the tetracyclines, and 25% to chloramphenicol. 

Group B represents 178 strains isolated from 
nasopharjmgeal and/or fecal carriers from the staff 
and personnel of tlie study and control wards and 
from the operating suite. Of these, 152 were naso- 
pharjTigeal isolations and 26 were fecal. Staphy¬ 
lococci of our five major hospital patterns accounted 
for 68% of the total number. Pattern 53/VA4 
staphylococci svere harbored by 16 carriers, 44A 


by 12, pattern 7 by, 10, 47/53/54/77/VA4 by 7, 
and pattern 77 by 2. Staphylococci of 53/VA4, 
44A, and 7 were harbored by both nasopharyngeal 
and fecal carriers, whereas those of the remaining 
patterns were harbored by the former only. 

Incidence of drug resistance in group B was 567c, 
\rith 38% of the strains resistant to penicillin, 157c 
to erythromycin, 26% to dihydrostreptomycin, 227c 
to the tetracyclines, and 10% to chloramphenicol. 

Comparison of groups A and B shows that a close 
correlation e.vists between phage patterns of staphy¬ 
lococci cultured from patients with hospital ac¬ 
quired cross infections and those exhibited by 
carriers among the staff and personnel. Although 
we encountered _ nine nasopharyngeal carriers 

Table 4.—Incidence of Phage Patterns and Their 
Antibiotic Susceptibilities in Relation to the 
Three Groups of Persons Studied 

Total 


Group 

Phage Pattern 

Total 
No. of 
Strains 

No. 

Resist¬ 

ant 

No. Resistant to* 
'p E DS T Ch' 

A 

S3/VA4 

42 

36 

31 

15 

32 

25 

13 

Inpatient strains 

44A 

IG . 

10 

7 

3 

G 

8 

3 


7 

14 

9 

I 

2 

2 

2 

9 


47/42D 

30 

4 

4 

0 

3 

4 

1 


47/53/8t/77/VA4 

9 

3 

3 

2 

0 

2 

1 


80/81 

4 

4 

4 

0 

0 

4 

0 


77 

4 

2 

1 

2 

rt 

2 

2 


52 

1 

1 

1 

0 

1 

1 

0 


30 

2 

2 

2 

0 

0 

0 

0 


Less common 
patterns 

20 

9 

5 

0 

7 

0 

2 

Totals . 


. 122 

80 

59 

24 

55 

M 

31 

% resistant. 



05 

48 

19 

45 

44 

25 

B 

53/VA4 

60 

45 

34 

14 

29 

23 

13 

Carrier strains 

44A 

28 

13 

7 

3 

7 

4 

0 

(staff and 

7 

20 

9 

5 

2 

1 

0 

S 

personnel) 

47/42D 

22 

10 

7 

0 

0 

3 

0 


47/63/54/77/VA4 

11 

8 

7 

1 

5 

1 

0 


80/81 

3 

2 

0 

1 

0 

2 

0 


77 

0 

4 

o 

0 

t} 

3 

1 


62 

11 

5 

5 

1 

2 

3 

0 


3C 

2 

1 

0 

0 

1 

1 

1 


Less common 
patterns 

19 

1 

1 

0 

0 

0 

0 

/i’otals . 


178 

93 

6S 

22 

47 

40 

18 

% resistant. 



50 

38 

15 

20 

22 

10 

c 

63/VA4 

43 

12 

11 

3 

12 

6 

5 

Admission strains 

44A 

4 

4 

2 

0 

2 

2 

1 


7 

4 

2 

2 

0 

1 

0 

0 


47/42D 

5 

0 

0 

0 

0 

0 

0 


47/S3/«/77/VA4 

10 

6 

5 

3 

4 

4 

o 


60/81 

9 

8 

C 

1 

4 

8 

1 


77 

2 

1 

0 

1 

0 

1 

0 


62 

0 

0 

0 

0 

0 

0 

0 


3C 

7 

1 

0 

0 

1 

1 

I 


Less common 
patterns 

18 

8 

8 

1 

4 

2 

O’ 

Totals . 


72 

41 

34 

9 

28 

24 

30 




50 

47 

12 

3S 

33 

33 

* P = penicillin; E = erythromycin; DS = dlhydrostreptonu'cin; T = 
tetracyclines; and Cb = cbloraraphenicol. 


among the inpatients, only one played a role in 
cross infection. Of our predominant patterns, 
53/VA4 and 47/53/54/77/VA4 were the only Bvo 
associated with these patients. Other patient-to- 
patient contacts, in cross infections, will be dis¬ 
cussed later. 
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Group C represents 72 strains (21 patterns) iso¬ 
lated from various clinical sources from 24 patients 
having infections at the time of admission and from 
28 nasopharyngeal and/or fecal admission carriers. 
Forty-five per cent of these staphylococci fell 
into our five predominant patterns (53/VA4, 44A, 
7, 47/53/54/77/VA4, and 77). 

Incidence of drug resistance in tliis group was 
56%, witli 47% of the strains resistant to penicillin, 
12% to erytliromycin, 38% to dihydrostreptomycin, 
33% to the tetracyclines, and 13% to chlorampheni¬ 
col. 

It is obvious from tlie foregoing report that our 
predominating “endemic” pattern was 53/VA4. This 
pattern included 105 strains, or more than twice as 
many strains as those occurring in any other single 
pattern. Tliese staphylococci were responsible for 
13 of 28 cases of hospital acquired postoperative 
cross-wound infections. They comprised 30% of all 
strains isolated from infected lesions from patients 
having hospital acquired infections and 30% of all 
strains harbored by the staff and personnel, includ¬ 
ing a total of 16 carriers (5 of whom were persistent 
carriers). In addition they were also harbored by 
si\ inpatient and tliree admission patient carriers. 
Eighty-seven per cent of the 53/VA4 strains were 
drug resistant and, of these, 84% were multiple 
resistant. Furtliennore, 46% of all cultures resistant 
to penicillin and 50% of all cultures resistant to the 
three tetracycline drugs were of this pattern. 

For the purpose of comparison, our second most 
commonly occurring pattern was 44A, which in¬ 
cluded 48 strains. These staphylococci were re¬ 
sponsible for 6 of the 28 cases of hospital acquired 
postoperative cross infections of wounds. They 
comprised 12% of all strains isolated from infected 
lesions from patients witli hospital acquired infec¬ 
tions, and 15% of all strains harbored by'the staff 
and personnel, including a total of 11 carriers (2 of 
whom were persistent carriers). In addition they 
were harbored by one admission carrier. Fifty-six 
per cent of the 44A staphylococci were drug re¬ 
sistant and of these, 11% were multiple resistant. 

In the 42 cases of hospital acquired cross infec¬ 
tions, results indicate tliat 13 infections had their 
origin in die operating suite; contacts included two 
surgeons, five anesthetists, two scrub nurses, and 
two aides. Twenty-four cases apparently originated 
from contacts with ward staff and personnel car¬ 
riers. These included tivo surgeons (including one 
listed in the above category), five nurses, and three 
aides (table 5). 

Of 17 cases of cross infection due to 53/VA4 
staphylococci, results of phage typing indicate that 
2 had their origin in operating suite and 15 in 
the wards. Of the latter, 10 originated from a single 
contact of the study ward and 5 from a single con¬ 
tact on the control ward. Both contacts were ward 


nurses and both were persistent nasopharyngeal 
carriers and transient fecal carriers of the organism 
in question. 

Five cases of cross infection were traced to 
patient-to-patient contacts. Four contacts had open 
cutaneous lesions and one was a nasopharyngeal 
carrier. Pattern 53/VA4 staphylococci were not 
concerned in tliese cases; incriminating patterns 
were 44A, 47/53/54/77/VA4, 80/81, and 52A/81 
(table 5). 

Seven cases of auto-infection were included in 
the group of 32 hospital acquired infections lacking 
demonstrable contacts. The responsible staphylo- 
cocei were included in patterns 53/VA4 (2 cases), 
3A/44A, 80/81 (2 cases), 52A/81, and 3C. 

Comment 

Results of this investigation indicate that our 
infection rate (4%) is lower than that reported by 
Jeffrey and Sklaroffin a similar study (9%). Our 
infection rate seems favorably low, especially when 
we take into consideration that 38 of our 51 pa- 

Table 5.—Professional Status of Carrier Contaets in Relation 
to Number of Cases of Cross Infeetion 

Cross 

rnfectlon 


Profossiomil Stntns ol Carrier No. No. 

Operating Suite 

Surgeons .. 2 2 

Anesthesiologists . u 7 

Scnih nurses . 2 2 

Aides .. 2 2 

Study ward 

Ward surgeons . 1 2 

Nurses . 3 12 

Aides . 1 1 

Control ward 

Ward surgeons . 1 1 

Nurses .. 2 fi 

Aides . . 2 2 

Patlent-to-pnticnt contacts . 5 5 


tients witli iiostoperative infections had major sur¬ 
gery, tlie operations requiring two to five hours. 
Furthermore, all patients were males and 70% 
were over 50 years of age. Incidentally, 36 of these 
patients received antibiotic drugs prophylactically 
and/or therapeutically. Six patients received drugs 
on the latter basis, to which tlieir respective strains 
were resistant in vitro. 

Since a greater number of cross infections oc¬ 
curred on the study ward tlian occurred on the con¬ 
trol ward, we conclude that the practice of semi¬ 
isolation techniques was completely inadequate for 
the control of spread of staphylococcic infections 
on surgical wards. 

The results of the use of rotational tlierapy as 
a means of delaying or preventing the emergence 
of drug-resistant staphylococci were equally, dis¬ 
appointing. We were unable to demonstrate tliat 
the witlidrawal of tlie use of tetracycline drugs, for 
a period of eight months, in any way influenced tlie^. 
rate of incidence in recovery of resistant strains. 
This is not too surprising when one‘Considers;that 
the amount of those drugs used in our hospital 
represents but a small fraction of their use through-' 
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out the area from which we draw patients, a 
premise substantiated by 33% of our admission 
strains being resistant to the drugs in question. 

were able to establish, by phage tj'ping of 
cultures, a correlation between phage patterns of 
staphylococci responsible for hospital cross infec¬ 
tions and those exhibited by staff and personnel 
carriers of both wards and the operating suite. In 
the past, much attention has been focused on the 
nasal and nasophaiymgeal carrier as the main source 
of spread of infection in hospital populations.^ 
However, little attention has been focused on the 
fecal carrier. Brodie and his associates emphasize 
the importance of the latter among hospitalized 
patients as an added potential source of infection; 
the authors call attention to their presence among 
the surgical staff and personnel. If our search for 
carriers had been based solely on nasopharyngeal 
isolations, 31% of our 114 carriers would have been 
completely overlooked as well as the interesting 
phenomenon that tlie nasopharxmgeal carrier is 
frequently a simultaneous fecal carrier. 

The problem of control of staff and personnel 
carriers remains a difficult one. We have no new 
ideas to offer but reemphasize the need for a dili¬ 
gent search for carriers on the basis of phage typing 
of cultures. The fact that 65% of our inpatient 
strains and 55% of our carrier strains were drug 
resistant suggests that the acquisition of these 
organisms iiy the latter group is primarily a matter 
of their ax'ailability within a gix’en area. Conse¬ 
quently, the strict practice of aseptic techniques in 
the handling and care of patients should result in 
a lowering of carrier rate, and a subsequent reduc¬ 
tion in the number of cross infections due to resist¬ 
ant staplp'lococci. 

Although we did not encounter any cases of 
bacteremia in our series, four deaths were included 
in which coe.xisting staphylococcic infections were 
considered to be a contributing factor. Our problem 
concerned sporadic cases rather than an actual out¬ 
break of staphylococcic infections. What then is the 
effect of such cases occurring on a surgical service? 
Our experience agrees with that reported by Jeffrey 
and Sklaroff "" that the primarx' effect is economic, 
brought about by jirolongation of hospital stay. For 
e.vample, occurrence of cross infections of post¬ 
operative wounds in IS of our patients resulted in 
a total increase in hospital stay of 432 days beyond 
the usual time required for hospitalization, or a 
mean of 24 dax’s per patient. The financial impact 
of such a situation is apparent. 

We found little exidence to support the reasoning 
that inpatient nasopharyngeal carriers of coagulase- 
positive stajxhylococci serx'e as a potential source of 
cross infection. On tlie otlier hand, patients hax’ing 
open cutaneous lesions present a real hazard as 
sources of cross infection on surgical xx'ards. 

It has been frequently emphasized in the past 
that, in any particular hospital, the important 
staphylococci may belong to only a fexv phage pat¬ 


terns carried in the anterior nares or nasophaiynx 
of the staff and personnel. Such has been our ex¬ 
perience, the important staphylococci in our series 
belonging to 5 of 33 patterns. Furthermore, staphy¬ 
lococci of each of the five important patterns were 
also introduced into the xvards from outside sources. 
Our results also indicate,tliat staphylococci of our 
“predominant” or “endemic” pattern (53/VA4) xvere 
endoxved xx'ith enhanced powers of communicabil¬ 
ity, infectix'ity, and resistance to the antibiotic 
drugs in common use. 

The unix'ersal observation that tlie majority of 
drug-resistant staphylococci belong to broad group 
3 correlates with our results. Of 220 drug-resistant 
strains, 62% belonged to this group. However, 
drug-resistant staphylococci xx'ere also encountered 
in each of the remaining groups. 

Since 1954 the dissemination of 80/81 staphylo¬ 
cocci in the United States has been xxride and rapid. 
As a result, these organisms are causing particular 
concern throughout tlie country. Hoxvever, the chief 
concern has been limited to outbreaks of infections 
in nurseries and in outbreaks of breast abscesses in 
nursing mothers. Although staphylococci of tills 
pattern xx'ere included in our nine commonly occur¬ 
ring patterns, they xx^ere of little or no significance 
in cross infections (only 1 in 42 cases, and this a 
nonsurgical cutaneous infection). It is pertinent to 
mention tliat the patients from xx'hom these particu¬ 
lar staphylococci were recox'ered were all males, 
xx’itli the majority ox'er 50 years of age. Thus it 
xx’ould seem that these strains hax^e a special 
predilection for the nexvborn infant and nursing 
mothers. 

It is regrettable that xx'e xx'ere unable to subject 
all of our cultures of coagulase-positive staph)do- 
cocci to yihage typing. During the first four montlis 
of the study period, xx'e xx'ere handicapped by lack 
of adequate technical assistance and subsequently 
lost a number of stock cultures due to contamina¬ 
tion on refrigeration. 

Conclusions 

The problems of control of staff and personnel as 
contacts in cross infection and the prevention of 
emergence of drug-resistant strains have not been 
solved by the results of our investigation. Tliey 
remain e.xtremely difficult problems. Certainly they 
call for strict practice of aseptic techniques and for 
the conserx'atix'e and intelligent use of the anti¬ 
biotic drugs at our disposal. 

For a better understanding of the pathology',, 
epidemiology, and chemotherapy of hospital ac¬ 
quired staphydococcic infections occurring on a 
surgical serxrice, it is necessary to determine the 
drug susceptibility and phage patterns of each 
strain cultured from inpatients and admission pa- 
and personnel. 

tients, as xvell as from periodic cultures of the staff 

West National Avenue at 54tli Street (Dr. Smith). 

Mrs. Lorraine M. Kastensen and Mr. Abe Resnick gave 
technical as-si-stance for this study. 
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TREATMENT OF HYPERTENSION MTTH CHLOROTHIAZIDE 

Edward D. Frets, M.D., Washington, D. C. 


After more than a year of clinical trials, chloro¬ 
thiazide has become established as a valuable agent 
for the control of hypertension.' It is an especially 
important drug in general practice, because it can 
be administered according to straightforward dos¬ 
age schedules and, in the presence of uncompli¬ 
cated hypertension, has been relatively free of toxic 
reactions. Indeed, it has reduced the over-all inci¬ 
dence of toxicit}' and side-effects of antihyperten¬ 
sive drug therapy. When chlorothiazide is used, 
lower and, hence, less toxic dosages of other hyper¬ 
tensive agents, such as hydralazine or the ganglion 
blocking drugs, become effective in controlling 
blood pressure. The special circumstances under 
which toxicitj' can occur will be discussed later. 

Mechanism of Effects 

Previous reports from this laboratory" stressed 
the importance of salt loss in the mechanism of the 
antiliypertensive effects of the drug. This view has 
been contested by Wilkins and co-workers." How¬ 
ever, further work in tliis laboratory in the interim 
has only strengthened the initial observations. These 
studies may be reviewed briefly here. When chloro¬ 
thiazide was given to nonedematous, hypertensive 
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When chlorothiazide is used, lower and, 
hence, less toxic dosages of other hyperten¬ 
sive agents become effective in controlling 
blood pressure. Chlorothiazide does not re¬ 
duce blood pressure in normotensive subjects, 
although the drug induces the same increase 
in salt excretion. Regarding the mechanism 
of antihypertensive effect of chlorothiazide, 
it may be tentatively concluded that the blood 
pressure reduction accompanies the salt loss 
and probably is a consequence of it. When 
chlorothiazide is added to the regimen of a 
patient taking ganglionic blocking agents, the 
dosage of the latter must be reduced by half. 
The responsiveness of the patient is so re¬ 
markably increased by chlorothiazide that, 
if full dosage is continued, severe hypoten¬ 
sion, including postural collapse, usually will 
occur. The other so-called toxic reactions to 
chlorothiazide are only extensions' of its 
fundamental saluretic and kaluretic actions. 
Hypopotassemia is frequent, and potassium 
supplements should be used when this de¬ 
velops. 
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patients, a urinarj’ loss of approximately 250 mEq. 
or roughly 1.5 Gm. of salt occurred primarily in the 
first 24 to 48 hours after the drug was administered. 
This depletion seemed to be derived in large meas¬ 
ure from the extracellular fluid, since measurements 
of this space disclosed reductions of 1 to 2 liters. 
Accompanying the diminution in extracellular fluid 
space was also a reduction in plasma volume 
(fig. 1). The reduction in plasma volume had also 
been observed by Tapia and associates.'' At the 
same time that these events occurred, the blood 
pressure fell. It did not precede the saluresis {urin- 
ar)' loss of salt) or follow days later. 

These changes were not peculiar to chlorotliia- 
zide. They occurred also with ammonium chloride 
plus mercurials. It is as if well-compensated indi¬ 
viduals are, in effect, slightly edematous. At least 
there seems to be an easily mobilized pool of extra¬ 
cellular fluid which can be skimmed off by saluretic 
drugs. Another point that leads one to believe that 
the antihypertensive effect of such agents is second- 
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Fig. 1,—Effect of chlorothiazide in nonedematous patients. 


arj' to the salt loss is that if sufficient salt is given 
(and this may require as much as 25 Gm. per day) 
the antihj'pertensive effect of the drug is at least 
partially overcome. 

Interestingly enough, chlorothiazide does not re¬ 
duce blood pressure in normotensb'e subjects, al¬ 
though the drug induces the same increase in salt 
e.xcretion. However, Dr. A. Wanko, in this labora- 
tor>% has shown recently that it changes vascular 
responsiveness in normal persons even though basal 
blood pressLxre is not altered.’ The pressor response 
to arterenol is decreased, and tire depressor re¬ 
sponse to ganglionic blocking agents is increased. 
Most important of all, the x'ascular responsiveness 
reverts back to pre-chlorotliiazide-therapy levels 
when die plasma volume is restored wnth 500 ml. of 
a 6% solution of de-xtran. 

Dr. I. M. Wilson, also in this laboratory, has car¬ 
ried out repeated determinations of plasma volume 
and e.xtracellular fluid space in hypertensive pa¬ 
tients treated for long periods." She finds Uiat some 


reduction persists until the drug is withdrawn, after 
which the volumes rise promptly to pretreatment 
levels. 

At present, therefore, regarding the mechanism 
of antihypertensive effect of chlorothiazide, it may 
be tentatively concluded that (1) it has no unique 
hypotensive properties not shared by otlier saluretic 
agents, such as the mercurials; (2) the blood pres¬ 
sure reduction accompanies the salt loss and prob¬ 
ably is a consequence of it; (3) the salt loss comes 
primarily from the extracellular fluid, and the drug 
produces a sustained reduction of extracellular fluid 
space and plasma volume; and (4) the reduction 
of plasma volume and of tissue pressure due to the 
extracellular fluid loss may play a role in reducing 
tlie basal blood pressure of hypertensive but not of 
normotensive persons and of vascular reactivity in 
botli. 

Combined Therapy 

It is tliis increased I'esponsiveness to depFessor 
stimuli that makes chlorothiazide an effective agent 
in the management of hj'pertensive patients. By 
itself, it has only a moderate effect on blood pres¬ 
sure in most patients. But when any ty’pe of anti¬ 
hypertensive agent is given in conjunction with 
chlorothiazide, it gains a new depressor effective¬ 
ness. This is particularly true in the case of the 
ganglionic blocking drugs and of hydralazine 
(Apresoline) hydrochloride. Because dosages need 
be less, treatment becomes not only more effective 
but also simpler, since it is no longer necessary' to 
skirt on the edge of to,xic dose levels. 

In order for maximum benefit to be obtained from 
chlorothiazide it must be remembered that hyper¬ 
tensive patients differ in their responsiveness to 
antihypertensive medicaments. For example, in a 
random group of 100 hyqpertensive patients, 20 of 
those with milder degrees may respond satisfactori¬ 
ly to chlorothiazide alone, 20 others to clilorothia- 
zide and Rauwolfia preparations, and 40 to chloro¬ 
thiazide and hydralazine, while the final 20 may 
require the ganglionic blocking drugs, at least for a 
time. Which of these combinations approaches most 
closely die ideal of general effectiveness, safety’, 
tolerability, and simplicity? E.xperience here would 
indicate diat in all forms of mild and moderate hy¬ 
pertension which merit any treatment at all the 
nearest approach to the ideal is represented by 
chlorodiiazid^ and hydralazine. 

The dosage of chlorothiazide in patients widi 
hy’pertension uncomplicated by cardiac or renal 
failure can safely be 500 mg. given twice daily on 
arising and at bedtime. This will be an effective 
saluretic dosage in practically all patients, and it 
avoids the needless complications of titration. In 
this clinic, patients with uncomplicated hyperten¬ 
sion have been given this dosage continuously for 
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more than one year without toxic effects. To this is 
added 25 mg. of hydralazine two or three times 
daily. If this dosage is insufficient, it is raised to 50 
mg. three times daily hut not beyond this level, since 
toxic effects can occur at higher dosages. Unlike 
some other antihypertensive drugs, this combina¬ 
tion does not produce easy fatigue, lethargy, or 
mental dulling. One avoids the considerable danger 
of precipitating an emotional depression in intel¬ 
lectual persons who are given Rauwolfia, as well as 
the inconvenience of dosage juggling so frequently 
requhed with the ganglionic blocking drugs. Of 
course Rauwolfia, the ganglionic blocking agents, 
or both are added whenever the chlorothiazide- 
hydi'alazine regimen is ineffective. Dosage readjust¬ 
ments of the blocking drugs are not as frequently 
required in patients who are also taking chlorothia¬ 
zide. In addition, the side-effects of ganglionic 
blockade are far less, due to the lower dosage re¬ 
quirement. 

Toxic Reactions 

It is necessary at this point to emphasize tliat, 
when chlorotliiazide is added to tlie regimen of a 
patient taking ganglionic blocking agents, the dos¬ 
age of tlie latter must be reduced by half. The re¬ 
sponsiveness of the patient is so remarkably 
increased by chlorothiazide that, if full dosage is 
continued, severe hj'potension, including postural 
collapse, usually will occur. For the same reason, 
care must be used in administering chlorothiazide 
to a patient who has previously undergone sjunpa- 
thectomy. This usually is well tolerated, but if such 
a patient is elderly or has arteriosclerosis there is 
the possibility of precipitating a coronary or cere¬ 
brovascular occlusion if the hypotensive response 
is marked. 

The example just cited could be called a “toxic 
effect” of chlorotliiazide, since the net result is dele¬ 
terious to die patient. But in a more real sense it is 
not a failing of the drug, whose purpose is to lower 
blood pressure, so much as it is a reflection on 
physicians who proceed thoughtlessly in a situation 
where xvisdom cautions otherwise. The blame in this 
case is not with the drug but with the physicians 
judgment. 

Similarly, the other so-called toxic reactions to 
chlorothiazide hold no surprises but are only exten¬ 
sions of its fundamental saluretic and kaluretic ac¬ 
tions (fig. 2). The most common of all die “toxic 
reacdons” is hypopotassemia. In patients xvith un¬ 
complicated hypertension, reductions of serum 
potassium levels to 3 mEq. per liter is almost com¬ 
monplace and, in experience at this laboratory, has 
not been attended by clinical manifestations of hy¬ 
pokalemia or by any evidences of renal damage. 
The situation in a cardiac patient, on die other 
hand, has been quite different. Patients xvitii're¬ 


sistant congestive heart failure appear to be potas¬ 
sium “losers,” and the addition of chlorothiazide 
may tip the scale toward critical depletion. This 
clinical situation is further embarrassed by the fact 
that digitalis toxicity develops so readily in the 
presence of hypopotassemia. The first sign of 
trouble then may be the arrhythmias of digitalis in¬ 
toxication. 

Various measures may be taken to cope with this 
toxic development. The dosage of digitalis may be 
reduced or omitted, chlorothiazide may be given 
intermittently radier than continuously, or potas¬ 
sium supplements may be administered. I do not 
share the equanimity of other workers regarding 
the effectiveness of potassium supplements, since 
they may provide a false sense of security. Chloro¬ 
thiazide is quite effective in removing excessive so¬ 
dium in the diet and may do the same with potas¬ 
sium supplements. How much potassium is enough 
to raise the blood potassium level, and what hap¬ 
pens when the patient forgets to take his supple¬ 
ment? These important questions need to be re¬ 
solved, and it would seem advisable to supply an 
ample excess of 75 to 100 mEq. orally per day in 
all patients who develop hypokalemia. There is 
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Fig. 2.—Reactions to chloroUiiazide as e.\tensions of its 
fundamental actions. 


some evidence to suggest that the hypokalemia may 
be due to a secondary stimulation of aldosterone 
secretion. 

In tlie patient who has congestive heart failure 
secondary to hypertension, it is usually possible to 
control the failure without digitalis after the blood 
pressure has been reduced and reaccumulation of 
edema prevented by chlorothiazide plus other hy¬ 
potensive agents. There is no need to make a fetish 
of digitalis if it is harmful in a particular situation. 
A cautious trial of withdrawal after compensation 
has been restored will not subject the patient to any 
significant risk. 

In the patient with congestive heart'failure due 
primarily or completely to causes other than hyper¬ 
tension, it is our practice to continue digitalis ther¬ 
apy but to administer chlorothiazide intermittently 
(usually two days on treatment and tivo days off), 
thereby permitting nature to make its own compen¬ 
sations. Unfortunately, in patients with hypertension 
chlorothiazide must be taken daily, as the blood 
pressure rises promptly (within 24 to 48 hours) after 
the drug has been withdrawn. 
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By the same token, tlie physician should resist the 
temptation to gh'e chlorotliiazide for correction of 
hj'pertension or edema secondarj' to hj'peradreno- 
corticism, either the naturally occurring varieties or 
the t)'pe induced by steroid treatment. The adrenal 
cortical hormones conserve sodium and waste po¬ 
tassium. Chlorothiazide increases the excretion of 
both. In the patient mtli potassium depletion and 
hyperadrenocorticism, tlie additional insult of chlor¬ 
othiazide may precipitate severe hypokalemia. Simi¬ 
larly, protracted diarrhea, various renal tubular dis¬ 
orders, and ureterosigmoidostomy may in them¬ 
selves produce potassium depletion and hence make 
chlorothiazide therapy dangerous. Fortunately, 
these are situations that rarely arise in the routine 
management of hj'pertensive patients. 

It is surprising that hyponatremia and hypochlo- 
remia do not develop more frequently. There seem 
to be few authenticated cases, and these conditions 
have not been observed in this clinic. Once the 
labile pool of extracellular fluid has been skimmed 
ofi, chlorotliiazide seems to become relatively in¬ 
effective in removing further sodium or chloride. 
Nevertheless, it would be adding insult to injury to 
give chlorothiazide in the presence of nephritis witli 
salt loss, or of depletion of body stores of sodium or 
chloride, as can occur with protracted vomiting or 
severe diarrhea. On the other hand, last year pa¬ 
tients treated with chlorotliiazide at tliis clinic lived 
tlirough the usual hot Washington summer without 
any evidences of salt deficiency. 

One furtlier word is required on the subject of 
“toxic reactions” to chlorothiazide. As organic renal 
damage progresses, the kidney vasculature loses its 
fle.xibilih' in adjusting to a reduced level of blood 
pressure, ^^flien blood pressure falls, glomerular fil¬ 
tration decreases. In the patients widi elastic renal 
blood vessels, adjustments are made quickly so tliat 
filtration pressure is restored. But in the rigid vas¬ 
culature of tlie patient with far-advanced nephro¬ 
sclerosis or nephritis, diese adjustments are poorly 
made, with tlie result that filtration pressure and 
filtration rate become lower and remain reduced. 
Such kidneys can ill afford this insult, since they 
depend on a high urine volume to hold uremia in 
check. As the filtration rate falls, oliguria develops 
and nitrogenous products accumulate in the blood. 

In tlie presence of such renal damage and a high 
level of blood pressure, the physician truly must 
steer carefully between Scylla and Chan'bdis. If he 
aims toward hiTiotension, he must be aware of the 
possibility of uremia. But if he withholds therapy, 
his patient may be drawn further toward malignant 
hx'pertension. The only solution tlien is to proceed 
cautiously but firmly in the direction of moderating 
the level of blood pressure, watching scrupulously 


for oliguria, lightening treatment when this occurs, 
but pressing forward again watchfully when the 
danger has passed. Thus, judiciously the physician 
directs his course altering direction from time to 
time as prevailing conditions dictate. Few of these 
patients will be saved even under these circum¬ 
stances. But the few who are makes the effort worth¬ 
while. 

Very often the level of blood urea nitrogen or 
nonprotein niti'ogen will gradually rise. Even in 
these circumstances, I have persisted for a time, 
at least, hoping for the occasional instance in which 
the levels will stabilize and then gradually recede 
as the patient adjusts to the lower level of blood 
pressure. 

Conclusions 

The various complications to chlorotliiazide 
therapy are not common in general practice, but 
awareness will aid in their prevention. Actually, the 
good produced by chlorothiazide far outweighs its 
harm. The discovery of tliis agent represents a thera¬ 
peutic advance of considerable significance. The pa¬ 
tient with uncomplicated hy'pertension who does 
not have congestive.heart failure, renal failure, or 
steroid-induced hypertension has little to fear and 
much to gain from the use of this drug. 

The goal of complete control of elevated blood 
pressure grows ever nearer. Will this prevent die 
organic complications that produce morbidity and 
mortality? I believe it will, but only time and 
thoughtfully planned studies will provide the final 
answer. 
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Clinical observation concerning a new, nonmer¬ 
curial, orally given diuretic, designated by the ge- 
nerie name chlorothiazide,' constitutes this report. 
It is designated chemically as 6-chloro-7-sulfamyl-l, 
2,4-benzodiiadiazine-l,1-dioxide. 

It is not primarily a carbonic anhydrase inhibitor" 
but seems to possess the factor of exerting consider¬ 
able influence on tire renal tubular transport of elec¬ 
trolytes, causing a marked decrease in the reabsorp¬ 
tion of sodium and chloride and, to a lesser degree, 
potassium and bicarbonate." Tire loss of sodium is 
apparently equal, mol for mol, to that of chloride."” 
When given in large doses, it is reported that bi¬ 
carbonate is lost in “appreciable” amounts, though 
never to the point of metabolic acidosis as in the 
case with carbonic anhydrase inhibitors. Smaller but 
effective diuretic doses produce only relatively mi¬ 
nor loss of bicarbonate. 

The drug is rapidly and well absorbed when 
given by the oral route, with onset of action within 
two hours and a duration of action of somewhat less 
tlian 12 hours.' The pattern of electrolyte excretion, 
with marked chloruretic effect and rapid onset, sug¬ 
gested a similarity to mercurial diuretics and, fur¬ 
ther, that pretreatment witli ammonium chloride 
might enhance its effect and protect the patient 
from hypochloremic alkalosis. 

Methods 

Chlorothiazide (Diuril) was employed in several 
different groups of patients. All were kept on diets 
with 1 Gm. of sodium chloride, and all but two 
were fully digitalized. All other diuretic agents were 
withdrawn e.xcept ammonium chloride. There was a 
total of 50 patients in the study, which covered a 
period of seven months. All patients were in con¬ 
gestive failure at the time of drug administration. 
Since the completion of the study, an additional six 
months of use has occurred, making in all a 13- 
montlr period during which tlie drug has been em¬ 
ployed. 

Since cHorothiazide was reported" to cause a 
marked chloruresis, several patients were studied by 
a check of serum electrolyte disturbances. As the 
study progressed, routine determinations appeared 
unnecessary, since apparent protection against hy- 
pochloremia could be provided simply by ammo¬ 
nium chloride administration. The latter was given 
in 1-Gm. doses four times daily on three to four con¬ 
secutive days per week, as with tlie mercurial diu- 
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The diuretic effects of chlorothiazide were 
studied in four groups of patients with various 
degrees of congestive heart failure. All but 2 
of the 50 patients were fully digitalized, and 
all were being kept on diets yielding 1 Gm. 
of sodium chloride per day. The usual dose 
for long-term therapy was found to be 250 
or 500 mg. given thrice daily by mouth at 
roughly six-hour intervals for three or four 
consecutive days a week. Some individual¬ 
ization was necessary. Three case histories 
illustrate the gratifying results obtained in 
some patients; a fourth illustrates the fact that 
patients resistant to mercurial diuretics are 
generally resistant to chlorothiazide also. 
Under the conditions of this study, with the 
use of ammonium chloride and potassium 
chloride when indicated, no serious electro¬ 
lyte imbalance occurred, and patients re¬ 
mained free from gastrointestinal and neuro¬ 
logical symptoms of toxicity. 


reties. The substitution of enteric coated potassium 
chloride for ammonium chloride, 1 Gm. given three 
times daily for three days, may more completely 
protect the patients from chloride and potassium 
loss. Tire use of ammonium chloride, while it did 
protect the patient from hypochloreihia and alkalo¬ 
sis, did not materially add any diuretic effectiveness 
and did not appear to enhance the effect of chloro¬ 
thiazide. As of this time, we feel the use of enteric 
coated potassium chloride probably represents the 
drug of choice in place of ammonium chloride, as 
one can feel that chloride and potassium replace¬ 
ment will occur with a single medication. 

Ghlorotliiazide was administered in dirided doses 
ranging from 250 to 1,500 mg. per 24 hours, three to 
seven days a week. The average dose for long-term 
therapy was found to be 250 or 500 mg. given three 
times daily at roughly six-hour intervals. We ob¬ 
served that a greater diuretic response was obtained 
by giving chlorotliiazide on a divided dosage sclied- 
ule, two to tliree times a day, than by a single large 
dose in the morning and over three to fom- consecu¬ 
tive days each week. We observed that most pa¬ 
tients could be kept at “dry” stable weights witli 
tliree or foinr consecutive days of chlorothiazide ad¬ 
ministration; continuous daily administration did 
not seem necessary except in an occasional patient 
in whom control was more difficult. 
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Individual dosage adjustment was, of course, nec- 
essarv', since all patients did not respond in a similar 
manner, some requiring as much as 1,500 mg. per 
day and otliers as little as 250 mg. one day a week. 
Tlie usual initial dose was 250 mg. given tlmee times 
a dav' for three or four consecutive days a vv'eek. 
Larger doses gav'e no greater diuresis than smaller 
efFectiv’e doses, and we felt, furdier, that it vv’as im¬ 
portant to use the smallest possible effective dose 
for long-continued tlierapy. Subsequent dosage vv'as 
determined by diuretic response and fiuther need 
of therapy. There vv'as no evidence of the loss of ef¬ 
fectiveness of chlorothiazide in tlie presence of am¬ 
monium chloride acidosis.® 

The onset of diuresis vv'as more gradual than vv'ith 
a parenterally giv'en mercurial agent, but continued 
in a more sustained and less vigorous manner, so 
that practically all patients agreed it did not cause 
tliem the same degree of muscular discomfort and 
marked frequency of urination, vv'itli the consequent 
frequent loss of sleep, seen with die shorter and 
more violent action of a parenterally giv'en mercu¬ 
rial diuretic. 

Results 

Group 1 consisted of patients seen for the first 
time in congestiv'e failme in vv'hom chlorothiazide 
was administered in lieu of a mercurial diuretic. 
There vv'ere fiv'e patients in tliis group, three wfith 
arteriosclerotic heart disease, one vv'ith hv'pertensive 
cardiovascular disease, and one vvatli rheumatic 
heart disease. 

The av’erage dosage of chlorotliiazide was 250 mg. 
giv'en diree times a day for three days. The average 
vv'eight loss was 6 lb. (2,7 kg.) at the end of a three- 
day period. 

In group 2 vv'ere included patients in cluonic con¬ 
gestiv'e heart failure who required only occasional 
mercurial injections or were taking, orally, mercurial 
or nonmercurial diuretics. There vv'ere 25 patients, 
9 vv'ith arteriosclerotic heart disease, 3 vv'ith hj'per- 
tensiv'e cardiov'ascular disease, and 13 with rheu¬ 
matic heart disease. 

Follovv'-up sUidies were done for periods of six 
vv'eeks to four months, vv'ith an average of tvv'o and 
one-half mondis. The average dosage of chlorothia¬ 
zide was 250 to 500 mg. given tluree times a day for 
three consecutiv'e days each vv'eek. One patient re¬ 
ceived as little as 1^-250 mg. one day a week. The 
av'erage vv'eight loss vv'as 5 lb. (2.3 kg.). The usual 
loss was 3-8 lb. (1.3-3.6 kg.) at the end of each 
course. 

No patient failed to be controlled as well as vv'itli 
mercurials given by oral or parenteral route or vv'itli 
orally giv'en nonmercurials combined vv'ith mercurial 
agents. Three patients were improv'ed much more 
tlian vv'ith the mercurial program. Two patients who 
had regularly receiv'ed nonmercurial, orally giv'en 
diuretics and, occasionally, mercaptomerin prompt¬ 
ly lost 5-S lb. when placed on chlorothiazide ther¬ 
apy. One patient vv'ho had been on therapy with 
an' orally given mercurial agent lost 5 lb. in four 
days after use of clilorothiazide. 


Group 3 included patients in chronic congestive 
heart failure who required regular injections of mer¬ 
curial agents. There were 17 patients in this group, 
11 witli arteriosclerotic heart disease, 1 with hyper¬ 
tensive cardiovascular disease, and 5 with rheumatic 
heart disease. 

Follow-up studies were done ov'er periods of two 
to fiv'e months. The average dosage was 250 mg. 
given three times daily to 500 mg. giv'en twice or 
three times daily for tliree consecutiv'e days each 
week. Prev'ious diuretic therapy had been with mer¬ 
captomerin alone or in combinations with chlor- 
merodrin or nonmercurial, oralfy given diuretics. 
Tire av'erage frequencj' of administration of mercu¬ 
rials by the parenteral route vv'as ev'erv' 7 to 14 days. 
After chlorothiazide therapy' was begun, the aver¬ 
age weight loss was 6 lb. and one patient lost 12 lb. 
(5.4 kg.). 

No failures in treatment occurred. Ev'ery patient 
vv'as as vv'ell controlled as, and a great deal more 
smoothly than, vv'ith tlie previous diuretic schedule. 

In group 4 vv'ere patients in a refractory state of 
congestiv'e failure in whom regular mercurials did 
not produce satisfactoiy results. There were tliree 
such patients, all vv'ith arteriosclerotic heart dis¬ 
ease, All were unimproved on the mercurial pro¬ 
gram, and all were unimproved on chlorotliiazide 
therapy. One patient noted some improv'ement after 
a return to mercurial therapy'. 

Report of Cases 

Case 1 (group 1).—A 50-year-old man was admitted to tlie 
Henry Ford Hospital in conge.shVe failure from arteriosclerotic 
and hypertensive heart disease. He had been on therapy vvitJ) 
digito.vin, 0.2 mg. per day, and a low-salt diet. After admis¬ 
sion, with no change in tlierapy, his vv'eight remained stable 
for three days. On die morning of the fourth day, tlierapy 
with 500 mg. of chlorotliiazide given tvv'ice daily vv'as begun. 
At the end of two days, he had lost 7 lb. (3.2 kg.} in weight 
and all signs of congestive heart failure had cleared aveept' 
for question.able minimal hepatic enlargement. He vv'as con- 
timirf on clilorothiazide therapy for tliree more days, willi a 
fiirtlier loss of 1 lb. (0.5 hg.) in weight. Serum sodium, po¬ 
tassium, chloride, and carbon dio.xide levels were determined 
at tin's time, and all were within normal limits. He was then 
parenterall)' given 2 cc. of a mercurial to see if any furtlier 
diuresis could be obtained. There was no change in weight 
or physical findings. 

He was discharged to the outpatient department,on main¬ 
tenance therapy with digito.vin and a 1-Gm. salt diet, and 
follow-up evaminations were done at about monthly intervals, 
with the requirement of parenterall)' given mercurials. After 
tliree months he shovv'ed ev’idence of increa,sing congestive 
failure. Chlorothiazide therapy vv’as begun again, 250 mg. 
given three times daily tliree days a vv'eek, and ammonium 
chloride, 1 Cm. given four times daily tlie other four days of 
the week, vy'ithin 48 hours of institution of chlorothiazide 
therapy, he lost 4 lb. (1.8 kg.) in weight and his failure 
cleared. He has remained out of failure on this program for 
tliree months and has required no subsequent therapj' with 
mercurial agents. 

Case 2 (group 2).—A 44-year-old woman witli rheumatic 
lieart disease, auricular fibrillation, and chronic congestive 
failure had been on therapy with digifoxin, ammonium chlo¬ 
ride, a 1-Giii. salt diet, chlomierodrin given fiv'e days a week, 
and, occasionally a parenterally given mercurial. When 
chlorothiazide therapy vv'as begun, 250 mg. given three times 
a day three days a week, with 4 Cm. of ammonium cliloride 
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tl\c other four days of the week, she lost 5 Ib. in weight 
within four days. S>anptoius were relieved, and she has 
maintained her improvement for more than two months with 
no need for chlonnerodrin or nn>’ parenterally given mer¬ 
curial agent. 

Case 3 (group 3).—A 70-year-old woman, treated at the 
Henry Ford Hospital for many years, had hypertensive 
cardiovascular disease, auricular fibrillation, and chronic 
congestive failure. She had been on therapy with gitalin, 0.5 
mg. per day, a 1-Gm. s.alt diet, and rauwolfia (Raudixin), 
100 mg. twice daily, and for many months had required 
parenteral injections of mercuri.al agents every 7-10 days with 
ammonium chloride given intennittently. Even on tliis pro¬ 
gram she had congestive failure ireriodically, with orthopnea, 
liaroxysmal nocturnal dyspnea, and edema, usually beginning 
a few days prior to each injection of the mercurial. Chloro¬ 
thiazide therapy was begun, 250 mg. given three times a 
d.iy, tliree days a week and ammonium chloride the other 
four days of the week. On this program, she did not need any 
mercurial diuretic for five montlis and has had no orthopnea, 
p.aroxysmal nocturnal dyspnea, or edema for the first time in 
two or tlirec years. It may be added that for 13 months the 
same continued satisfactory response has been seen. 

Case 4 (group 4).—A 65-year-old man had chronic, severe, 
intractable congestive failure and auricular fibrillation on an 
arteriosclerotic basis. He had been on therapy with digitoxin, 
0.625 mg. daily, a 1-Gm. salt diet, intermittently given am¬ 
monium chloride and parenterally given mercurials, and, in 
the past, chlormerodrin and acetazolamide. The condition 
had not been well controlled witli any of tliese programs. 
Recently, he had become almost completely resistant to 
even parenterally given mercurials. Therapy was begun with 
500 mg. of chlorothiazide given twice daily three days a 
week, with ammonium chloride given intermittently, without 
response. Dosage was increased finally to 500 mg. given 
three times a day every day, but still this produced no satis¬ 
factory response. To tliis program was added parenterally 
given mercurials, 2 cc. every three to seven days, but xvitli 
only minimal improvement—that is, a weight loss of 3 to 4 
lb. with each injection. However, he would regain this 
weight witliin 24 to 72 hours. In summary, it was felt tliat 
chlorothiazide was of no significant benefit to this patient. 

Toxicity 

Our studies to date indicate chlorothiazide has 
little or no toxicity; however, as with all new drugs, 
alertness for signs of toxicity must be maintained. 
Its greatest potential danger seems to be the possi¬ 
bility of producing hypochloremia, hypopotassemia, 
or low sodium level sjmdromes, exactly as with mer¬ 
curials. No serious electrolyte imbalance occurred in 
this study. 

Patients with kidney disease and those with liver 
function impairment should be watched closely. The 
drug is apparently primarily excreted by the kidney, 
being eliminated completely within 24 to 48 hours." 
However, in dogs subjected to nephrectomy and 
given chlorothiazide, considerable quantities could 
be recovered from the biliary tract.'’" 

Nausea or vomiting did not occur in any of our 
patients, the drug being exceedingly well tolerated. 
No neurological symptoms, such as headache, 
paresthesias, or peripheral neuritis, were found. Skin 
eruptions were not encountered; hemorrhagic and 
renal disturbances were checked for but not pres¬ 
ent." In short, no evidence of serious toxicity was 
discovered in any of the patients treated in this re¬ 
port. However, since tlie completion of the report, 


and in the additional six months of use of the drug, 
three cases of skin rash have been observed. One of 
these was a true morbilliform type of rash, similar to 
that seen with the use of sulfonamides. The other 
two were very fine macular rashes, erythematous in 
nature, promptly subsiding with discontinuance of 
therapy. In one case, the drug was readministered 
in a smaller dose without return of the rash. Since 
the drug is a compound related to the sulfonamides, 
this type of rash may be found in some patients. 
The exact incidence is not definitely known but 
probably is well under 2%. 

We would like to state that it is advisable to re¬ 
spect the potential danger of this drug, as with the 
mercurials, in treatment of patients with salt deple¬ 
tion and to be cautious in using it without the re¬ 
placement of chlorides and potassium by means of 
ammonium chloride or potassium chloride where 
the latter can be safely administered. In those cases 
in which sodium or potassium depletion may occur, 
as in serious liver disease or in the long-continued 
use of steroid therapy, hypopotassemia may occur 
earlier than is the usual case, since the cation of ex¬ 
cretion with chlorothiazide is chiefly sodium and, 
where this is not present, the next available cation, 
potassium, ^will be excreted in fairly large quanti¬ 
ties. In patients who are digitalized, this hypopotas¬ 
semia may potentiate the digitalis effect, resulting in 
digitalis intoxication and its subsequent manifesta¬ 
tions. 

Comment 

Chlorothiazide appears to represent a significant 
advance in the diuretic management of patients 
with congestive heart failure, approaching the effec¬ 
tiveness of parenterally administered mercurials; 
its decided advantages are (1) effective oral ad¬ 
ministration, (2) apparent lack of to.xicity, (3) high 
patient acceptance, (4) sustained diuretic action 
over prolonged periods of use (months) without 
apparent development of tolerance to the drug, 
without necessity of increasing dosage, and, there¬ 
for, with more even control of failure than seen 
with intermittent parenterally administered mer¬ 
curials, and (5) fairly rapid onset and peak of 
action. 


Summary 

Chlorothiazide (6-chloro-7-sulfamyl-l,2,4-benzo- 
thiadiazine-1,1-dioxide) was found to be an ex¬ 
tremely effective, orally given, nonmercurial diuretic 
agent resembling most closely, pharmacologically, 
the mercurial diuretics. Therapeutic dosage varied 
from 250 to 1,500 mg. given daily with apparent 
increased effectiveness on a divided-dose schedule. 
The usual maintenance dose was 500 to 1,000 mg 
given three to four consecutive days of each week 
alternating xvith ammonium chloride for its antihv’ 
pochloremic-alkalosis effect, or the concurrent use 
of postassium chloride 600 mg. given four times 
daily to protect from hypochloremia and hypopo¬ 
tassemia. 
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Its effectiveness was not diminished with constant 
administration, even over a period of several 
months. Chlorothiazide was found to be an effec¬ 
tive replacement for regular orally or parenterally 
given mercurial agents and resulted in a smoother 
control of failure tlian that seen with intermittently, 
parenterally given mercurials in the majority of 
cases. It was also effective in short-term diuretic 
action (one to three days). In our limited e.xperi- 
ence, it was of no value in intractable, mercurial-re¬ 
sistant cases. 

2799 W. Grand Blvd. (2) (Dr. Keyes). 

Tlie dilorotliiazide used in this study was supplied as 
Diuril by tlie Mereh, Sharp & Dohme Research Laboratories, 
Dhision of Merck & Co., Inc., Pliiladelphia. 


j,A.M.A., Jan. 10,1939 
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CHLOROTHIAZIDE AND PREMENSTRUAL TENSION 

Edwin C. Jungck, M.D., William E. Barfield, M.D. 

and 

Robert B. Greenblatt, M.D., Augusta, Ga. 


Diuretics have been used with some success in 
control of the premenstrual tension sjoidrome. This 
study shows that chlorothiazide is particularly use¬ 
ful in controlling the edema and breast swelling 
often associated with premenstrual tension and, to 
a lesser degree, the tension itself. 

The premenstrual tension svmdrome is composed 
of many symptoms, any or all of which may be 
found in an individual patient. Most women note 
some changes the week before tlieir menses, usually 
insufficient to require medical attention. The prin¬ 
cipal complaints noted at that time are nervous¬ 
ness, tension, swelling, headaches, depression, and 
breast soreness and turgidity; in severe form, these 
symptoms may progress to antisocial behavior and 
psj'chose.sual abnormalities. During the premen¬ 
struum, some women e.vhibit nymphomaniacal tend¬ 
encies, while others may have complete revulsion 
for the se.\- act. They often engage in domestic 
quarrels and become so distracted and distraught 
that their work efijciency is considerably lessened. 
This condition is of great importance to industries 
in which large numbers of women are employed, 
since efficiency drops, use of sick leave increases, 
and worker productivity is decreased. 


From the Department of Endocrinolog>% Medical College of Georgia. 
Read in the S>Tnposmm on the Xewer Diuretics—Especi'alJ>' Chioro- 
thiazide—Indications and Reported Use before the Section on General 
Practice at the 107th Annual Meeting of the American Nfedical Asso¬ 
ciation. San Francisco, June 26, 1938. 


The principal complaints of premenstrual 
tension noted a week prior to menses are 
nervousness, tension, swelling, headaches, 
depression, and breast soreness and turgidity; 
in severe form, these symptoms may progress 
to antisocial behavior and psychosexual ab¬ 
normalities. Symptoms of the premenstrual 
tension syndrome may be due to latent edema, 
since many of the patients without apparent 
swelling were benefited by use of the diuretics 
alone. The usefulness of diuretics for control 
of premenstrual tension is well established. 
Chlorothiazide, in doses of 500 to 1,000 mg. 
administered daily for 7 to 10 days before 
menses, was given to 50 women with com¬ 
plaints referable to the premenstrual tension 
syndrome. Of the 50 patients, 33 complained 
of swelling. All of these patients showed an 
excellent response to chlorothiazide, with 
complete relief from their edema. Breast ten¬ 
derness was a problem for eight patients, 
and, in each instance, the tenderness was 
relieved by chlorothiazide therapy. Headache 
was a presenting symptom in four patients, 
two of whom were relieved and two of whom 
noted no change while on chlorothiazide 
therapy. 
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Tile etiology of premenstrual tension is still not 
clear. Many tlieories have been advanced: men¬ 
strual toxins,’ excessive circulating estrogens,” de¬ 
ficient progesterone production,” excessive anti¬ 
diuretic hormone,^ allergy to tlie ovarian hormones, 
hypoglycemia,” and vitamin B deficiency.” Since 
the symptoms are so variable in hind and intensitj', 
the only major hypothesis which can explain the 
sjmdrome is a dysfunction of tlie hypothalamic 
control of the autonomic nervous system.’ What 
might be responsible for this dysfunction remains 
to be solved. 

Nevertheless, premenstrual tension is an impor¬ 
tant and ever-present complaint for which relief is 
sought. Many different types of medicaments have 
been advocated for tliis syndrome: B-complex vita¬ 
mins to enhance estrogen metabolism by the liver, 
estrogens to prevent ovulation, progestational sub¬ 
stances to supplement endogenous progesterone, 
sedatives to combat the nervousness, testosterone 
to antagonize endogenous estrogen, and diuretics 
to prevent excess salt and water retention, to name 
a few. . All of these have tlreir adherents and are 
helpful in some cases. At present, the most widely 
used agents for control of premenstrual tension are 
tlie diuretics. 

Tlie usefulness of diuretics for control of premen¬ 
strual tension is well established. When edema is 
apparent as one of the major symptoms during the 
premenstruum, diuretics, used for 7 to 10 days be¬ 
fore the onset of menses, are effective in preventing 
fluid accumulation. In some patients, tlie edema 
may be latent in character and swelling not be 
obvious; in them, control of salt and water excre¬ 
tion may be accompanied by gratifying relief from 
the other symptoms of the syndrome. 

Until recently, the available diuretics were of 
three main types: those that increased glomerular 
filtration, such as caffeine; those tliat increased 
tubular urea excretion, such as ammonium chloride; 
and those tliat decreased tubular reabsorption of 
water by inhibition of carbonic anhydrase, such as 
acetazolamide. Adequate response with caffeine 
and ammonium chloride requires administration at 
frequent intervals throughout the day, causing some 
inconvenience to the patient and often resulting in 
missed doses and, thus, decreased effectiveness. 
The carbonic anhydrase inhibitors become less 
effective after four to five days’ continuous use, 
necessitating an interrupted schedule of administra¬ 
tion for optimum effect. Coincident with interrup¬ 
tion of the schedule, swelling may occur and symp¬ 
toms become troublesome until the diuretic therapy 
can be resumed. 

Since the newer diuretic, chlorothiazide, can be 
given continuously without the development of 
resistance, it has been tried for control of premen¬ 
strual tension in 50 women. 


Results with Chlorothiazide 

Chlorothiazide, in doses of 500 to 1,000 mg. ad¬ 
ministered daily for 7 to 10 days before menses, was 
given to 50 women with complaints xeferable to 
the premenstrual tension syndrome. To evaluate 
the effectiveness of this diuretic, the syndrome was 
broken down into four symptoms and the patients 
were judged on their relief from each symptom: 
nervousness and tension, swelling, breast soreness, 
and headaches (see table). An individual patient 
might have any or all of these symptoms. 

Severe nervousness and tension was a symptom 
in 42 patients, of whom 21 had satisfactory relief 
witli chlorotlriazide alone. Addition of a mild seda¬ 
tive or tranquilizer, such as the barbiturate vinbar- 
bital (Delvinal), meprobamate (Equanil), or pro¬ 
mazine (Sparine) hydrochloride, usually alleviated 
this symptom in the patients in whom chlorothia¬ 
zide alone was not satisfactory. 

Of the 50 patients, 33 complained of swelling. 
All of these patients showed an excellent response 
to chlorothiazide, with complete relief from their 
edema. Breast tenderness was a problem for eight 

Results of Chlorothiazide Administration in Fifty Patients 
with Premenstrual Tension 

Sympfom 

-- 

Breast 

Tension Swelling Soreness Headache 

Kot Not Not Not 

Re* Re* Re* Re* Re- Re* Re* Re* 

liev- Hev* liev* llev* Ilev* liev* Hev* liev* 


ed, cd, ed, ed, ed, ed, ed, ed, 
Daily Dose/ Mg. No. No. No. No. No. No. No. No. 

500 . 0 n 12 0 4 0 0 0 

1,000 . 15 10 21 0 4 0 2 2 


Total . 21 21 33 U 8 0 


* Given 7*10 days before menses. 

patients, and, in each instance, the.tenderness was 
relieved by chlorothiazide therapy. Headache was 
a presenting symptom in four patients, two of 
whom were relieved and two of whom noted no 
change while on chlorothiazide therapy. 

Comment 

The premenstrual tension syndrome is of wide¬ 
spread importance, affecting most women to some 
e.\-tent. When it is sufficiently severe to require 
medical help, relief may be obtained from a great 
variety of therapeutic regimens. 

Diuretics in some form have been used witli 
moderate success for a long time in the treatment 
of this condition. Ammonium chloride, by increas¬ 
ing the urea excretion and altering the acidity of 
the urine, is one of the most popular diuretics and 
has met with variable degrees of success. Witli the 
advent of the newer diuretics, more uniform results 
have been obtained. 

The major disadvantage of ammonium chloride 
is that its administration must be repeated at fre¬ 
quent intervals each day to attain an optimal re- 
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sponse, causing considerable inconvenience to the 
patient and often resulting in missed or irregularly 
spaced doses. Acetazolamide and other carbonic 
anhydrase inhibitors maintain their peak effective¬ 
ness for only four to five days, after which some 
swelling may occur. Chlorothiazide, on tlie other 
hand, continues to be effective for a prolonged 
period of time without the development of tol¬ 
erance. 

In the series of patients reported here who com¬ 
plained of premenstrual tension, chlorothiazide, 
given in a dosage of 500 to 1,000 mg. daily for the 
last 7-10 days before menses, was uniformly suc¬ 
cessful in preventing peripheral edema and breast 
tenderness. Tlie nervousness and tension was re¬ 
lieved in one-half of these patients, whereas die 
balance of die patients noted no improvement. 
However, combining the chlorothiazide with a mild 
tranquilizer ivas effective in controlling the tension 
of those patients who noted no relief from chloro¬ 
thiazide alone. 

Premenstrual headaches v'ere relieved in two of 
four patients widi this complaint by chlorothiazide 
alone. The other two required die addition of tran¬ 
quilizers. 

This study supports the view that the symptoms 
of die premenstrual tension syndrome may be due 
to latent edema, since many of the patients without 
apparent swelling were benefited by use of the 
diuretics alone. On the other hand, it supports the 
contention that an alteration in salt and water 
metabolism is not the primary problem in all pa¬ 
tients with premenstrual tension, since relief of all 
apparent swelling had no effect on the tension, 
nervousness, and headaches of half the patients 
with these complaints. This serves to reemphasize 
the fact diat no single regimen of treatment is suc¬ 
cessful in all cfises of premenstrual tension; treat¬ 
ment must be individualized to the presenting 
simiptoms. 

Summary 

A newer, orally given diuretic, chlorothiazide, has 
been utilized in the treatment of 50 women com¬ 
plaining of premenstrual tension in a dose of 500 


to 1,000 nig. daily for 7 to 10 days -before menses. 
The effectiveness of its use was assessed by analysis 
of the relief of four major complaints referable to 
this condition, any or all of which may have been 
present in an individual patient. 

Chlorothiazide is an excellent agent for relief of 
swelling and breast soreness associated with the 
premenstrual tension symdrome, since all patients 
with these complaints were completely relieved. 

Where tension, nervousness, and headaches are 
major factors, chlorothiazide may^ provide relief; 
approximately half of the patients in this series 
were benefited, the others noting no improvement. 
Mild sedatives or tranquilizers given along with 
chlorothiazide were helpful in resistant cases. 

1467 Harper St. (Dr. Jungck) 

The chlorotliiazide used in this study was supplied as 
Diuri) througli Dr. John R. Beeni of Merck, Sharp & Dolime, 
Division of Merck & Co., Inc., Philadelphia. 
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T reatment of cancer.—A dvances in the treatment of cancer have been 
made in all the major fields of therapy, but critical assessment of the results 
obtained indicates that there is little justification for complacency. Although 
much has been achieved in affording the patient good palliation and enabling him to 
live in comfort wdth the disease, the long-term sun'ival or “cure" rates have shown 
little improvement. Perhaps the most significant advance has been the clinician’s 
appreciation that larger operations and more complex and powerful therapy machines 
do not, of necessity, confer better treatment on the patient. Assessment of the differing 
biological potentials of each individual cancer has led to a more careful selection of 
the appropriate form of treatment. Surgeon, radiotherapist, and chemotherapist are 
appreciating that the future of cancer therapy lies at the cellular or intracellular level 
and are directing their efforts and attention accordingly.—A. G, Jessiman, F.R.C.S., 
and F. D. Moore, M.D., Advances in the Treatment of Cancer, The Practitioner, 
October, 1958. 
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MORPHOLOGY AND RACIAL DISTRIBUTION OF FATAL 

COCCIDIOIDOMYCOSIS 

UEPOUT OF A TEN-YEAR AUTOPSY SERIES IN AN ENDEMIC AREA 
Robert W. Huntington Jr., M.D., Bakersfield, Calif. 


The meticulous study of Forbus and Beste- 
breurtje ' and the admirable review by Fiese" sug¬ 
gest the desirability of further data on the morbid 
anatomy and race-se.x distribution of fatal cocci¬ 
dioidomycosis. Observations on the histopathology 
of coccidioidomycosis have been presented else¬ 
where.'' In view of the increasing national interest 
in the disease, it seemed appropriate to analyze an 
e.xperience with fatal cases studied at autopsy in a 
civilian hospital in an endemic area with reference 
to morphology and race distribution. Data on fatal 
tuberculosis in the same autopsy population are 
presented for comparison and contrast. 

Methods and Material 

The Kern County General Hospital has 500 beds 
for acutely and 200 for chronically indigent sick 
persons of the southernmost county of the San 
Joaquin Valley. It is affiliated with the county 
tuberculosis sanitarium in a neighboring commu¬ 
nity'. Figures for admissions for si.x t'ears (July, 
1951, to July, 1957) total 63,015-26,12'5 male and 
36,890 female. A great many of the latter were 
admitted to the obstetric service. The figures by 
race are as follows: Caucasian, 40,163; Mexican, 
11,958; Negro, 10,142; and others, 752. The conclu¬ 
sion as to race was based on the individual’s state¬ 
ment plus data on parents and their place of birth. 
Mexican, I believe, can be defined as a person with 
a Spanish name with some Spanish blood but 
largely American Indian (Amerind) parentage, 
whether bom in California, Texas, Arizona, New 
Me.xico, or old Mexico. Unfortunately, the census 
statistics list most Mexicans as Caucasian, despite 
the importance of the Amerind strain. 

The pathology laboratory of the hospital was 
under the direction of Dr. J. D. Kirshbaum from 
late 1946 to early 1949 and has been supervised by 
myself since April, 1950. From Jan. 1, 1947, to 
Dec. 31, 1956, 4,989 postmortem examinations were 
done. About one-third of these were done by re¬ 
quest of the coroner on persons who died outside 
the hospital. However, many of these subjects had 
prior county hospital records, and most of them 
belonged to the indigent rather than the affluent 
class. Supplementary data on the race of these sub¬ 
jects were obtained from the police and the coroner 
when necessary. 

Of the 4,989 subjects in the series, 3,383 were 
males and 1,606 females. Tire preponderance of 
males reflects the generally observed higher male 

From the laboratories of the Kem County General Hospital, Bakers¬ 
field, Calif., and the Department of Patholog>’, University of Southern 
California School of Medicine. Los Angeles. 


The generalization that dark-skinned eth¬ 
nic groups are particularly susceptible to 
infectious granulomas was tested in a study 
of 4,989 autopsies performed during a 10- 
year period in an area where coccidioidomy¬ 
cosis and tuberculosis were both constantly 
present. Difficulties were encountered in clas¬ 
sifying the subjects as to race and also in 
settling diagnostic questions in cases of ar¬ 
rested or inactive granulomatous lesions, but 
in persons who died with coccidioidomycosis 
it was always easy to demonstrate the organ¬ 
isms in the lesions. Acute forms of coccidioido¬ 
mycosis, with massive suppuration and over¬ 
whelming dissemination, occurred in Negroes, 
Coucosions, and Alexkons; so did the sub¬ 
acute or chronic meningitic forms without 
obvious visceral involvement. There wos evi¬ 
dence that all three groups were living in 
unfavorable environments. Nevertheless the 
incidence of fatal disease showed some strik¬ 
ing differences. The incidence of fatal coccidi¬ 
oidomycosis was only slightly higher in Mexi¬ 
cans than in Caucasians, but that in Negroes 
was 10 times as high as in Caucasians. The 
incidence of fatal tuberculosis wos only slight¬ 
ly higher in Negroes than in Caucasians, but 
in Mexicans it was very much higher. A group 
of Filipinos living in particularly bad circum¬ 
stances appeared to be particularly vulner¬ 
able to both diseases. The supposed general¬ 
ization, therefore, did not hold, and it is evi¬ 
dently important to specify which ethnic group 
and which infectious granuloma is concerned. 


mortalit)'. In this area there is, perhaps, an unusual 
number of unattached males who take very poor 
care of themselves. Thus, for example, the Filipino 
colony at the northern end of the county is almost 
entirely male. Caucasian subjects numbered 3,558 
(2,471 male and 1,087 female); Me.xican, 629 (369 
male and 260 female); Negro, 667 (431 male and 
236 female); Filipino, 58 (all male); and other or 
unidentified races, 77 (.54 male and 23 female). 

Autopsy procedure has included microscopic 
study of any gross lesions and routine- sections of 
major viscera even in the absence of gross lesions. 
Hotchkiss-McManus and acid-fast stains and cul¬ 
tures on Sabouraud’s and Petragnini’s mediums 
have been utilized freely. ■ ’ 
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In none of the persons who died from coccidioido¬ 
mycosis was there difficulty in demonstrating the 
organisms in the lesions. In a few with tuberculosis, 
antibiotic treatment insufficient-to arrest the disease 
interfered wuth the demonstration of Mycobac¬ 
terium tuberculosis post mortem. However, in all 
listed as hawng fatal tuberculosis, M. tuberculosis 
was demonstrated some time during the course of 
the disease; usually, it was found abundantly in 
tissue, at postmortem e.xamination. 

With arrested or inactive granulomatous lesions, 
the differential etiological diagnosis is frequently 
impossible. A solitaty inactive subpleural granu¬ 
loma showing spherules on wet mount or on sec¬ 
tion stained with hematoxylin-eosin or Hotchkiss- 
McManus stains can confidently be classed as coc¬ 
cidioidal, even though such lesions have not yielded 
viable organisms on culture.* A lesion of similar 


nodes, i. e., it was disseminated. Meningitis was 
demonstrated in 39 of these. However, it was the 
.sole metapulmonary.lesion in only 10, Twenty-nine 
showed meningitis plus visceral dissemination, and 
it may be well to emphasize that this, in my experi¬ 
ence, has been the most common pattern of fatal 
coccidioidal disease. In 17 with fatal disseminated 
disease there was no meningitis and in 4 the me¬ 
ninges were not examined. Of the 60 subjects with 
disseminated disease, 8 had bulky psoas abscesses. 

One important lesson was the fact that the ante¬ 
mortem diagnosis of fatal coccidioidomycosis is not 
infrequently missed, even in clinics in which a good 
deal of it is seen. Chronic coccidioidal meningitis 
and acute disseminated coccidioidomycosis xvith 
subcutaneous abscess or cutaneous granuloma are 
not often overlooked, but otlier forms may well be. 
Thus, tire diagnosis was missed prior to autopsy in 


Table 1.—Incidence of Fatal Coccidioidomycosis in Autopsy Series, 1947-19S6 
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appearance but showing M. tuberculosis on section, 
smear, or culture can be classed as tuberculous. 
However, a great many such lesions show neither 
fungi nor M. tuberculosis. No attempt has been 
made, tlierefore, to compile figures for nonfatal 
tuberculosis, while those for nonfatal coccidioido¬ 
mycosis are presented with emphasis on their in¬ 
completeness. 

Results 

After careful review, 63 deaths were attributed 
to coccidioidomycosis. One was due to hemorrhage 
from a chronic cavity. A Negro woman who had 
refused surgery' died at home. Cultures of sputum 
had shown coccidioides immitis, and postmortem 
cultures of tissue w'ere likew'ise positive. Sections 
show'ed the organisms to be largely' in tlie mycelian 
phase. Twor deatlis were due to acute suppurative 
coccidioidal pneumonitis without exudent dissemi¬ 
nation. In dre remaining 60 patients the disease had 
spread beyond lungs, pleura, and thoracic ly'mph 


the tw'o cases of acute pneumonitis without dis¬ 
semination and in eight cases of disseminated dis¬ 
ease. Coccidioidomycosis should, therefore, be sus¬ 
pected in any obscure febrile illness in a person 
who has been in an endemic area. 

Of the 63 subjects, 11 w'ere Caucasian male, 6 
Caucasian female, 5 Mexican male, 23 Negro male, 
12 Negro female, 4 Filipino male, and 2 other male 
(1 Chinese, 1 Amerind). Of the 17 subjects w-ith 
disseminated disease w'ithout meningitis, w'ho pre¬ 
sumably died of the dissemination before they had 
time to get meningitis, 14 were Negro and 1 w'as 
Filipino. Of the eight with psoas abscess, one w'as 
a Caucasian male, one a Filipino, and the remain¬ 
der Negroes (five male, one female). On the other 
hand, of the 10 w'ith meningitis as the sole meta- 
pulmonary lesion, only 2 w'ere Negro and 1 Filipino. 
Four were Caucasian. The data on fatal coccidioido- 
my'cosis are summarized in table 1. 
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Data on 71 ca.ses in wliicli nonfatal coccidioido¬ 
mycosis could be diagno.scd are given in table 2. As 
ahead)' mentioned, the true incidence of inactive 
pulmonar)' residuals is certainly much higher than 
these figures indicate. At present, no way is known 
to recognize such residuals as coccidioidal in the 
absence of stainahle spherules. Some comment on 
the 10 cases listed as “nonfatal disseminated” may 
be appropriate. In two of these cases, the diagnosis 
had been established during life, but no definite 
traces of it could be found at autopsy. A middle- 
aged Negro woman bad a retropharyngeal abscess 
which yielded C. immitis on culture. She died, 
three and one-half years after diagnosis, of a car¬ 
cinoma of the cervi.x. At autopsy, a subpleural 
granuloma showed neither acid-fast bacilli nor 
spherules. No other possible or probable coccidi¬ 
oidal lesions could be found. A 1-year-old Me.xican 
bo)' had pneumonitis in 1948, followed by numer¬ 
ous skin and bony abscesses full of C. immitis and 

Table 2,.—Incidence of Nonfatal Coccidioidoinijcosis 
in Autopsy Series, 1947-1956 

innetive 

Pulinonnry Pnoutiio* ('nvi- DI.«5ein- Total 
Disease, nitls, tation, Ination,/-—^ 


Poinilation Group* No. ’ No. No, No. No. % 
Cuuensinn 

Male (2, -in) . 23 2 1 31 1.2.> 

Female (l,0S7) ... 13 ... 1 ... 14 l.2f> 

Mexican 

Mole (3G9). 1 ... 1 2 0.W2 

Female (200) . 2 ... ... ... 2 0.7G0 

Negro 

Male (431) . 12 ... ... 1 13 .3.02 

Female (280) . 4 ... 2 1 7 2.97 

Filipino 

.Male (58). ... ... 2 2 3.4.7 

Total (4.9S9) . 54 3 4 10 71 1.02 


•Numbers in parentheses refer to group total-!, from which <lisen«e 
total percentages are derived (there were 77 In the “Other” category* 
without findings relating to nonfataf coccldioidoin 5 'cosi.«; there were 
no Filipino females in study). 

a high complement-fixation titer. With treatment 
with a drug now believed of little value the lesions 
dried up. He died of symiradioblastoma with wide¬ 
spread metastases in 1952, and no coccidioidal 
residuals could be found at autopsy. Clearly, there¬ 
fore, a person who has serious coccidioidal disease 
will not necessarily die of it. In si.x patients the 
metapulmonary lesions were few and apparently 
inactive. Jn two subjects the process might well 
have proved fatal if something else had not inter¬ 
vened first. In one of these (a Filipino male) the 
actual cause of death appeared to be chronic glo¬ 
merulonephritis, while in the other (a Caucasian 
male) it was coronary artery disease. 

In this series of 4,989 autopsies, there are 99 
cases in which, on review, death is attributed to 
tuberculosis (table 3). Unfortunately,' many of these 
autopsies were not done with the entliusiastic 
thoroughness which characterized tliose done to 
determine coccidioidomycosis. Thus, in too many 
instances the meninges were not examined. The 
disease appeared restricted to the lungs in 30, while 


there was evidence of dissemination in 69. Twenty- 
nine of the subjects were Caucasian male, 12 Cau¬ 
casian female, 18 Mexican male, 23 Mexican female, 
11 Negro male, 2 Negro female, 3 Filipino male, 
and 1 Amerind male. Tire disease appeared local- 

Table 3.—Incidence of Fatal Tuberculosis in 
Autopsy Series, 1947-1956 

I.ocntioD 

Localized Total Fatalltie® 
Disseminated, Pulmonary, <- ^ -x 


Population Group* 

No. 

No. 

No. 

ct. 

/O 

Cjuicasian 

Male (2,471) . 

14 

1.5 

20 

1.17 

Female (1,087) . 

C 

4 

12 

1.10 

Mexican 

Male (309) . 

in 

2 

18 

4.88 

Female (200). 

19 

4 

23 

8.85 

XcKro 

Male (431) . 

0 

5 

11 

2.55 

Female (2.30) . 

o 


2 

0.849 

Filipino 

Male (58) . 

S 


3 

5.17 

Other 

Mule (,>|i . 

1 + 


1 



_ 

— 

— 

— 

Total (4,9S9). 

09 

30 

99 

1.9S 


•Numbers in parcntlieses refer to group totals, from which fatality 
percentages are derivetl (there were 23 “Other” females without findings 
relating to coccidioidomycosis; there were no Filipino female* in 
«tiidy). 
t Amerind. 

ized in 15 of the Caucasian males and 5 of the 
Negro males. Localized disease was relatively less 
frequent in the other, groups. 

Comparative racial incidence of fatal coccidioido¬ 
mycosis and fatal tuberculosis is given in table 4. 
It will be noted that the Filipinos appear decidedly 
vulnerable to both diseases and that coccidioidal 
deaths were much more frequent than tuberculous 

Table 4.—Comparison, by Race, of Incidence of Fatal 

Coccidioidomycosis and Fatal Tuberculosis in Autopsy 
Series, 1947-1956 

Fatal 

Coccidioido- Fatal 

Total mycosis Tuberculosis 


Population Group 

in r- 
Group 

No. 

—^ ~v~ 

No. 

% 

-X Ratio 
(%) 

Caucasian 

Mi'le . 

. 2,471 

11 

0 4.55 

29 

1.17 

38.0 

Female. 

. 1,QS7 

6 

0.552 

12 

1.01 

50.0 

Mexican 

Male . 

. 309 

5 

1.3G 

18 

4.88 

27.8 

Female. 

. 2G0 



23 

8.85 


Negro 

.Male . 

.. 431 

23 

5.34 

11 

2..55 

209.0 

Female . 

. 230 

12 

5.08 

2 

0.8i9 

GOO.O 

Filipino 

Male . 

53 

4 

0.90 

3 

5.17 

133.0 

Other (male) . 

•54 

2* 

3.70 

It 

1.85 


Series Total . 

. 4,989 

G3 

1.20 

99 

1.9S 

03.0 


*1 Amerind; 1 Chinese, 
f Amerind. 


deaths in the Negroes, while tuberculous deaths 
were tlie more numerous in the Caucasians and the 
Mexicans. - 

Comment 

Under the leadership of Drs. Claude Babcock, 
Bert Cotton, Ralph Cunningham, George Paulsen, 
and others, this commimity has kept pace with 


’•sn, Hellg Ellferaf ^ 
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modem methods for detection and medical and 
surgical treatment of tuberculosis. The county is 
rightly considered a hj'perendemic area for coc¬ 
cidioidomycosis. It is of some interest, therefore, 
that in this autopsy series the fatalities due to tuber¬ 
culosis e.vceeded tliose due to coccidioidomycosis. 
There was definitely less enthusiasm in requesting 
consent for autopsy in cases of known tuberculosis 
than in those of kno^vn coccidioidomycosis. Prob¬ 
ably, therefore, the actual difference in fatalitj' 
between the two diseases is even greater than these 
figures indicate. 

Tire apparent vulnerability of the small Filipino 
group to both diseases may perhaps be attributed 
in part to their e.xceedingly unfavorable environ¬ 
ment. However, it is doubtful whether the Cau¬ 
casian, Me.xican, and Negro populations repre¬ 
sented in this autopsy series differ markedly in 
nutrition, domestic crowding, and e.xposure to agri¬ 
cultural dust. The differences in incidence of fatal 
coccidioidomj'cosis and fatal tuberculosis, and in 
the ratio between the two, among these three 
groups are, therefore, of considerable interest. 

It mil be noted that the incidence of fatal tuber¬ 
culosis among the Negro females was of the same 
order as that among Caucasian males and females, 
while the incidence among Negro males was a little 
higher. The difference in incidence between Negro 
males and Caucasian males is slightly less than 
tmce its standard deviation and, hence, probably 
not significant. The difference between the total 
Caucasian and Negro fatal tuberculosis rate is like¬ 
wise between 1 and 2ir. Since larger statistical sur¬ 
veys ^ from other areas have established a signifi¬ 
cantly higher tuberculosis death rate in Negroes 
than in Caucasians, these figures may reflect merely 
the smallness of the samples and the decidedly 
underprivileged status of the Caucasian group. 
However, the incidence of fatal coccidioidomycosis 
in Negroes in this series appears about 10 times 
that of Caucasians; these differences are outstand¬ 
ingly significant. Conversely, the difference in 
incidence of fatal coccidioidomycosis behveen Cau¬ 
casian and Me.vican males is probably not signifi¬ 
cant, while the difference between all Caucasians 
and all Mexicans in this respect is less than la-. Yet, 
there is four times as much fatal tuberculosis in 
Mexican as in Caucasian males and eight times as 
much in Me.xican as in Caucasian females, and, 
here again, tlie differences are statistically signifi¬ 
cant. Current figures on admissions to the county 
tuberculosis sanitarium corroborate the belief that in 
this area tuberculosis is conspicuously a Me.xican 
disease. Finally, direct comparison between the 
Negro and Me.xican groups, small though the num¬ 


bers are, shows fatal tuberculosis to be significantly 
more common in the Mexicans and fatal coccidioido- 
mycosis significantly more common in the Negroes. 

With regard to the tj'pes of fatal coccidioidal 
disease seen in Caucasians, Mexicans, and Negroes, 
it will be noted (table 1) that, while massive suppu¬ 
ration, as represented by psoas abscess, and o\’er- 
whelming dissemination ending fatally before men¬ 
ingitis can develop both occur in all three races, 
they are more common in the Negro than in the 
Caucasian or Me.xican. Conversely, subacute or 
chronic meningitis wdthout obvious visceral dissem¬ 
ination was noted twice in Negroes, twice in Mexi¬ 
cans, and four times in Caucasians. 

It is suggested, therefore, that generalizations 
such as “tire dark-skinned races are particularly 
susceptible to infectious granulomas” may be of 
very limited usefulness. At least in speaking of 
Mexicans and Negroes, in regard to coccidioido¬ 
mycosis and tuberculosis, it seems important to 
specify which race and which infectious granuloma. 

Summary 

In a study of a 10-year autopsy series, comprising 
4,989 autopsies, in a hyperendemic area of coccidi¬ 
oidomycosis, there were 99 fatalities attributable to 
tuberculosis as compared xvitli 63 to coccidioido¬ 
mycosis. The incidence of fatal tuberculosis was 
only slightly higher in Negro subjects tlian in Cau¬ 
casian, but the incidence of fatal coccidioidomyco¬ 
sis in the Negroes was about 10 times that in 
Caucasians. Conversely, the incidence for Mexicans 
of fatal coccidioidomycosis was only slightly higher 
than that of the Caucasians, while tliat of fatal 
tuberculosis was very much higher. Filipinos ap¬ 
peared particularly vulnerable to both diseases. 
Fulminating dissemination of coccidioidomycosis 
and massive suppuration, although it occurred in 
Caucasians and Me.xicans, was much commoner 
among Negroes. 

1830 Flower St. 
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Most patients with symptomatic hiatus hernia 
can exist indefinitely on a medical regimen if the 
physician and patient are satisfied with a chronic 
state of semi-invalidism.‘ After moderate symptoms 
have become established, it is rare that cure will 
result witliout surgical treatment. Herniation of tlie 
cardia through the hiatus causes loss of integrity 
of the cardioesophageal valve, allowing reflux of 
gastric juice into the lower part of the esophagus. 
The repeated insults of the acid-pepsin with re¬ 
sultant escharotic action cause permanent damage 
and eventual destruction of the enigmatic one-way 
valve. Medical treatment may suppress the symp¬ 
toms by neutralizing gastric acid; however, the 
treatment schedule must be rigidly followed. Many 
patients will not adhere to a strict program, and the 
peptic esophagitis progresses. The vulnerable 
mucous membrane and muscularis mucosae of the 
lower part of the esophagus are eventually de¬ 
stroyed, resulting in stricture with chronic dys¬ 
phagia, pyrosis, and malnutrition. 

The increasing awareness of hiatus hernia as a 
cause for bizarre and elusive sjouptoms is interest¬ 
ing, with the number of operations performed for 
this disease increasing markedly in recent years. 
Analysis by year for tliis hospital reveals 9 opera¬ 
tions in 1950, 3 in 1951, 2 in 1952, 5 in 1953, 5 in 
1954, 17 in 1955, 11 in 1956, and 13 in 1957 (total, 
65). It is still curious, however, to note how many 
doctors refuse to accept hiatus hernia as a cause for 
sjTnptoms. The skeptics would soon revise their 
opinions if they had under tlieir care miserable 
patients with esophageal strictures secondary to 
the peptic esophagitis of hiatus hernia. 

Materials 

This is a report of 71 patients who received 
surgical treatment for symptomatic diaphragmatic 
hernia at the Wadsworth General Hospital between 
1950 and 1957. Types of hernia included sliding 
(61), paraesophageal (4), traumatic (4), pleuroperi¬ 
toneal (1), and congenital short esophagus (1). The 
youngest patient was 23 years old and tlie oldest 
72 years, witli a mean of 55.6 years. Of the 65 pa¬ 
tients with symptomatic hiatus hernia, 22 were in 
the 50-tO759 age group, 25 in the 60-to-69 group, 
and 4 over 70 years of age. Fourteen patients were 
below 50 years of age, with 2 in the 20-to-29 group, 
3 in the 30-to-39 group, and 9 in the 40-to-49 group. 

From the Tlioracic Surgery Division, Wadsworth General Hospital, 
Veterans Administration Center, Los Angeles, 


Herniations through the esophageal hiatus 
of the diaphragm often give rise to elusive 
symptoms that are common to many other 
abdominal disorders; they sometimes also 
lead to peptic esophagitis, severe hemor¬ 
rhages, and strictures. The authors recom¬ 
mend that medical management be tried 
first but that operation be performed if such 
management fails to relieve symptoms. Of 65 
patients who underwent surgery for sympto¬ 
matic hiatus hernia, 45 had complained of 
pain that was poorly localized but commonly 
described as a sensation of fulness, bloating, 
or pressure. Esophagoscopy was carried out 
in 48 patients, and the findings were reported 
normal in 22. Surgical repair can be done by 
either the thoracic or the abdominal route. 
The essential aim is to bring the gastroesopha¬ 
geal junction back into position below the 
diaphragm and to keep it there. The hernial 
sac must be destroyed without injury to the 
sphincteral mechanism about the cardia. This 
depends upon a thorough understanding of 
the functions of the crura of the diaphragm, 
the muscularis mucosae and muscularis ex¬ 
terna of the stomach, various parts of the 
' endoabdominal fascia, and the left gastric 
artery in maintaining the usual position of the 
cardia. Close attention to detail is mandatory. 
The patients of this series were followed for 
periods of time from six months to seven 
years, and 59 of the 65 became and remained 
free from symptoms after operation. 


Diagnosis 

The symptoms are not specific and are common 
to many disorders of the upper part of the abdo¬ 
men and angina pectoris. Pain was the most con¬ 
stant symptom, occurring in 45 (68.2%) cases, and 
consisted of a sensation of fulness, bloating, pain 
radiating to back, postprandial recumbency pain 
usually in the epigastrium, and pressure symptoms. 
Pyrosis and vomiting eaeh occurred 25 (37.9%) 
times, and dysphagia occurred in 22 (33.3%) cases.' 
Bleeding oceurred in 21 (32.3%); in nine patients 
the bleeding was severe, and one required four 
transfusions in another hospital. It would have been 




]04/120 


HIATUS HERNIA-HOFFMAN ET AL. 


J.A.M.A., Jan. 10,1939 


our practice to repair this hernia as soon as the 
patient had had adequate blood replacement. This 
patient eventually required an operation. 

In 51 patients the duration of sjunptoms was less 
than six years, and in 28 of these it was less than 
two years. Tlie remaining 15 had sjnnptoms rang¬ 
ing up to 32 years’ duration. 

In all but one patient the diagnosis was estab¬ 
lished preoperatively by roentgenograms. In this 
one patient the hernia was discovered incidentally 
during a gastrectomy for ulcer disease and was 
repaired concomitantly. 

Esophagoscopy was performed in only 48 cases, 
but it is now our firm belief that all patients with 
sxnnptomatic hiatus hernia should have esophagos¬ 
copy performed prior to surgery. Esophagoscopic 
examination will enable the surgeon to accurately 
evaluate the lower part of the esophagus for evi¬ 
dence of esophagitis, ulceration, and stricture. 
Severe inflammatory changes may persist for pro¬ 
longed periods after surgery, and in some cases 
the patient will have delayed too long in seeking 
aid and irreversible changes will have taken plaee. 

Findings in 48 patients { 72 . 1 % of the total group) 
who had esophagoscopy were as follows; In 22 
(45.8%) results were reported as normal. Twenty- 
one (43.8%) had esophagitis, three (14.3%) with 
ulceration, two (9.5%) with stricture, and one (4.8%) 
with associated ulceration and stricture. Esophageal 
stricture with normal mucosa above it was present 
in three patients (6.3%). The latter represents na¬ 
ture’s attempt to protect the mucosa above tlie level 
of the stenosis from tlie corrosive action of gastric 
juices, but it does not improve the comfort and 
nutrition of the patient. Congenital short esophagus 
was reported on two occasions (4.2%); however, at 
surgery only one of these proved to be a true con¬ 
genital lesion, the otlier representing a high car- 
dioesophageal junction from recoil elastic shorten¬ 
ing of the esophagus. 

In addition to evaluating esophagitis, esophagos¬ 
copy is of value in eliminating tlie presence of a 
neoplasm in the hernia not diagnosed by the x-ray 
studies. We have not seen malignant tumors asso¬ 
ciated witli hiatus hernias; however, Robb* re¬ 
ported three cases, and Grimes and Stephens “ two. 
Tlie combination of hiatus hernia and malignant 
tumor is admittedly rare, but knowledge of its exist¬ 
ence prior to surgeiy^ would minimize the import¬ 
ance of the hernia in favor of the neoplasm and thus 
change the operation performed. 

Associated diseases in the upper part of the 
abdomen and angina may be misleading, and in 
many patients errors in diagnosis have been made 
prior to discover^' of the true cause of syinptoms. 
Harrington ■* states that an average of three erro¬ 
neous diagnoses were made in each of his cases; he 
lists them as cholecystitis, peptic ulcer, hyperacid- 
it}', secondarj’ anemia, heart disease, carcinoma of 


the cardia, stricture, intestinal obstruction, appendi¬ 
citis, and thoracic tumor. We have encountered 
similar situations, and where two diseases occur 
simultaneously the problem of distinguishing which 
disease is causing the symptoms sometimes presents 
a problem. We have used diagnostic pneumoperi¬ 
toneum ' a few times to help identify the sjTnpto- 
matic process and are encouraged by its results in 
diflicult diagnostic problems. Induction of pneumo¬ 
peritoneum apparently causes reduction of the 
hernia when the patient is in the upright position, 
and if symptoms are due to the hernia they will be 
relieved. Wien the patient is in the supine position, 
herniation again occurs and symptoms reappear. 

Of the 65 patients 21 (32.3%) had peptic ulcers, 
and we feel there is a strong association between 
these two conditions, with the common denomi¬ 
nator being gastric hyperacidity. Of the 21 patients 
who had esophagitis, 12 also had gastric or duo¬ 
denal ulcer. It is now our custom to obtain studies 
for gastric aciditj', and in many this level is high. 

Burford and Lischer" advised use of Finney 
pyloroplasty alone in treatment of hiatus hernia 
with simple esophagitis, the concent being that 
pyloroplasty assures downward outflow of gastaie 
acid pepsin, thus preventing reflux by decreasing 
resistance at the pylorus. With high gastric acidity 
or with peptic ulcer, associated with hiatus hernia, 
a more satisfactory procedure would be repair of 
the hernia and performance of vagotomy and 
pyloroplasty. 

Esophageal acid reflux studies and Bernstein’s 
test’ are helpful in difficult problems. In die latter 
test, a small plastic tube is passed into the distal 
part of the esophagus and either dilute hj’drochloric 
acid or saline solution is dripped through the tube. 
When esophagitis is present, the dilute acid will 
cause reduplication of the symptoms as it reaches 
the distal part of the esophagus but the saline solu¬ 
tion will not. This test is more accurate in assessing 
mild degrees of esophagitis than is esophagoscopy, 
since the earliest changes are submucosal and not 
mucosal and, therefore, not visible to the naked eye. 

Previous Treatment 

Fort)’-three patients had received nonsurgical 
treatment, and 24 (48%) had been under apparendy 
adequate medical management for a period rang¬ 
ing from several months to 11 years. Tire evaluation 
of prior medical treatment from the patient’s history 
is sometimes difficult, but under adequate treat¬ 
ment we included those who stated they had been 
under prolonged care directed by a physician, 
clinic, or hospital. It should again be emphasized 
that many persons will not follow the ideal treat¬ 
ment program so necessary to control the regur¬ 
gitant esophagitis. Seven patients (14%) had had 
one or more previous operations directed at repair 
of the hernia; they represented a special challenge, 



Vol. 1C9, No. 2 


HIATUS HERNIA-HOFFMAN ET AL. 


105/121 


since such hernias ha\'e a higher recurrence rate 
than those in patients not previously operated on. 
Sixteen (24.2%) had received no prior treatment. 

Operation 

Most of the operations were performed by resi¬ 
dents in general and thoracic surgery, with varia¬ 
tions in technique being utilized. The basic prin¬ 
ciples of repair can be accomplished through either 
abdomen or chest, and these principles should not 
be compromised, whichever route is used. When 
associated abdominal disease is j)resent the ab¬ 
dominal approach may be preferable, in that treat¬ 
ment of both lesions can be done simultaneously. 
In some patients e.xposure through the abdomen 
is so difficult that it becomes a tedious and almost 
impossible operation. The transthoracic approach, 
in our hands, has been more satisfactory, and even 
tlie cases which would appear most trying are re¬ 
duced to technically easy operations. The iperi- 
esophageal inflammatory adhesions and fibrosis can 
be properly managed under direct view through 
the chest approach. 

The most important factor in repair of hiatus 
hernia is to reduce the gastroesophageal junction 
below the diaphragm and maintain it there. If the 
phrenoesophageal ligament is of sufficient strength, 
it should be sutured to the abdominal surface of 
tire diaphragm; however, frequently this ligament 
is a tenuous, almost ethereal membrane of little 
value. The crura should be approximated posterior¬ 
ly, since anterior approximation changes the normal 
relationships between the esophagus and the crus, 
with backward displacement from its. normal posi¬ 
tion, and leaves open the weak, unprotected area 
posteriorly. The hernia sac must be destroyed and 
the pinchcock mechanism kept intact by avoidance 
of injury to the cardia, crura, and oblique angle of 
the esophageal entrance into the stomach. 

Results 

Of the 65 patients who were operated on, 59 
(90.8%) have been asjTnptomatic over a follow-up 
period ranging from six months to seven years. This 
compares favorably with otlier reported series.^ In 
five { 1 . 1 %) results are classified as failures because 
of persistent symptoms; however, three of these 
patients complain only of “gas,” One has a recur¬ 
rent stricture, and one had sevei-e esophagitis when 
last seen. 

One patient died on the fourth postoperative 
-day of a massive pulmonary atelectasis, and autopsy 
revealed an unrecognized, clear-cell carcinoma of 
the kidney and ciiThosis of the liver. This one death 
represents a mortality of 1.5%. 

• There were five (7.7%) complications of surgery, 
one of which was a nosocomial staphylococcic peri¬ 
carditis which has cleared on antibiotic treatment 


(10-month follow-uir). One patient had postopera¬ 
tive partial gastric volvulus with pyloric obstruction 
and recovered after a subtotal gastrectomy was 
done. Two have chest wall pain which is severe 
and persistent, and one had persistent esophageal 
stenosis eventually treated by esophagogastrectomy. 
Of the patients with complications, none have, at 
the time of writing, hiatus hernia symptoms and in 
two the complications cleared with further treat¬ 
ment. 

Forty-four (67.7%) of the 65 patients were studied 
postoperatively with x-rays, and 7 (10.8%) had a 
small recurrence of the hernia. All but one were 
asymptomatic, and in this one case symptoms were 
controlled by medical management. 

Comment 

The gullet traverses the posterior mediastinum 
from the hypopharyn.x to the abdomen and passes 
through the hiatus. Its normal elastic recoil action 
pulls it upward against the forces which tend to 



Fig. 1,—A, hiatus shown from anterior aspect illustrating 
formation of hiatus by right crus of diaphragm. B, phreno¬ 
esophageal ligament shown from anterior aspect. Heavy 
black lines illustrate ligament as continuation of endoab- 
dominal fascia up through hiatus and insertion onto esopha¬ 
gus. 

maintain the normal anatomic relationships. The 
right and left diaphragmatic crura arise from the 
bodies of the first three or four lumbar vertebrae. 
The left fans out onto the diaphragm and does not 
contribute to the hiatus. The hiatus (fig. lA) is 
formed entirely from the right crus as a teardrop¬ 
shaped split in the muscle fibers.® The right crus 
originates on the vertebral bodies, arcs up anteriorly 
along the gentle curvature of the diaphragm, passes 
around the esophagus to the left, and passes down¬ 
ward posteriorly toward the right \yhere it meets 
its ascending limb. In the posterior area behind the 
esophagogasti-ic junction is a fat pad which is un¬ 
supported and unprotected. In the supradiaphrag- 
inatic region this represents the posterior medias¬ 
tinum, and the herniated stomach passes in this 
direction and upward. Herniation of the bare area 
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of the stomach and esophagogastric junction is 
comparable to a sliding hernia of the sigmoid 
colon, and reduction at surgery is accomplished 
in the same manner. 

The endoabdominal fascia is a continuum and, 
in different areas, bears different names. In the 
lower part of the abdomen it is called the trans- 
versalis fascia; however, at the diaphragmatic 
hiatus region it is called the diaphragmatoesopha- 
geal fascia or phrenoesophageal ligament.® It 
ascends through the hiatus and, 1 or 2 cm. above 
the esophagogastric junction, inserts onto the 
esophagus and helps maintain the normal relation¬ 
ship of the esophagogasti-ic junction to the dia- 


lesser curv'ature posteriorly around the esophago¬ 
gastric junction to the anterior aspect of the stomach 
and assists the hiatal sling in maintaining-the acute 
oblique angle of entrance of the esophagus into the 
right side of the stomach.'® Loss of the acute angle, 
such as with depression of the fundus of the stom¬ 
ach by the tonic contraction of the diaphragm dur¬ 
ing vomiting, causes incompetence of the cardia. 

The e.vact mechanism of action of the one-way 
valve is not known; however, the oblique angle of 
entrance of the esophagus into the stomach is felt 
to be very important. Increased intragastric pressure 
tends to assist the valve mechanism having normal 
relationships-by closing the valve, but, with the 



Fig. 2.—Illustration of operative area from left transthoracic approach. A, Penrose drain in place, with interrupted sutures 
placed posteriorly to appro.vimate hi.atal musculature and to narrow opening (Ao, aorta; Dio, diaphragm; Es, esophagu.s; F, 
mediastinal fat; P, Penrose drain, St, stomach; b, right crus of hiatu-s; a, left crus of hiatus). B, stomach herniated upward 
and phrenoesophageal ligament dissected free as membrane, witli its insertion into esophagus presers'ed. Three sutures only 
(more .are usually necessary’) have been placed in ligament; both ends of each have been passed through hiatus and then 
through diaphragm from ,abdomin.al to thoracic side (P/i, phrenoesophageal lig.ament). 


phragm (fig. IB). The peritoneum is loose and is 
generally not considered to have any effect in this 
regard. The ligament is resilient and allows con- 
.siderable play of the esophagus through the hiatus. 

.According to Barrett,'® the left gastric artery 
plays the most important role in maintaining the 
usual position. It tethers the upper lesser curvature 
aspect of the stomach to the posterior abdominal 
wall and helps resist herniation; however, if 
stretched it will allow the cardia to slip into the 
mediastinum. 

The intrinsic muscular sling of the stomach is a 
band of gastric muscularis which passes from the 


esophagogastric junction in the mediastinum, reflux 
readily occurs. Barrett'® feels that the integrity of 
the muscularis mucosae, which moves the mucous 
membrane, must be intact. The muscosae slides on 
the muscularis extemae and forms a flap which cov¬ 
ers the esophageal orifice and thus closes the valve. 
The earliest changes that occur in esophagitis are. 
not visible in tlie distal esophageal mucosae to the 
endoscopist’s eye but are quite evident to the p.a- 
thologist in the region of the muscularis mucosae in 
a biopsy specimen. Inflammatory’ changes and fibro¬ 
sis will destroy the mucosa flap valve mechanism 
by destroying the muscularis mucosae. How many 
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months or years are necessary to make these changes 
advance to a stage of irreversibility varies with the 
severih' of the regurgitation and with the concen¬ 
tration of the irritating gastric juice. 

Many “asymptomatic” persons have hiatus hernia 
demonstrated on barium .\-ray e.xamination with use 
of barium sulfate, but it is curious why they seek 
medical aid and have .x-ray studies done. What 
initiates symptoms in persons with previously 
asjmiptomatic hiatus hernia is not known. We have 
noticed a strong correlation between the onset of 
symptoms with physical or emotional sti-ess, pro¬ 
longed hospitalization and recumbency, an opera¬ 
tion not related to the stomach or esophagus, 
transient hyperacidity, repeated severe vomiting, 
and the prolonged use of an indwelling nasogastric 
tube. 

Because of the terrifying consequences of an 
untreated and symptomatic hiatus hernia,” we 
strong!}' urge surgical repair before the irreversible 
changes in the submucosal layers occur. A period 
of adequate medical management should be tried 
first; however, unless the symptomatic trend is com¬ 
pletely reversed and unless one is sure the patient 
will adhere to a strict medical program, surgery 
should be advised without procrastination. 

In experienced hands either the abdominal or 
transthoracic approach can be used to accomplish 
an equal!}' satisfactory operation. In many instances 
concomitant procedures can be done in the upper 
part of the abdomen, making this route preferable.'* 
However, many surgeons today still fail to accept 
hiatus hernia as a cause of symjotoms. During an 
abdominal operation a halfliearted attempt may be 
made at repairing the hernia, with strict attention to 
details not being followed, and the patient is not 
helped. This t}'pe of repair is mentioned only to be 
condemned and has nothing to offer other than 
antacids, bland diet, and antispasmodic drugs. 

Our preference is for the transthoracic approach 
(fig. 2). The basic principles of an adequate repair 
should not be compromised; however, each surgeon 
has personal preferences in technical management, 
and these .details should be varied according to 
mecessit}'. 

The basic principles are as follows: 1. The 
esophagogastric junction should be brought below 
the diaphragm and maintained there. 2. The peri¬ 
toneal sac should be destroyed. 3. The phreno- 
esophageal ligament, if suitable, should be sutured 
to the abdominal surface of the diaphragm. 4. The 
fatty bare area posteriorly should be eliminated and 
the hiatus narrowed by approximation of tlie two 
muscular bundles of the right crus posteriorly. 5. 
- The oblique angle of entrance of the esophagus into 


the stomach should be protected and maintained. 
If these principles are followed, the results, we feel, 
.should be excellent. 


Summary 

The surgical ti-eatment of hiatus hernia was 
evaluated in 65 patients. Medical management 
should be tried first, but, unless symptoms are re¬ 
lieved completely and the patient is willing to ad¬ 
here strictly to a rigid medical management for 
many years, operation should be performed. Sur¬ 
gical repair resulted in 90.8% of the patients in this 
study becoming asymptomatic over a follow-up 
period of six months to seven years. 

Close attention to details of the operation is 
mandatory for good results. The abdominal or 
thoracic approach can be used to accomplish the 
same technical results, but the basic principles 
should not be compromised. Our preference is for 
the transthoracic approach. The cardia must be 
reduced below the diaphragm. The hernia sac must 
be destroyed. The bare area posteriorly should be 
eliminated and the hiatus narrowed by approxi¬ 
mation of the muscular bundles of the right crus 
posteriorly. The phrenoesophageal ligament should 
be sutured to the abdominal surface of the dia¬ 
phragm, and the oblique angle of entrance of the 
esophagus into the stomach should be maintained. 

628 24tli St. (Dr. Hoffman). 
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PRURITUS ANI ET VULVAE 

Earl D. Osborne, M.D. 
and 

Howard L. Stoll, M.D,, Buffalo 


For purposes of this round table discussion on 
anogenital pruritus, we have reviewed our last 500 
cases and the voluminous literature on the subject 
for the past 25 years. Concepts of tliis symptom 
comple.v ha\’e been constantly changiirg. The litera¬ 
ture is replete with articles approaching the subject 
from the standpoint of tlie surgeon,’ the gynecolo¬ 
gist," die dermatologist,” the allergist," and the 
psychiatrist.” It is obvious tiiat for the proper treat¬ 
ment a diagnosis must be made based on etiology. 
Local treatment, based on the symptom of itching, 
may be temporarily successful, but in the long run 
may lead to serious disappointments and complica¬ 
tions. 

Pruritus ani et vulvae is a symptom complex of 
great variation. Pruritus unthout any visible pathol- 
og)' e.xists only for a short period of time. Very soon, 
changes appear in die skin and the adjacent mucous 
membranes. Tlie examiner must be able to recog¬ 
nize die basic inflammatory process in order to 
make an etiological diagnosis. He must be able to 
distinguish behveen a dermatitis due solely to 
scratch and a dermatitis due to primary chemical 
irritation and a dermatitis of allergic origin. He 
must also be able to recognize the earliest signs of 
atrophy, hypertrophy, and specific inflammatory 
processes such as occur in lichen planus, lupus 
erj'thematosus, and parasitic infestations. 

Each specialist tends to overemphasize disturb¬ 
ances or diseases with which he is familiar as the 
cause of pruritus of the anogenital region. Vulvec¬ 
tomies for lichen planus and perianal injections of 
alcohol or tattooing for perianal psoriasis have been 
done after inadequate examination. Likewise, 
prolonged dermatological therapy for anogenital 
pruritus uathout benefit is carried out when the 
dermatologist fails to have adequate gynecologic 
and proctological examination for such things as 
cr 5 q)tib's, proctitis, and cervicitis. In our e.xperience, 
some df the worst treatment failures have occurred 
after months of therapy by a stubborn specialist 
who would not recognize the importance of odier 
fields. We refer particularly to cases of pruritus 
\Tjlvae due to an almost insignificant discharge 
from a focus of infection in tlie genital tract re¬ 
quiring the attention of a gynecologist and intrac¬ 
table pruritus ani treated for months by a 
dermatologist and found by die proctologist to be 
due to crjiitids in hidden pockets of infection. The 
following” list is our classification of pruritus ani et 

•Chief, Department of Dcrmatolog>' and Syphilolog}-, University of 
B«ff.alo, School of hfedicine (Dr. Osborne), and Senior Resident m 
Dcnnat’oloa- and S>-phiIoIog 5 -. E. J. Meyer Memorial Hospital (Dr. 

^'^idrman's address, read before the Section on Dermatolog>- at the 
lOTlh Annoal Meetiog of the American Medical AssociaUon, San 
Francisco, June 24, 1958, 


Local primary irrifafion is by far the mosf 
frequent cause of pruritus ani et vulvae. 
Other causes are contact dermatitis, specific 
dermatological diseases, disease of the anal, 
rectal, and genitourinary tracts, disease of 
other organs, and psychogenic disturbances. 
Etiological diagnosis is often difficult because 
pruritus from any cause can exist for only a 
short time before visible secondary changes 
are induced by scratching and medication. 
Anal pruritus scarcely exists in geographical 
areas where bathing with water and no soap 
or toilet paper is the custom after defecation. 
When an organ system other than the ano¬ 
genital apparatus is involved, all local sources 
of irritation should be removed and conserva¬ 
tive treatment applied until the true source of 
the itching sensation becomes apparent. Pre¬ 
sumed psychogenic disturbances are made 
worse by treatment if the diagnosis happens 
to be incorrect, and the supposed emotional 
exhaustion rapidly disappears when the real 
etiology is discovered and eliminated. More 
time should be spent on searching out the 
underlying cause of anogenital pruritus. Spe¬ 
cific sensitization to condiments should not be 
overlooked in unsolved cases. 


vulvae based on etiology: (1) local primary irrita¬ 
tion, (2) contact dermatitis (dermatitis venenata), 
(3) specific dermatological diseases, ( 4 ) anal, rec¬ 
tal, and genitourinary tract disease, (5) disease of 
other organs, and (6) psychogenic disturbances. 

Local Irritation 

The various sources of local irritation comprise 
by far the largest group. At first there is itching of 
various degrees followed by the development of a 
scratch dermatitis, vvfitli erythema, scafing, thicken¬ 
ing, Assuring, hyperpigmentation, and, as a final 
stage, leukoplakia and possibl}' malignancy. The 
tliree commonest sources of irritation are (1) leu- 
korrhea, evun tliough minimal; (2) the daily use of 
toilet soap; and (3) tlie retention of fecal remnants 
in folds of the anal canal. A fractional drop of leu- 
korrheal discharge from any cause, such as tri¬ 
chomonas vaginalis infection, can set up an 
intolerable itching vv'hich may be jirotracted ov'cr 
months and even years. In uncleanly people, who 
bathe infrequently, the retention of sweat and 
sebaceous material protects the skin and mucous 
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membranes from the iriitating effects of tliis dis¬ 
charge. Protective ointments and pastes have 
proved effective in relieving the pruritus because 
of tlreir protective effect. 

It is an ironic and extremely important fact that 
anal pruritus scarcely exists in geographical areas 
u’herc bathing with water and no soap or toilet 
tissue is the custom after defecation. Marchionini," 
in 1952, stated that, because of the religious pre¬ 
cepts of Islam, after defecation only plain water 
was used for cleanliness and all mechanical irrita¬ 
tion of the skin and mucous membranes was 
avoided, thus eliminating a medium favorable to 
the growth of microbes. Fecal remnants were re¬ 
moved and, although hemoi-rhoids were common, 
irritation did not der’elop. In his own practice now, 
in Munich, he uses dilute potassium permanganate 
solution for cleansing purposes after defecation. 
This is a practice which we have used for more 
than 30 years for the entire anogenital area wnth 
gratifying results. 

Highly alkaline soap precipitates retained in folds 
and crypts produce a chemical initation which may 
last for one to two weeks and, because of daily 
repetition, may become progressively worse. Often 
retention of a combination of minute fecal material 
and soap precipitates the pruritus. It is our firm 
belief that primar>' irritation from the above- 
mentioned sources of irritation is the basis of at 
least 75% of all anogenital pruritus, although drere 
may be secondary factors of great importance such 
as emotional stress. 

Contact Dermatitis (Dermatitis Venenata) 

Next to primary irritation, contact dermatitis is 
the most common cause of itching of the anogenital 
region. A large list of substances has been incrimi¬ 
nated. The principal allergenic substances include 
local medications, toilet paper, suppositories, enema 
and douche nozzles, resin finishes on fabrics, drugs 
■taken by mouth, nail lacquer, deodorants, plant 
oleoresins, contraceptives, and some foods. Tliere 
are numerous reports in tire literature of anogenital 
pruritus due to specific sensitization to common 
foods such as milk, wheat, eggs, chocolate, alcohol, 
fish, coffee, cocoa, beef, figs, tomatoes, asparagus, 
dewberries, beans, avocados, pork, prunes, peas, 
beets, yeast, chicken, rice, oranges, and peanuts. 
Some of these were confirmed with patch tests, 
some with intradermal tests, and others by the use 
of elimination diets. It has been our experience 
over many years that a positive patch or intra¬ 
dermal test is only another finding and that in aU 
cases this must be proved clinically by withdrawal 
of the suspected food followed by a recrudescence 
after the food has been again ingested. 

There is a vast difference betrveen urticarial re¬ 
action to the protein fraction of foods and the 
development of a contact dermatitis due to specific 
epidermal hypersensitivity to an oleoresin. Urticaria 
due to the protein fraction of foods can always be 
elicited ov'er other parts of the cutaneous surface 


and is never limited solely to tire anogenital region. 
We believe that contact dermatitis due to oleo¬ 
resins in certain foods and particularly condiments 
offers a fertile field for further investigation. We 
have yet to prove a localized anogenital pruritus 
due to specific sensitization to the oleoresins of 
common foods. However, we would at this time 
like to report a series of 11 cases of anogenital 
pruritus due to sirecific hypersensitivity to tire 
oleoresins of condiments. Although spices have 
been mentioned as possible causes of pruritus anr 
et vulvae,’ there are no published reports of con¬ 
firmatory patch tests to any of the condiments. 
Mustard, pepper, cloves, cinnamon, anise, and nut¬ 
meg have been shown to be the cause of dermatitis 
of areas other than the anogenital region and, in 
some of these instances,® positive patch tests have 
been secured. In our series, in each case a batter}' 
of standardized patch tests was performed. This list 
included mustard, pepper, cloves, cinnamon, nut¬ 
meg, vanilla, and allspice. In each instance, where 
a positive patch test was secured, a flare-up of ano¬ 
genital pruritus was produced on further ingestion 
of the suspected condiment. 

The main clinical features of an anogenital 
pruritus due to specific sensitization to oleoresins 
are easily recognized. The itching begins perianal- 
ly and shortly thereafter itching of the vulva and 
surrounding parts develops. There is a spreading 
contact type of dermatitis which first involves the 
intergluteal and perianal areas. Depending on the 
severit}’ of tire dermatitis, the entire area becomes 
confluent and the dermatitis may spread out to in¬ 
volve the thighs and the crural folds. In some cases, 
there is fluctuation in the severity, depending on 
the frequency of ingestion of the offending condi¬ 
ment. In our one black pepper case, tire dermatitis 
was severe and continuous. In one of our cinnamon 
cases, the itching was pronounced for three or four 
days the first part of the week and subsided by the 
end of the week or until cinnamon was again in¬ 
gested at Sunday morning’s breakfast. There was 
wide variation in fluctuations in our mustard cases. 
Some were continuous, others xvith periods of free¬ 
dom depending on tire frequency of ingestion. It 
is well to remember tliat mustard is present in most 
salad dressings as well as meat sauces, ketchup, and 
.chili sauce. 

Contact dermatitis of the vulva without involve¬ 
ment of the anal area is not common. Substances 
commonly incriminated include local medications, 
suppositories, contraceptives, sanitary pads, tam¬ 
pons, douche nozzles, pessaries, nail lacquer, plant 
oleoresins, and certain medicaments excreted 
through the urine. All of these possibilities must be 
investigated when there is a dermatitis present. A 
unilateral contact dermatitis is sometimes due to 
specific hypersensitivity to nail lacquer and usually 
is on tire left side due to contact uadr the fingernails 
of the right hand. A unilateral itching may be due 
to neurogenic causes, although careful investigation 
of all sources of irritation, including masturbation. 



110/126 


PRURITUS ANI ET VUEVAE-OSBORNE AND STOLL 


J.A.M.A., Jan. 10,1959 


must be made. There may be a patchy dermatitis 
of the eyelids, cheeks, or neck, which are the com¬ 
mon sites of nail lacquer dermatitis. 

Other Dermatological Diseases 

Space does not permit a full discussion of der¬ 
matological disorders which may involve tlie 
anogenital region and which require special derma¬ 
tological training for diagnosis. These diseases 
include dermatitis medicamentosa (especially 
phenolphthalein), psoriasis, seborrheic dermatitis, 
neurodermatitis, mycotic infection, intertrigo (bac¬ 
terial), miliaria, lichen sclerosis et atrophicus, 
kraurosis vulvae, parasitic infestation, lupus erythe¬ 
matosus, lichen planus, and leukemia cutis. It is 
obvious that the symptoms of anogenital itching 
requires a thorough dermatological e.vamination 
and in many cases a biopsy and complete laboratory 
tests. 

Anorectal Diseases 

Anal itching has been attributed to many ano¬ 
rectal disorders. In our experience, tlie following 
signs are the most common causes of this symptom: 
crjTptitis, hemorrhoiditis, fissures, sinuses, fistulas, 
proctitis, neoplasm, and polyps. If uncomplicated 
by injudicious treatment, the itching usually re¬ 
mains localized to the perianal area, but occasional¬ 
ly itching of tlie genital and scrotal areas develops. 
A scratch dermatitis appears which with tlie pass¬ 
age of time becomes a chronic dermatitis with 
thickening, Assuring, and hyperpigmentation. In 
addition to a careful proctological examination, one 
must never forget that primary irritation from re¬ 
tained fecal material and soap in many folds and 
crypts may be the sole cause of inflammation of the 
anal ring. 

Disease of Organs Other Than the 

Anogenital Region 

Many general diseases have been incriminated 
as tlie cause of itching of the anogenital area. The 
commonest one in oxn- e.xperience is urticaria. In 
some patients who have occasional bouts of urti¬ 
caria, tlieir skins are in a constant subthreshold 
stage of urticaria. These patients develop itching of 
tlie anogenital area with e.xtreme ease, and careful 
examination will elicit tlie basic nature of the con¬ 
dition \rith evidences elsewhere of urticaria. 
Endocrine diseases, including thyroid, pituitary, 
ovarian, and pancreatic (diabetes) have been in¬ 
criminated. Neurological disturbances such as 
autonomic imbalance and epilepsy have been ac¬ 
companied by anogenital pruritus. Other diseases 
mentioned in the literature include hepatic disease, 
renal disease, prostatitis, cystitis, appendicitis, in¬ 
testinal parasites, bladder stone, vesicuh'tis, disease 
of the uterus and adne.va, Ijunphoma, and allergic 
rhinitis. We believe tliat in all cases where an organ 
system otlier tlian the anogenital apparatus is in¬ 
volved all local sources of irritation should be 
removed and consen'atii'e treatment applied until 
the true source of tlie itching sensation becomes 
apparent. 


Psychogenic Disturbances 

Three American textbooks of dermatology “ attrib¬ 
ute tlie majority of cases of pruritus ani et lailvae 
to some psychogenic disturbance. Their terminologi’ 
varies. Many highly qualified dermatologists stress 
the importance of emotional factors in anogenital 
itching. We agree that emotional factors sometimes 
play major roles in anogenital itching. We believe 
that all emotional stress accentuates, prolongs, and 
magnifies the symptom of itching. However, we are 
firmly convinced that a careful history' and tliorougli 
examination will show that psychogenic factors are 
secondary in tlie vast majority of cases. What 
would be a mild, insignificant pruritus ani or j/niri- 
tus ifulvae in an emotionally stable individual could 
be magnified to a major disaster in another in¬ 
dividual under intense emotional stress. Not enough 
attention has been paid to the primary trigger 
mechanism. More careful attention to the primary' 
cause of the itching will eliminate, a large percent¬ 
age of the so-called psychogenic anogenital pruritus 
cases. The theory that pruritus ani et vulv'ae is a 
type of hysteria in which tlie gratification of pruritus 
is analogous to gratification of libido and the pain 
of scratching is related to self-punishment and 
guilt’® does not succeed in curing a middle-aged 
woman of pruritus of the anogenital region when 
tlie cause of her pruritus is a low-grade leukorrhea 
and washing of the parts three or four times daily 
with soap. 

An otlier popular approach regards pruritus ani as 
a hypochondriacal sy'ndrome based on the failure 
to successfully repress infantile fantasies concern¬ 
ing procreation and anal birth.’ This has the ap¬ 
pearance of picking a needle out of a liay'stack. In 
one of our pepper cases, that of the wife of a 
physician, and in one of the mustard cases, that of 
a middle-aged spinster, as well as in many of tlie 
routine cases due to leukorrhea and irritation from 
soap, the patients had already had a diagnosis of 
psychogenic or emotional basis for the cause of 
their itching. It has been our observation diat many 
of these patients subjected to long, drawn out treat¬ 
ment for presumed psychogenic disturbances are 
made infinitely worse. It is startling how rapidly 
tlie emotional exhaustion disappears when tlie real 
etiology' is discovered and eliminated. IVe would 
urge that much more time be spent on searching 
out the underlying cause of anogenital pniritus and 
its elimination. 

Summary 

The treatment of anogenital pruritus depends on 
tlie determination of Ae cause of the pruritus. 
More attention must be given to a search for pri¬ 
mary’ irritants, such as tlie use of soap, leukorrhea, 
retained fecal matter, and local medications. Con¬ 
tact dermatitis due to specific hy'persensitivity' is a 
distinctive entity' and its cause must be determined. 
Oleoresins in condiments should not be overlooked. 
Specific deimatological diseases of tlie anogenital 
area must be correctly diagnosed and treatment 
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based thereon. Tlie gynecologist and proctologist 
need consultation with the dermatologist and cer¬ 
tainly the reverse holds ti'ue. Anogenital pruritus in 
some cases may be but a symptom of an internal 
medical condition. Psychogenic disturbances and 
emotional stress arc always a factor in anogenital 
pruritus, but they should never be assigned the 
primar)' etiological role without complete e.xamina- 
.tion and consideration of all other possible causes. 

71 North St. (2) (Dr. Osborne). 
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ADVERSE REACTIONS TO SULFAMETHOXYTYRIDAZINE (KYNEX) 

ITS USE IN THE TREATMENT OF DERMATITIS HERPETIFORMIS 
Harold O. Perry, M.D. 

and 

Richard K. Winkelmann, M.D., Rochester, Minn. 


The administration of any drug to a patient 
is fraught with the possibility that undesirable and 
adverse reactions may ensue. The clinical useful¬ 
ness of any drug, once tlie therapeutic indication 
has been determined, depends to a very consider¬ 
able extent on whetlier it is likely to produce more 
than a minimal number of reactions when a large 
number of patients take tlie drug. If a drug fulfills 
a sufficiently critical therapeutic role it may con¬ 
tinue to be prescribed despite a rather large num¬ 
ber of undesirable reactions. It is the duty of the 
clinician to balance the benefit to be derived from 
the drug against the risks of its administration. 

The administration of sulfamethoxypyridazine 
(Kynex) to a group of patients with dermatitis 
herpetiformis whose disease was otherwise incom¬ 
pletely controlled by other modalities of treatment 
resulted in a gratifying response in a suflBciently 
large proportion of the patients treated to suggest 
its further use in this disease. The advantages of 

From the Section of Dennatology, Mayo dime and Mayo Founda¬ 
tion, The Mayo Foundation is a part of the Graduate School of the 
University of Minnesota. 

Head before the Section on Dermatology at the 107th Annual Meet¬ 
ing of the American Medical Association, San Francisco, June 26, 1958. 


In most cases the control of dermatitis her¬ 
petiformis may be readily achieved with 
sulfamefhoxypyridazine. If is impossible to 
predict the level of maintenance dose neces¬ 
sary to suppress the clinical reaction, and if 
is similarly impossible to predict the blood 
levels achieved with any single unit dosage. 
Adverse reactions deter from the over-all use¬ 
fulness of the drug. The adverse reactions 
observed concerned principally the skin and 
hematopoietic system. In addition, the gastro¬ 
intestinal and central nervous system showed 
evidence of toxicity. The dermatological mani¬ 
festations followed almost all known previous¬ 
ly reported reactions to sulfonamide drugs. 
The administration of this drug requires rou¬ 
tine assay of the blood for sulfamethoxypryi- 
dazine levels. It is the duty of the clinician to 
balance the benefits to be derived from any 
drug against the risks of its administration. 
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sulfametho.xypyriclazine administration were the 
beneficial results achieved in a majority of the 
patients treated and the simplification of the thera¬ 
peutic program, inasmuch as treatment for the most 
part was given only once a day. 

Data 

The treatment of 20 patients with dennatitis 
herpetiformis represents a part of our experience 
wtli sulfamethoxjTjyridazine. The only criterion 
used in the selection of patients for inclusion in 
this group was tliat they presented the clinical mor¬ 
phologic picture of dermatitis herpetiformis. In 
some instances this clinical impression was fortified 
by results of skin biopsy that were compatible with 
the diagnosis of dermatitis herpetiformis, bj' patch- 
test reactions to anion members of Hofmeisters 
series, and by eosinophilia of the peripheral blood. 
The data on these 20 patients are summarized in 
table 1. 


Table 1.—Summary of Data on Twenty Patients with Derma¬ 
titis Herpetiformis Treated with Stiffamethoxijpyridazinc 


Case, 


A»o, 

Duration 
ol Dis^ease, 


Control 



---. *--—- ’ ’ S 

No 

Sox 

Yr. 

Yr. 

Results 

Dosaffc, Gm. 

I 

M 

03 

13 

Incomplete 


2 

r 

r>7 

r: 

Incomplete 


3 

M 

02 


Good 

2ij/dny 

4 

F 

GO 

20 

Good 

0.3/dny 

3 

M 

4G 

14 

Incomplete 


6 

P 

37 

0 

Good 

l/day 

7 

P 

63 

23 

Good 

0.125/day 

8 

M 

4 44 

5 

Good 

l/day 

0 

M 

19 

l^i 

Good 

Adverse reaction 

10 

P 

GO 

2 

Incomplete 


11 

r 

37 

1 

Good 

0.3 in a. m.; o.C3 In p. m. 

12 

M 

00 

S 

Trial unsat¬ 
isfactory 


13 

M 

23 

s 

Good 

0,23 twice a day 

14 

M 

44 


Good 

Adverse reaction; died 

13 

.M 

45 

20 

Good 

0.5/day 

IG 

M 

2S 

9 

Good 

0.3 even’ 2 or 8 days 

17 

M 

50 


Good 

1 every other day; 

0.3 on alternate days 

IS 

3X 

47 

9 

Good 

Adverse reaction 

19 

F 

3 

7/12 

Failure 


20 

M 

:i9 

3 

Good 

Adverse reaction 


Thirteen of the 20 patients were males, the ma¬ 
jority being in the fifth, sixth, and seventh decades 
of life; the ages ranged from 3 to 66 years. Only 
two patients had dermatitis herpetiformis for less 
than a year, with 13 of the 20 patients having had 
their disease for three years or longer. Tims, most 
of the patients had been subjected to a variety of 
treatments prior to tlie initiation of therapy with 
sulfametlio.xypjTidazine. Die periods of follow-up 
varied from 2 to 11 months. 

Early in the course of the study, because of a 
lack of appreciation of the fact that tlie drug would 
accumulate in tlie blood, therapy was administered 
in a manner similar to that employed uitli other 
sulfonamide drugs. Later it was our practice to ad¬ 
minister 1 Gm. of sulfamethoxv'pjTidazine during 
the first 24 hours of treatment, followed thereafter 
by 0.5 Gm. per day. Adjustment in the dosage 
schedule was made subsequently in accordance 
uath tlie patients clinical response. 


Blood levels of sulfamethoxypyridazine were de¬ 
termined consistently on the patients seen during 
the latter part of the study, as it was recognized 
by tests on individual patients seen earlier that var¬ 
iable blood levels occurred with standard dosage 
schedules. For illustration, the’patient in case 3 was 
dismissed from our care with his dermatitis herpeti¬ 
formis controlled; he was instructed to continue 
taking 1 Gm. of sulfamethoxypyridazine a day. He 
subsequently recognized that this afforded an in¬ 
adequate suppressive effect and on his own initia¬ 
tive increased his daily intake to 1.5 Gm. Still later, 
he took 2 Gm. routinely and, occasionally, even 2.5 
Gm. per day for the desired relief. After appro.xi- 
mately three months on this increased dosage, tlie 
concentration of sulfamethoxypyridazine was 8.7 
mg. per 100 cc. of blood. On the other hand, in tlie 
patient in case 8, who took 1 Gm. of sulfametho.xy- 
pyridazine per day for three months, a concentra¬ 
tion of 11.4 mg. per 100 cc. of blood developed. 

The results of treatment of these 20 patients 
might be summarized as follows: good continued 
response, 10 patients; good response but subse¬ 
quent reaction, 4; incomplete control, 4; failure, 1; 
and unsatisfactory trial, 1, 

Control of the symptoms of pruritus and burning 
and eradication of the cutaneous eruption occurred 
in 10 of the 20 patients. By “incomplete” control 
we would indicate that sulfamethoxypyridazine 
alone was inadequate to control the eruption but 
when it was combined with other modalities of 
therapy the signs and symptoms of the disease 
were abated. The dosage varied from as little as 
0.5 Gm. every two to three days to 2.5 Gm. per day. 
The usual dosage, however, was 0.5 Gm. per day 
taken as a single dose. The details of treatment in 
case 17 are presented to illustrate a good response 
to the treatment and to demonshute the laboratory 
evaluation carried out. 

Case 17.—A blistering eruption had developed in a 56- 
year-old man three month.s previous to admission. The 
eruption took the configuration of grouped bullae over the 
extensor surfaces of the arms, the anterior and posterior 
parts of the thora.x, the buttocks, and tlie inguinal areas, 
and about the extensor surfaces of the knees. Rather intense 
pruritus and burning of the .skin were as.sociated symptoms. 
Prior to his being seen by us, steroid therapy had been ad¬ 
ministered without benefit. 

The diagnosis of dennatitis herpetiformis was established 
on the basis of the clinical morphology of the eruption and 
a skin biopsy which showed a pressure or tension bulla 
witliout evidence of acantholysis. 

Therapy was initiated with sulfamethoxypyridazine in a 
dosage of 0.5 Gm. given twice the first day and 0.5 Gm. 
given daily tliereafter. Table 2 indicates the dosage of the 
drug and the blood levels achieved. On this dosage sched¬ 
ule there was good control of the dennatitis herpetiformis 
(fig. 1). During tlie period of obserx’ation blisters recurred 
a few times but these periods have been short-lived. On 
each of these occasions tlie patient could relate the relapses 
to long periods of hard physical labor. 
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Sulfamethoxypyridazine was given a clinical 
trial in nine patients with other dermatological 
diseases as follows: bullous pemphigoid, four 
patients; erythema multiforme, three; eczema num- 
mulare, one, and lichen planus, one. A hemolytic 


Table %—Dosage and Blood Concentration of 
Sulfamethoxypyridazine in Patient in Case 17 


Date 

1/22 

i/2S 

2/5 

3/25 

4/00 


Dosage, Oral, Gm. 

0.5 twice a (lay for 1 <iny; 

0.5 a day thereafter 
0,5 a day 

1 twice a week; 0.5 on other days 
1 every other day; 

0.5 on alternate days 
1 every other day; 

0.5 on alternate days 


Sulfamethoxypyridazine 
Level, JIg./lOO Cc. 


2.4 

4.5 

3.9 

6.3 


process secondary to sulfametho.vypyridazine ther¬ 
apy developed in one of these patients, and her 
case wall be presented in detail later in tliis paper. 
Tlie lack of response to therapy in this group led 
us to believe that sulfametho.vypyridazine pos¬ 
sesses no specific propensities for ameliorating 
dermatological diseases but that its tlierapeutic ef¬ 
fectiveness is the antibiotic property ascribed to the 
sulfonamide group as a w'hole. 



Fig. 1 (case 17).— Dermatitis herpetiforaiis: A, before treat¬ 
ment and, B, after 12 days of treatment with sulfametho.xy- 
pyridazine. This patient subsequently had leukopenia second¬ 
ary to drug therapy. 

Adverse Reactions 

Adverse reactions to sulfamethoxypyridazine 
were encountered in some of tlie patients. Such re¬ 
actions will, of course, detract from the over-all use¬ 
fulness of the drug. Close observation of the patient 
during administration should, however, give early 
recognition to potentially serious reactions and 
prevent fatalities from occurring. 


During the Second Conference on Sulfonamides, 
Lehr ’ reviewed the clinical toxicity of sulfona¬ 
mides and listed the reactions as follows: (1) po¬ 
tentially serious reactions, including complications 
of the urinary tract, sensitization reactions (drug 
fever, rash, and contact reactions), blood dys- 
crasias, and hepatitis, and (2) milder reactions, 
including acidosis, cyanosis, and reactions related 
to the central and peripheral nervous systems. 

It is interesting to note that, among the poten¬ 
tially serious reactions listed, only complications of 
the urinary tract have been unreported to date. 
Drug fever and cutaneous eruptions have been 
commonly reported, %vith headache and other com¬ 
plaints related to the central nervous system being 
not uncommon. 


Table 3.—Incidence of Adverse Reactions to Sulfamethoxy¬ 
pyridazine as Reported in Literature 

No. HeactioDs 


Author 

Cases 

No. 

% 

Types 

Jones, W. F., and Finland, M.; 

Ann. New York Acad. Sc. 

69:473. 1957 . 

6 

0 



Lepper, M. H., and others: Ann. 
New York Acad. Sc. 69:485, 1957.. 

49 

0 



Jackson, G. G., and Grieble, 

H. G.: Ann. New York Acad. Sc. 
69:493, 1957 . 

50 

5 

8.9 

Headache, fever. 

Ross, S., and others: Ann. New 

York Acad. Sc. 69:501, 1957 . 

14 

0 


eruption, 
abdominal pain, 
dizziness 

Walker, W. F., and Hamburger, M. 
Ann. New’ York Acad. Sc. 

69:509, 1957 ... 

52 

1 

1.9 

Eruption 

Songco, R. S., and others: J. 
Philippine M. A. 33:520, 1957 . 

36 

3 

8.3 

Vomiting, 

VelascO'Joven, E. K., and 

Domingo, P.: J. Philippine 

M. A. 33:5S4, 1957 . 

3 

0 


cutaneous ' 
eruption 

Grieble, H. G., and Jackson, G. G.: 
New England J. Med. 258:1, 1958 

C3 

4 

6.4 

Headache and 


Lind.suy, D. G., and others: 

A.M..A. Arch. Derraat. 78: 299, 1958 85 


maculopapular 
eruption 
common; also 
fever, 

abdominal pain, 
dizziness 

15.3 Severe bullous 
eruption; 
other 
eruptions 


Table 3 summarizes the clinical experience of 
other investigators with sulfamethoxypyridazine 
and the incidence of complications with this ther¬ 
apy. Tisdale ° recently reported the additional 
complication of focal hepatitis in a patient receiv¬ 
ing sulfamethoxypyridazine. 

We observed a total of 28 patients—19 with 
dermatitis herpetiformis (one of the 20 patients had 
an unsatisfactory trial) and 9 xvith assorted derma¬ 
tological conditions—and in this series five adverse 
reactions occurred. Case 14 was included in a pre¬ 
liminary report.^ Sulfamethoxypyridazine afforded 
good control of this patient’s dermatitis herpeti¬ 
formis; however, pyrexia, arthralgia, and albumi¬ 
nuria developed, and ■ these W'ere interpreted as 
manifestations of a toxic reaction rather than a 
true reaction of hypersensitivity, Wffien this patient 
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was dismissed from tlie clinic, his general health 
was considered good and laboratorj' ev'aluation re¬ 
flected no abnormal finding. He died about 10 days 
later but, because autopsy was not performed, we 
can only speculate on the course of events. . 

The patient in case 9 had an initial good re¬ 
sponse to treatment with sulfametlroxypyridazine, 
but on his return home a generalized ers'thematous 
maculopapular eruption developed. The patients 
in cases 18 and 20 each demonstrated an initial 
good control of the disease, only to manifest subse¬ 
quently an adverse reaction characterized by leu¬ 
kopenia. The details of case IS follow. 

Case IS.—A 47-)’ear-old man gave a historj' of a pruritic 
eniption, consisting of grouped vesicles and urticarial papules 
over the scalp, thorax, scapular areas, abdomen, and e.x- 
tcnsor surfaces of the elbows and knees, that liad been 
present for about nine years. A diagno.sis of dennatitis 
herpetifonnis was made on tire ba.sis of the morpholog>' of 
the skin lesions and a skin biopsy which .showed pressure 
or ten.sion buILre witlrout evidence of acantholysis. In ad¬ 
dition, patch tests with potassium iodide gave a positive 
reaction, and the eosinophil count on the peripheral blood 
was 3.5%. A variety of medicaments given systemically in 
the past had not achieved control of die condition. More 
recentb', steroids had been tried without success. 

Table 4.—Dosage, Blood Concentration of Drug, and 
Leukocyte Count in Patient in Case 18 
Pulfnmethox.r- 

Dosnge, Oral, Gin iisrldnzinc, Leukocytes per 


Date per Day Mg. per 100 Cc, On. Mni. 

1 Hi . n.j tivicc; 0 ..’i ... .5,400 

thereafter 

I'ii. 0.75 S.ii 4,000 

1, 'as. O.7.'. 2.1 4,000 

2/13. O.T.'i 2.1 3,100 

2. '2n. 0.75 2.3 3,700 

3/13. 1 2.0 4,100 

4/12. Dlseontlmied 3.3 2,600 

4f24. 0,15 4.200 


When the patient was first seen, sulfaraetlioxypyridazine 
was administered in a dosage of one tablet (0.5 Gni.) twice 
a day for one d.ay and then one tablet per day diereafter. 
Lack of complete control later necessitated increasing die 
dosage of die drug. Table 4 indicates the oral intake of die 
drug, the concentration of the drug in the blood, and 
the leukoc’Me counts. 

While the patient was receiving sulfamethox>'p)Tidazine. 
his dermadtis herpetiformis remained under good control. 
However, after a month of treatment with a dosage of 1 Gm. 
per day and die attainment of a leukocMe count of 2,800 
per cubic millimeter of blood, it \v.as considered dial he 
had a toxic suppression of the leukocMes ,and treatment 
was discontinue. A subsequent course of sulfamethoxy- 
pjTidazine therapy has not been attempted. 

In the group of patients with miscellaneous dis¬ 
eases who were treated witli sulfametho.vj'pyrida- 
zine, tliere was one in whom a hemoljTic process 
developed, most probably on tire basis of use of this 
drug. A summary of tliis case follows: 

Case 21.—A 64-year-old woman was .admitted directly to 
die hospit.al for treatment of a generalized cutaneous blis¬ 
tering eniption that had been present for four mondis. 
Mucosal lesions had never been eiadent. 

On admi.ssion, she presented a widespread bullous erup¬ 
tion widioiit particular grouping; some of the bullae were 
seen to be arising from normal skin, while others were on 
an urticari.al base. She h.ad marked pniritus. Pertinent lab¬ 


oratory' evaluation included a skin biopsy which slioivcd a 
tension or pressure bulla widiout acandiolysis. A deBnite 
diagnosis was not established. Tlius, a variety of totmenls, 
including use of sulfapyridine, diphenhydramine (Benadiyl) 
hydrochloride, sulfamethoxypyridazine, and steroids, was in¬ 
stituted. 

Because of lack of response to any one of these nicdie.i- 
tions, a second course of sulfamethoxypyridazine therapy 
was given about three weeks after she had received the 
first course; this course consisted of 2 Gm. of the drag given 
daily in a single dose for eight days. Only partial control d 
the blistering was achieved. 

On tills dosage schedule the blood level of sulfamclho.xypy- 
ridazine was 19 mg. per 100 cc. on Dec. 5, 1957, and, tluis, | 
administration of tlie drug was di.scontimied. When the 
level reached 3.5 mg. si.x days later, the drug was again 
administered in a dosage of 0.5 Gm. per day, and this 
dosage was continued for si.v additional days. 

IVJieii tlie patient was admitted on Oct. 28, the hemo¬ 
globin level was 12.6 Gm. per 100 ec. of blood; on Dec. 3 
and Dec. 7 it was 9.7 Gm.; and on Dec. 16, the day treat¬ 
ment witli sulfametho.xypyridazine was permanently dis¬ 
continued, it was 8 Gm. There was no corresponding de¬ 
crease in tlie leukocyte count. The reticulocyte count on 
Dec. 16 was 7.2%. After two transfusions of -500 cc. of 
whole blood and inauguration of the daily administration 
of iron by mouth, there was a return of the blood value to 
norma! widiin the next montli. 

The physicians of our clinic group referred 
patients with adverse cutaneous reactions from sui- 
fametho.Kypyridazine to us for dermatological con-, 
sultation. A summary of one such case is given here 
because the case illustrates perhaps the commonest 
cutaneous reaction as recorded by tliose reporting 
adverse reactions to this drug. 

Case 22.— A 26-year-old man was treated for an “influ¬ 
enza syndrome” with sulfamethoxypyridazine given in a dos¬ 
age of 0.5 Gm. twice a day. Twenty-four hours after initi.a- 
tion of therapy the paUent experienced increased lassitude, 
fever, and chilis, and the following day he had headaches. 
He interpreted these symptoms ns a part of the influenza 
and continued taking the drug for a total of tliree and one- 
lialf days {seven doses of 0.5 Gm. each). 

Twenty-four hours after he discontinued taking sulfa- 
mctlioxypyridazine only general malaise persisted, but then 
a generalized, fine, erythematous maculopapular eruption 
developed which was accentuated on the trunk (fig. 2). 
No ora! lesions were present. At this time (two and one- 
half days after use of tlie dnig had been stopped) the blood 
level of .sulfamethoxypyridazine was 5.4 mg. per 100 cc. 

The patient gave no history of hay fever, astlima, nr 
migraine headaches. A sulfonamide drug had been taken on 
one occasion prewously witliout reaction, but in the past 
he had reacted to penicillin with urticaria. With antihista¬ 
mines taken by mouth and soothing topical treatments, the 
skin reaction abated in 72 hours. 

The entire group of sulfonamide drugs is knouTi 
to produce fixed drug reactions, and sulfametli- 
oxx-pyridazine is no exception in this regard. To 
our knowledge, a fixed drug reaction has not pre¬ 
viously been reported, although there is no reason 
to presume it would not eventually occur. 

Case 23.—A 29-year-old woman had been receiving care 
for recurrent infections of the urinary tract. Prophylactic 
treatment with sulfamethoxypyridazine had been advised . 
in a dosage of 0.5 Gm. given daily on five successive days 
during every two-lo-three-week period. Her dermatological 
complaint was of an intermittent presence of a pruritic cri'- 
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thcniatous plaque on the dor.sum of the right third finger; 
this condition would persist for five to seven day.s and tlien 
disappear (fig. 3). It was only after direct questioning that 
she associated the skin cniption with the ingestion of sulfa- 
niethoxypyridav.ine. We interpreted her skin eruption as due 



Fig. 2 (case 22).—Erythematous maculopapular eruption 
seen secondary to treatment with sulfametlioxypyridazine 
for influenza. 


to a fixed drug reaction. She had taken sulfonamide drugs 
previously without untoward reaction. She gave no history 
of hay fever, asthma, migraine headaches, or urticaria. 

Reactions of photosentivity can be anticipated in 
patients tabing the sulfonamide drugs. A summary 
of such a case follows: 

Case 24.—A 61-year-old farmer had had intermittent sore 
tliroat for four months. Among the drugs prescribed were 
tetracyclines, to one of which a cutaneous reaction devel¬ 
oped. About five weeks prior to consultation xvith us, tlie 
patient took sulfamethoxypyridazine in a dosage of two tab¬ 
lets (1 Gm.) the first 24 hours and one tablet a day for the 
ne-xt four days. After this course of treatment an eruption 
developed on the sun-exposed portion of the body; this oc¬ 
curred during the period he was spending much time in the 
sun preparing his farm land for spring planting. Examina¬ 
tion disclosed an eczematoid reaction of the face and ears 
(with sparing of the forehead) and of the dorsum of the 
hands and forearms. This patient gave no history of atopy 
but had previously had adverse reactions to a tetracycline 
preparation and to succinyksulfathiazole (Sulfasuxidine). 

The employment of sulfametho-xypyridazine by 
us and other physicians, and our seeing tlie subse¬ 
quent development of adverse reactions in some of 
these patients, alerted us to the fact that the drug 


was not without the potentialities of producing still 
other reactions which might in themselves be a 
more serious threat to the life of the patient than 
the original disease under treatment. 

Comment 

The unique pharmacological properties of sulfa- 
metho.xypyridazine are its low degree of acetylation 
and its slow renal clearance. Tlie acet^dated form is 
cleared faster from the blood than is the non- 
acetylated form. This medicament shares wdth 
sulfapyridine, sulfoxone (Diasone) sodium, and 
Promacetin (sodium 4, 4'-diaminodiphenylsulfone- 
2-N-acetylsulfonamide) a low degree of acetyla¬ 
tion. The fact that drugs which suppress dermatitis 
herpetiformis have a common pharmacological 
property is of interest. The pharmacology and 
physiology of sulfamethoxypyridazine have recently 
been reviewed.'' 

In most cases the control of dermatitis herpeti¬ 
formis may be readily achieved with sulfameth- 
o.xypyridazine. This control can be maintained with 



Fig. 3 (case 23).—Fixed eruption occurring over dorsum 
of right third finger in patient taking sulfamethoxypyridazine 
as prophyla-xis against recurrent infections of urinary tract. 


low daily doses in most instances. Occasionally, a 
patient has taken as much as 2.5 Gm. a day to 
control his eruption without suffering ill-effects. 
The control is as good as that exercised by any of 
the other suppressive drugs used in the treatment 
of dermatitis herpetiformis. 
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Tile maintenance of high blood levels for 24 
hours on a single dose of the drug as a result of its 
low renal clearance is of tremendous help in sup¬ 
pressing the eruption. In these circumstances it is 
possible for the patient to take one dose of die 
drug daily and for control to be maintained. It is 
a great convenience to patients, and, consequently, 
it is easier to gain their cooperation. 

Just as it is impossible to predict the level of 
maintenance dose necessary to suppress the clinical 
reaction, it is similarly impossible to predict the 
blood levels achieved wnth any single unit dosage. 
^^dlile blood levels of 2 to 4 mg. per 100 cc. were 
obtained in most patients on daily maintenance 
doses of 0.5 Gm. of the drug, in some instances 
high blood levels were obtained with exactly 
similar dosages and in one instance a patient who 
was taking 2.5 Gm. per day had a relatively low 
blood level. Because of the danger of cumulative 
concentrations vath the drug, routine studies of the 
blood and routine urinalyses should be made and 
also blood levels of sulfamethoxypyridazine need 
to be determined at various intervals to correlate 
the surface control with the unit dosage and the 
blood level achieved with that dosage. It seems ap¬ 
parent that this is the only safe way to administer 
this medicament over a long period. 

The adverse reactions observed concerned prin¬ 
cipally the skin and hematopoietic system. In addi¬ 
tion, the gastrointestinal and central nervous sys¬ 
tems showed evidence of toxicity, as was described. 
The dermatological manifestations followed almost 
all known previously reported reactions to sulfona¬ 
mide drugs. Tliey all responded promptly to cessa¬ 
tion of treatment witlr tlie drug and institution of 
appropriate therapeutic measures. No crystalluria 
has been observed. One original difiBculty in the 
use of this medicament was the development of 
to.xic reactions due to high blood levels. This in¬ 
cluded malaise, arthralgia, fever, and eruption. 
Tliis t 3 q)e of reaction was perhaps the most serious 
encountered. There is no way of knowing precisely 
whether it contributed to the death of the one pa¬ 
tient who, three weeks after having such a reaction 
and recovering satisfactorily as far as clinical and 
laboratory evidence was concerned, died suddenly 
under unusual circumstances described by the 
home physician as indicative of adrenal exhaustion. 

The adverse reactions limit the usefulness of sul- 
fametlioxypyridazine in therapeutic dermatolog)'. 
However, it should be noted from the otlier series 
reported in table 3 and from our e.xperience that 
tire drug may be administered with a certain degree 
of safety once the method of administration is 
understood and treatment is given witli appropriate 
safeguards, namely, determinations of the blood 
level of tlie drug, studies of its hematopoietic 
effects, and analyses of the urine. Without such 
safeguards it is obriously impossible to gauge the 
effectiveness of the medicatipn or the possibilities 


of potential reaction. Drug reactions have alwan 
been a part of the administration of sulfonamide 
medicaments. In many instances they have been an 
accepted risk because of the usefulness of tlic 
particular medication. Sulfapyridine has an ex¬ 
tremely poor pharmacological reputation. Yet, it is 
used routinely in dermatology for the suppression 
of dermatitis herpetiformis. We recently obserx'ed 
one patient who took 20 grains (1.29 Gm.) of sulfa¬ 
pyridine three times a week for 14 years wtlmut 
incident. Tlie amount of sulfapyridine that is used 
in dermatology, in spite of the apparent pharma¬ 
cological hazards, indicates that a drug may be 
useful in certain areas of medicine once its limita¬ 
tions and dangers are fully appreciated. 

Summary and Conclusions 

Adverse reactions to sulfamethoxypyridazine in 
this study were due to tlie toxic effect of cumulative 
dosage; these involved principally the hematopoietic 
and cutaneous organs. To our knowledge, a fixed 
drug reaction and die reaction of photosensitirity 
to sulfamethoxypyridazine have not previously been 
reported. 

Sulfametho.xj'pyridazine was found to afford good 
control of dermatitis herpetiformis in 10 of 20 pa¬ 
tients. Tlierapeutic control of the eruption was 
achieved in most instances with a single daily 
maintenance dose. There is no predictability in the 
relationship between the dose administered and the 
blood level obtained over long periods. Therefore, 
the administration of this drug requires routine 
assay of the blood for sulfametho-xypyridazine 
levels. 
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CLINICAL NOTES 


PRESERVATION OF NATURAL LANDMARKS IN UNILATERAL CLEFT LIP 

D. Ralph Millard Jr., M.D., Miami, Fla. 


The harelip deformity, with its twisted distortion 
of the nose and gaping cleft of die lip, utterly dis¬ 
figures the center of the face and destroys any 
chance of normal expression—even a smile is gro¬ 
tesque. So horrible is it that whatever the surgeon 
does will be an iinproi'ement. Yet, mere improve¬ 
ment is not enough and should not be accepted as 
a triumph. Rather, it is felt that, until these anom¬ 
alies can be prevented, the surgical approach must 
be designed artistically so as not only to obtain a 
closure of the cleft but to camouflage it.' 

Five years ago there was a constant trickle of 
patients with harelip to Kum Chon Korean Hos¬ 
pital, which services the population from a multi¬ 
tude. of hutted villages in an area north of Seoul. 
Various degrees of this deformity were represented, 
and, after months of exposure to and, stimulation 
from die problem, it began to dawn on me that all 
components of a normal lip. and nose were more or 
less present in each person nath cleft lip, depend¬ 
ing on the severity of the deformity. 

The Operation 

If this were true, the primary step in construction 
would be to recognize all existing landmarks and 
juggle them out of distortion into normal position. 
Closer obsen'ation revealed, on the noncleft side, 
two-thirds of the cupid’s bow, one philtrum column, 
and the associated dimple. As an entity diey are 
drawn up toward the columella in an almost un¬ 
recognizable distortion (fig. IX), but they are avail¬ 
able and should be brought into use by a rotation 
incision under the columella that will drop the 
entire component A into correct position (fig. 2). 
This action will leave a triangular gap under the 
base of the columella which can be filled by a 
triangular advancement from the cleft side. 

, The cleft side, being primarily deficient, should 
not be called on to do more than is absolutely 
necessary. Yet, quite effectively and without undue 
strain, it can produce from its upper portion an 
adequate triangular flap to match the rotation gap. 
Of course, when the cleft is incomplete the bridg¬ 
ing portion easily forms the leading point of the 
triangular flap B (fig. 2W). When the cleft is wide, 
a relaxing incision under the alar base is carried up 
into the nostril floor to pick up the point of the 
triangular flap B, which is to be advanced from the 
lateral lip element (fig. 2X). The advancement of 

From the Department of Surgery, University of Miami School of 
Medicine. 


this lateral triangular flap B not only fills tire gap 
under the columella but also has a narrowing effect 
on the flaring alar base and udde nostril floor (fig. 
lY and Z). To facilitate this lateral advancement 



FiS* t. natural landmarks are distorted but present Y 
one month after surgery, cupid’s bow and philtrum dimple 
have been maneuvered into normal position. Curving scar is 
still angry and slightly contracted. Z, three months later the 
scar has paled, smoothed out, and all but disappc.ired into 
the philtrum Ime. . • 
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tlie lip and nose on the cleft side must be freed 
from tlieir attachment to tlie maxilla by extensive 
undermining. Closure must be meticulous and pin¬ 
point accuracy achieved in the approximation of 
the cleft at the white rolled edge of tlie cutaneous 
junction w’ith vermilion. Chromic catgut sutures, 
00000, are used in the muscle and mucosa mem¬ 
brane and silk sutures, OOOOOO.in the skin. 

Postoperative Care 

A Logan bow is applied to protect the lip during 
the healing phase, and the suture line is sealed off 
from nasal discharge with bacitracin ointment three 
times daily.' Formula feedings are resumed as 
described by MacColIum and Richardson “ with a 
1%-in. extension of soft rubber catheter fitted to the 
end of a lO-cc. Asepto syringe. The catheter is 
eased in over the tongue, and constant pressure on 
the bulb produces a gentle flow of formula without 
the necessity of the healing lip puckering into 
traumatic sucking movements. The arms are re- 



Fig. 2.—ly. in incomplete clefts, lateral advancement flap 
B incorporates Simonart’s band as its leading point, X, in 
complete clefts the lateral advancement flap B is developed 
by rela.ving incision under alar base and picks up its leading 
point from lateral nostril floor. T, flap A is rotated down and 
flap B advanced across cleft into rotation gap. Little flap C 
completes puzzle by interdigitating across floor of nose to 
straighten deviated columella, form nostril sill, and shoulder 
part of tension of lateral advancement. Z, Cupid’s bow and 
entire philtrum dimple are now in normal position. Alar flare 
has been corrected. Resulting scar first curves to imitate the 
opposite philtrum column, then zig-zags out of sight as nostril 
sill and into nasal floor. 

strained to keep tlie hands out of tlie mouth, and 
in the more acrobatic babies tlie legs are restrained 
to keep tlie feet out. On the fourth postoperative 
day tlie skin sutures are removed, and after one 
montli the motlier is instructed in gentle massage of 
the lip scar against the underlying gum witli lan¬ 
olin. For many weeks the scar will be hard, red, and 
slightly contracted (fig. lY), but as the months pass 
it ■null soften, relax, and pale out until it is almost 
imdsible in its position as a philtrum line (fig. IZ). 


■ Timing the Operation 

The optimum time for closure of cleft lip varies. 

If the deformity is minimal, operation can follow i 
birth by a few hours. In my opinion this dash from 
womb to operating room is unnecessary, no matter 
how urgent the cosmetic emergency may seem. 
With an Asepto harelip feeder, feeding is no prob¬ 
lem. Anxious parents can be pacified if it is e.v- 
plained that not only will the infant withstand 
anesthesia and operation better at 1 month of age 
but a more perfect lip and nose correction is likely 
to result. 

If the cleft is severely wide, I feel it is extremely 
important to let the infants tissues grow and en¬ 
large for at least three months, after which surgical 
closure is relatively simple. When there is an asso¬ 
ciated cleft of the palate the principle of early 
closure as championed by Kilner ■* is favored. Palate 
clefts, in my opinion, should be corrected before 
the child begins to talk, anywhere from 10 to 12 
months, depending again on the severity of the 
cleft. A gentle, well-planned operation should have 
minimal effect on the growth of the facial bones 
and still provide the child, from the outset, with 
an adequate mechanism with which to develop 
normal speech. 

Summary and Conclusions 

It never ceases to be a thrill that two simple in¬ 
cisions can set up a consecutive chain of happy 
actions: 1. The cupids bow component, carrying 
with it one philtrum column and tlie entire dimple, 
drops into normal position, leaving a triangular gap 
above. 2. Advancement of the lateral lip element to 
fill this gap not only narrows the alar flare and wide 
nostril floor but unites the cleft along a curving line 
which simulates tlie one missing link, the matching 
philtrum column. 

Several popular methods in use today ignore one ■ 
or more of nature’s landmarks and, what seems 
even more tragic, by actually destroying them in 
tlie primary repair cause them to be lost forever, 

2121 Biscayne Blvd. (37). 

References 

1. Millard, D. R.: Primary Camouflage of Unilateral Hare- 
look, in Transactions of the International Society of Plastic 
Surgeons, First Congress, Baltimore, Williams & Wilkins 
Company, 1957, p. 160; Radical Rotation in Single Harelip, 
Am. J. Surg. 95:318-322 (Feb.) 1958. 

2. Meleney, F. L.: Personal communication to the author. 
Meleney, F. L., and Fomon, J, J.: Ways and Means of Pre¬ 
venting and Minimizing Surgical Infections, Am. Surgeon 
23:883-890 (Oct.) 1957. 

3. MacColIum, D. W., and Richardson, S. O.: Manage¬ 
ment of Patient witli Cleft Lip and Cleft Palate, Pediatrics 
20:573-582 (Oct.) 1957; Care of Child with Cleft Lip and 
Cleft Palate, Am. J. Nursing 53:211-216 (Feb.) 1958. 

4. Kilner, T. P.: Personal communication to the author; 
Management of Patient with Cleft Lip and/or Palate, Am. J- 
Surg. 95:204-210 (Feb.) 1958. 


Vol. IfiO, No. 2 


AN IMPROVED VAGINAL APPLICATOR 

J. Peyton Barnes, M,D., Houston, Texas 


119/135 


The office treatment of \’aginal disorders by the 
loeal applieation of various powders, creams, and 
jellies is common practice. Most of the jellies, 
creams, and such are injected with syringe-tj'iie ap¬ 
plicators usually supplied hy the iffiarmaceutical 
manufacturers of the drug being used. 

The placement of different powder preparations 
is not satisfactory, as a rule. The plastic squeeze 
containers, which are used to blow' a stream of 
pow'der into the vagina, succeed in filling the specu¬ 
lum, but a minimum amount of the pow'der re¬ 
mains in the vagina itself. Another tjqie, which 
blow's up the vagina under pressure and forces the 
pow'der in simultaneoush', seems too dangerous for 
use. The applicator show'n (^ee figure) was de¬ 
signed to overcome certain difficulties. It w'ill de¬ 
liver a definite measured amount of any hind of 
preparation to the far end of the vagina w'ithout 
tlie slightest w'aste, under no pressure, and w'ith no 
discomfort to the patient. It should be remembered, 
how'ever, that some risk accompanies the use of this 
or any other such device in pregnant w'omen. No 
instance of trouble, such as embolism, has thus far 
occurred in such cases w'ith this device, but the 
possibility' should be kept in mind. 

It is a syringe made of hea \7 Pyrex glass, with a 
beveled end to facilitate insertion (see figure, fop). 
The plunger, w'hen pushed in as far as possible, au¬ 
tomatically stops and simultaneously empties the 
barrel completely (see figure, confer). The plunger 
has two neoprene rubber rings so arranged that tire 
glass of the plunger does not touch the inside of the 
barrel. The applicator is easily sterilized and w'ould 
be hard to break. 

To use, the plunger is w'ithdraw'n and a little lu¬ 
bricant jelly is placed on each neoprene ring and 
the plunger replaced. The chosen amount of the se¬ 
lected medicament is then put in the barrel with 


the yffunger draw'n back (see figure, hoffom), the 
tip of the barrel is lubricated slightly, and the tip is 
then inserted to the proper location, the plunger 
pushed all the w'ay dow'n, and the syringe w'ith- 
draw'n. 



Top, applicator almost closed. When plunger is pushed in 
as far as possible, barrel is automatically emptied. Center, 
note construction of plunger. Glass side of plunger does not 
come in contact witli inside of barrel and rides squarely on 
tlie two rings. Bottom, rings have been lubricated and barrel 
filled with desired amount of powder. 

This applicator is very' simple to use, is of rugged 
construction, has maximum efficiency', and can be 
used with any' preparation. It can be supplied in 
any desired dimensions, though the size show'n is 
the adult size generally used. 

617 Medical Towers (25). 

This applicator is manufactured by Scientific Glass Blowing 
Company, Houston, Te.\as. 


1 IPOPROTEINS.—Some gerontologists claim tliat atherosclerosis is a natural proc¬ 
ess of aging. The possibility of the occurrence of coronar)' artery' disease at 
any age, even in childhood, and the failure of finding atherosclerosis in some 
individuals attaining tlie age of eighty or more y'ears, leads one to suspect that ather¬ 
osclerosis is a disease state rather than a natural process. The present popular con¬ 
cept is that it is an alteration of fat metabolism. The plasma lipids in man are made 
up principally of esters of fatty acids and glycerol; w'hich are the neutral fats or 
triglycerides, phospholipids, which are fatty' acids in combination with phosphorus 
and nitrogen compounds, cholesterol, and cholesterol combined with fatty acids or 
cholesterol esters and free fatty' acids. These lipids are too insoluble in W'ater to exist 
in solution in the body fluids and therefore w'ith the exception of fatty acids they 
are combined with globulin, forming a group of large molecular substances called 
“lipoproteins.”-]. H. Hodges, M.D., Cholesterol and Vascular Disease, The West 
Virginia Medical Journal, October, 1958. 
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DIAGNOSTIC PROBLEMS 


ERYTHREMIA (POLYCYTHEMIA VERA), RADIATION THERAPY, 

AND LEUKEMIA 

Clinical Pathological Conference (PM 1187-57), Oct. 24, 1957, from the Department of Pa¬ 
thology and the Hektoen Institute for Medical Research of Cook County Hospital, Chicago, 
presented for publication by Daniel S. Kushner, M.D., and Paul B. Szanto, M.D. 


Clinical Data 

A 37-year-old woman was admitted to Cook 
County Hospital on July 31, 1957, complaining of 
shortness of breath, loss of appetite, and a rash. 
Two weeks before admission, she developed an 
eruption consisting of large tender “knots” mainly 
over the knees and anterior aspect of the legs, witli 
only a few on the arms. The lesions progressively 
increased in size and number for about a week, 
then gradually regressed. At the height of the erup¬ 
tion, she complained of anore.via, nausea, and night 
sweats and had a temperature of 100 to 101 F (37.8 
to 38.3 C), \rith one elevation to 103.2 F (39.5 C). 
She had no chills or joint pains. On the day before 
entry, she noted increasing substernal pain, aggra¬ 
vated by deep breathing, and a harsh, rasping, non¬ 
productive cough. During the present illness, she 
also had complained of weakness, dizziness, exer¬ 
tional dyspnea, orthopnea requiring two to three 
pillows, loss of taste for cigarettes, nocturia (two 
times), and “reddish” urine. She admitted to ordi¬ 
narily drinking only an occasional beer. 

She had been closely followed in another clinic 
for six years. In 1950, she inadvertently noted a 
mass in the left upper abdominal quadrant that was 
regarded by her physician as an enlarged spleen. 
In February, 1951, she suffered a fall, and, in tlie 
course of examination at the other clinic, spleno¬ 
megaly (20 cm.) and erythremia (polycythemia 
vera) were obser\'ed. 

Basal metabolism and 1'“* uptake were normal. 
Stemal marrow aspiration revealed cellular marrow, 
increased megakaryocytes, and erj'throcyte-leuko- 
cyte ratio of l.T, normoblastic erythropoiesis, to.xic 
granulopoiesis, moderate increase in histiocytes, and 
platelet clumps. About 20 phlebotomies were per¬ 
formed between 1951 and 1953. In 1952, radiation 
theraps- to the spleen was followed by some de¬ 
crease in its size. Subsequently, the extremities 
were irradiated. For one year, she was given 
triethylene melamine (TEM). In June, 1954, bone 
marrow aspiration revealed no spicules and large 

Dr. Kushner is Associ.ale Director of .Medical Education, Cook 
County Hospital, and Instructor in Medicine, Northwestern University' 
.Xtedica! School; Dr. Szanto is Director, Department of PatholoKy. Cook 
County Hospital, and Professor of Pathology, Chic.ago Medical School. 

Dr. Schw.artz is Director, Department of Hematology, Cook County 
Hospital, and Associate Professor of Medicine. Northwestern Uni¬ 
versity Medical School. 


numbers of megakaryocytes among the fibrous 
strands, and cortisone was given. TEM was again 
given from March to November of 1956. An intra¬ 
venous pyelogram showed a hypoplastic left kidney, 
compensatory' hyperplasia of the right kidney, and 
splenomegaly. During tliese six years of clinical 
observation, the patient had I'emained entirely free 
of symptoms. History' revealed only tonsillectomy, 
in 1950, and treatment for “pus tubes” in 1943. The 
patient’s father died of diabetes and her mother of 
hypertension. 

Physical examination revealed a thin, young 
woman, appearing acutely and chronically ill. Her 
temperature was 101 F (38.3 C), pulse rate 120 per 
minute and regular, and blood pressure 90/60 mm. 
Hg. Scattered over the anterior aspect of both legs 
and the ulnar aspect of the right arm were several 
deep cutaneous nodules (2 by 2 cm. in diameter), 
which were indurated and tender but not discol¬ 
ored. The superficial cervical veins were slightly 
distended. 'The heart and lungs were normal. Tire 
spleen extended four fingerbreadths below the 
costal margin. Tlie lis'er edge was just palpable. 
No otlier masses were palpated. The abdomen was 
soft and nontender and intestinal sounds were nor¬ 
mal. Rectal, pelvic, and neurological examinations 
were normal. 

Urinaly'sis was negative. Results of hematological 
examinations are show'n in the table. The blood 
Kahn test was negative. A roentgenogram of the 
chest taken July 13, 1957, revealed normal heart 
and lungs; views of the left shoulder taken Aug. 22 
were normal. An electrocardiogram was unremark¬ 
able, except for sinus tachycardia. The blood non¬ 
protein nitrogen level was 36 mg. per 100 ml., glu¬ 
cose level 158 mg. per 100 ml., total serum proteins 
5.4 Gm. per 100 ml., albumin level 4.4 Gm. per 100 
ml., globulin level 1.0 Gm. per 100 ml., gamma 
globulin level 0.79 Gm, per 100 ml., cholesterol 
level 78 mg, per 100 ml., and cholesterol esters 39%. 
Cephalin flocculation was negative, thy'mol turbid¬ 
ity 4.1 units, icterus index 9 units, alkaline pliospha- 
tase level 3.1 Bodansky units, and blood uric acid 
level 9.1 mg. per 100 ml. A urine culture taken 
Aug. 1 produced Klebsiella, aerogenes type, sensi¬ 
tive to tetracycline, chloramphenicol, streptomy'cin, 
nitrofurantoin, and sulfisoxazole. Agglutinations for 
typhoid, paraty'phoid, and brucella were negatii'e. A 
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blood culture taken Aug. 7 revealed a hemolytic 
Staphylococcus pj'ogenes var. albus (coagulase neg¬ 
ative). On three subsequent occasions hemolytic 
Staphylococcus pyogenes var. aureus (coagulase 
^negative) was cultured. The first of these was taken 
while the patient was receiving tetracycline therapy 
and tlie others while she was receiving streptomy¬ 
cin and para-aminosalicylic acid (PAS). The organ¬ 
ism was sensitive to penicillin, erythromycin, tetra¬ 
cycline, and chloramphenicol. A direct Coomb’s 
test and lupus erythematosus preparation were 
negative. Aspirations of sternum and iliac crest 
were performed Aug. 1, but no marrow elements 
were obtained. On Aug. 5 a surgical biopsy of the 
sternum was performed and revealed small clusters 
of anaplastic cells (stem cells or blasts). 


Urinary urobilinogen was still negative. Cortisone 
therapy (200 mg. a day) was begun on the 10th 
day, after which the right ankle pains entirely sub¬ 
sided. Again, symptomatic improvement was grati¬ 
fying, and, for the ne.st 10 days, her temperature 
remained between 99 and 100 F (37.2 and 37.8 C). 
A Mantou.\ skin test (1:1,000) was negative. Ther¬ 
apy with PAS was begun, and streptomycin therapy 
was continued. 

On the 20th day, new, tender, deep, cutaneous 
nodules appeared. The spleen had enlarged to the 
iliac crest and e.xtended 8 to 10 fingerbreadths be¬ 
low the costal margin. She began to complain of 
left shoulder pain, accompanied by tenderness and 
warmtli, and her temperature rose to 103 F (39.4 C). 
Tlie administration of eight tablets of colchicine 


Hematological Data" 
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* Blood showed nnfsocytosis, poikilocytosls, hypochromia, microcytosis^ polychromatopbilia, stippling, few nucleated red blood cells, Dohle bodies, 
burr cells, tear drop cells, and toxicity. 

f Platelet count was 340,000 per cubic millimeter and eosinophils 1%. 


On the day after admission, the patient com¬ 
plained of severe substemal pain which radiated 
to the back, accompanied by dyspnea and restless¬ 
ness, Two blood transfusions produced marked 
symptomatic improvement. Her temperature, ini¬ 
tially 101 F (38.3 C), rose progressively in the first 
10 days to 105 F (40.6 C), despite the successive ad¬ 
ministration of tetracycline, penicillin, and strepto¬ 
mycin. On tlie seventh day, a chill was followed by 
a temperature rise to 105 F (40.6 C) and a com¬ 
plaint of severe pain in the right foot. An area of 
exquisite tenderness, slight swelling, and warmth 
was noted on the lateral aspect of the foot, beneath, 
and just posterior to the malleolus. A harsh grade 3 
systolic murmur was heard at the base of the heart. 
No petechiae were seen. Penicillin therapy (1,200,- 
000 units a day) and streptomycin tlierapy (1 Gm. 
a day) were continued. The spleen now extended 
six to seven fingerbreadths below the costal margin. 


produced dramatic relief of pain. Prednisone, 20 
mg. per day, was substituted for cortisone, and the 
patient was placed on a Sippy regimen. Because of 
persistence of fever, penicillin therapy was reinsti¬ 
tuted (1,200,000 units per day), \vith apparent re¬ 
sponse. Consequently, and in view of the repeated 
isolation of staphylococci from the blood, 20 million 
units of penicillin were given daily in intravenous 
infusion. Although three additional blood trans¬ 
fusions and 10 cc. of gamma globulin were given 
supportively, her temperature rose to levels be¬ 
tween 101 and 104 F (38.3 and 40 C); she became 
increasingly dyspneic and tachypneic and com¬ 
plained of severe splenic pain. Her blood pressure 
fell to 78/50 mm. Hg, and her pulse rate was 120 
The liver extended four to five fingerbreadtlis be¬ 
low the costal margin. The spleen extended into tire 
pehds, and epigastric tenderness was noted The 
basal cardiac murmur persisted, and P„ was noted 
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to be loud and split. A loud to-and-fro friction rub 
was beard over the liver. Slight ankle edema was 
present. She was given o.vygen and digitalis but 
died Aug. 31 after six weeks of acute illness. 

Clinical Discussion 

Dr. Steven O. Schwartz: The problem for discus¬ 
sion is that of a 37-year-old woman with a si.x-year 
history of illness, beginning witli an asymptomatic 



Fig. 1.—Section of liver showing accumulation of mono- 
nucle.ar cells in the sinusoids. Cell types at this magnification 
cannot be identified. 


Splenomegaly and erythremia, who was vigorously 
treated and whose course terminated with six weeks 
of acute illness, characterized by an erythema 
nodosum, fever, sweats, arthritis, hj'peruricemia, 
severe anemia, cardiac murmurs, staphylococcemia, 
pericarditis, cardiac failure, and invasion of tlie 
blood by primitive cells. Tlie question is not why 
this patient died but rather why she developed 
an acute leukemia and what the preexisting dis¬ 
ease was for which she was so extensively treated. 

To begin wdtli, one is reluctant to accept the 
diagnosis of a polycythemia vera in a 30-year-old 
woman, even though she had a splenomegaly and 
erj'thremia, because tin's is not a disease of tlie 
young, but usually of older persons. One then con¬ 
siders other possible bases for erythremia and 
splenomegaly. First, tliere is tuberculosis of the 
spleen, as the consequence of hematogenous dis¬ 
semination. Against this are tlie negative chest 
roentgenogram and her failure to respond to rather 


vigorous antituberculous therapy. She also had a 
negative tuberculin skin test. Admittedly, this was 
done only in a 1:1,000 dilution and, therefore, some 
might question its validity, and one must also rec- j 
ognize the possibility of anergy in miliary tuber¬ 
culosis. Finally, in the repeated studies, there were 
no radiologically demonstrable calcifications in the 
spleen. On the basis of these factors, it is unlikely 
that she had tuberculosis of the spleen. 

The second possibility is that we are dealing with 
a myelofibrosis and a compensatory metaplasia in 
the spleen and erythremia, but the fact that in 1951 
she had a normal marrow, with normal myelocyte 
production, e.xcludes this diagnosis. Tlrerefore, we 
must conclude from the evidence yrresented that her 
original disease, in 1950, was indeed a polycythemia 
vera, rather early and well compensated. It should 
again be emphasized that at that point diligent at¬ 
tempts should have been, and probably were, made 
to rule out the possibility that this was a primary 
tuberculosis of the spleen. Tlie question next arises j 
as to why this patient was so energetically treated. 



Fig. 2.—Section of spleen showing rephicement of splenic 
parenchyma by fairly uniform type of cells. Megak.aryocj'tM 
are scattered throughout. 


At no time did she have symptoms. Certainly, to 
give such intensive .x-ray and TEM therapy at the 
age of 30 as to produce profound leukopenia which 
lasted over the period from 1954 to 1957 was hardly 
justifiable, regardless of one’s therapeutic enthusi¬ 
asm. Nonetlieless, in spite of tlie enlarged spleen, 
the patient apparently got along fairly well until 
1957, when she developed an acute leukemia. 
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There arc a number of theoretical explanations 
but no factual explanations. Therefore, we must 
resort entirely to In’pothcsis. The first and the sim¬ 
plest is to say that this was a polycythemia vera 
which developed into leukemia after six or seven 
years. There is a popular misconception that 10% 
of patients with polycythemia develop leukemia. 
If, however, one studies the literature carefully, 
one finds that patients with polycythemia, who 
eventually develop leukemia, have at some time 
been treated with one form or another of radiation 
therapy. Even more interestingly, with orthodox 
.x-ray therapy, it takes about five years for the de¬ 
velopment of leukemia, and usually this is a chronic 
rather tlian an acute leukemia. This record has 
been improved on, since it is now possible to pro¬ 
duce acute leukemia in two years. The minority 
opinion, therefore, in tliis controversial matter, is 
that x-ray treatment in polycythemia vera is not 
only not the treatment of choice but is definitely 
contraindicated. 

If one accepts the thesis that this patient had 
polycythemia vera and, in some way related to 
intensive and prolonged radiation tlierapy, subse- 


explanation. The concept of the myeloproliferative 
disease syndromes, currently in vogue, permits one 
to accept an initial proliferation of the erythrocytes, 
later proliferation of fibrous tissue elements, and 
eventually proliferation of the white blood cells. 
One could also look on x-rays as carcinogenic and 
tliink of tlie leukemia in this patient as having been 
produced by the x-rays. One might assume, how¬ 
ever, that the roentgen radiation simply predis- 
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Fig. 3.—Higher magnification. Many cells belong to mye¬ 
loid series—myeloblasts and myelocytes. 

quently developed leukemia, we must deal still 
xvith the question of why the leukemia developed. 
The TEM might also have played some role in its 
development. 

If one does not believe that this patient had a 
preexisting disease which predisposed her to de¬ 
velop leukemia, then one must find still another 


Fig. 4.—Section of bone marrow showing fatty marrow of 
femoral diaphysis replaeed by very cellular erytliromye- 
lopoietic tissue. Many cells are myeloblasts and myelocytes. 
Smaller cells witli black nuclei are normoblasts. 

poses these patients to the development of leu¬ 
kemia. This seems to us the most interesting of all 
the hypotheses. We know that leukemia develops 
much more frequently in those' who have been 
exposed e.xtensively to roentgen rays than in the 
whole population. Unless one thinks of x-rays as 
being carcinogenic, one must assume that the x-rays 
simply make these people more susceptible to 
leukemia. 

If it makes them more susceptible, then the ques¬ 
tion is, what is leukemia? How does this fit into 
the whole concept of leukemia? Leukemia is nothing 
more than a proliferation of the various cells nor¬ 
mally present in the body, either as a result of the 
carcinogen effect of x-ray producing theis myelo- 
prohferative disease, or, it may be a proliferative 
response to some insult to which the x-ray radiation 
has made the organ system susceptible. I like to 
think that this is what happened in this patient' 
Her resistance in the course of years, both as a 
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result of the x-raj' and tlie TEM therapy, was 
gradually reduced. Tlie fact that she appeared 
chronically ill implies that before the clinical mani¬ 
festations became obvious and before she came 
under obser\’ation, she had alread}^ been ill for some 
time. Then, hasang been made susceptible to the 



Fig. 5.—Section of bone marrow showing numerous reticu¬ 
lum fibers and collagen fibers. 


development of leukemia, she developed it termi- 
nalh' as a result of her granulocytopenia. She cer¬ 
tainly became susceptible to gross bacterial infec¬ 
tions, She developed a bacteremia as evidenced by 
both the urine and blood cultures. I would be sur¬ 
prised if she did not, in addition, have liver ab¬ 
scesses. She died in cardiac failure, probably witli 
pulmonarj' edema. One interesting point is that in 
1951, the basal metabolism and die uptake 
were normal, but at the time we saw her, she had 
weight loss, increased oxygen demand, and a high 
blood uric acid lev'el, indicative of an increased 
metabolic demand and rapid nucleoprotein turn¬ 
over. 

Dr. S. Howard Armstrong, Jr.; Yidiy did diis pa¬ 
tient die? Her hematological abnormalities hardly 
seem sufBcient to explain the precise cause of death. 

Dr. Schwartz: I think she died of cardiac failure 
and pulmonar)' edema, which I assume to be on the 
basis of myocardial failure secondary to the long 
duration of the illness, the moderately severe 
anemia, tlie increased metabolic demands of the 
underhung leukemia, and the terminal acute sepsis. 


Dr. Armstrong: Could anj'thing have been re¬ 
sponsible other than what was defined bacterio- 
logically? Witli regard to the isolation of stapliylo- 
cocci from the blood, in light of the skin lesions so 
suggestis'e of erythema nodosum, we can make 
three kinds of divisions. The fulminant coagiilase- 
positive yellow staphylococci cause petechiae. Tliese 
can go on to become white centered and resemble 
pyoderma, and the coagulase-negative staphj’lo- 
cocci, which rarely cause septicemia, can produce 
a sort of granular erydiema nodosum tj/pe of lesion 
from which staphylococci can be cultured early. 
Also, the hypoplastic kidney on one side, with a big 
kidney on the other, is a common observation in 
pyelonephritis. One must still dispose of the prob¬ 
lem of a leukemoid response to severe infection. 

Dr. Schwartz: Hie thing that prejudiced us 
against tlie purely bacteriological components of 
this case is that one of our group who saw tlie 
patient noted tliat she did not appear to.xic, in spite 
of tlie severity of her illness. This suggested a 
terminal leukemia rather than infection. 

Dr. Armstrong: This is important. 



Fig. 6.—Section of myocardium showing infiltration by 
mononuclear cells belonging to myeloid .series. 


Dr. Harold Schoolman: ^^dlat is the relationship 
of myelofibrosis to leukemia, and, could this pa¬ 
tient have had this leukemia seven years before it 
became manifest? 

Dr. Sclnvartz: With regard to the question of 
whether myelofibrosis antedates leukemia, in fhh 
patient the myelofibrosis was demonstrated first, so 
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the answ’cr is, )'es, it can and did. This, liowever, 
must be modified by an explanation of what causes 
myelofibrosis, since we often sec an acute leukemia 
in the so-called aplastic phase, which is similar to 
myelofibrosis. The second question is, could she 
ha\'e had the leukemia ser'cn years ago. There is no 
evidence that she did. In the protocol, the marrow 
was described seven years ago as having a 1:1 ratio 
with no abnormal granulopoiesis, and I cannot 
interpret that, even in retrospect, as leukemia. 

Question: Would it be pertinent that this patient 
complained of ankle pain and swelling and devel¬ 
oped an area of exquisite tenderness and pain on 
the lateral aspect of the foot, beneath the lateral 
malleolus, and then responded dramatically to 
colchicine? 

Dr. Schwartz: With a 9.1 mg. uric acid and a 
dramatic response to colchicine, in spite of the fact 
that this was in a woman, and in spite of the fact 
that she was 37 years old, I would have no quarrel 
with a diagnosis of secondary gout. 

Clinical Diagnosis.—The final clinical diagnosis 
was acute granulocytic leukemia developing as a 
result of radiotherapy of a previous polycythemia 
vera and tenninal staphylococcal pyelonephritis and 
septicemia. 



Fig. 7.—Section of subepicardial fat tis-sue .shou'ing infiltra¬ 
tion by cells belonging to myeloid scries. 


Pathological Data 

Dr. Paul B. Szanto: The body was that of a well- 
developed, somewhat emaciated woman. Tire pitui¬ 
tary was enlarged, as seen in multiparous women. 


due to increase in chromophobic and sparsely 
eosinophilic granulated cells of the anterior lobe. A 
moderately sized goiter (40 Gm.) was present. A 
mild peptic esophagitis was present which may have 
been responsible for the epigastric symptoms and 
signs. Corresponding with the history of “pus tubes," 



Fig. 8.—Section of lung; many cellular elements in alveoli 
arc identified as myeloblasts and myelocytes. 


there was a bilateral hydrosalpinx. A confluent 
bronchopneumonia involved the lower lobes of both 
lungs. All cardiac chambers were dilated (weight 
350 Gm.). Subepicardial hemorrhages were noted. 
Microscopically, the myocardium and epicardium 
showed cellular infiltration. The central nervous 
system showed some degenerative changes in the 
granular cell layer of the cerebellum, as seen occa¬ 
sionally in chronic alcoholism. The left kidney was 
hypoplastic and showed changes of a chronic pyelo¬ 
nephritis. The right kidney showed compensatory 
hyperplasia. Chronic pyelonephritis is frequently 
superimposed on a hypoplastic kidney. 

The liver was enlarged (1,950 Gm.), and, on sec¬ 
tion, the lobular architecture was not discernible. 
Microscopically, the portal fields were moderately 
enlarged and cellular. The sinusoids were exten¬ 
sively infiltrated by mononuclear cells (fig. 1). 
Megakai 70 cytes were also prominent. Many of the 
mononuclear cells were myeloblasts and myelocytes. 
The hepatic changes alone permit the diagnosis of 
a recent exacerbation of a chronic granulocytic 
leukemia. 


126/142 


DIAGNOSTIC PROBLEMS 


J.A.M.A., Jan. 10,1959 


Tlie spleen was large and firm (1,800 Gm.). The 
splenic tissue presented a homogenous appearance, 
and tlie follicles were obscured. In acute leukemia, 
the size of the spleen is usually around 300 to 400 
Gm. In erythremia, as this case was originally 
diagnosed, the weight of the spleen is usually 
between 300 and 500 Gm. The large size of tliis 
spleen would suggest eidier agnogenic myeloid 
metaplasia or chronic granulocytic leukemia. His¬ 
tologically, the architecture was obliterated. The 
Malpighian corpuscles were absent. This is impor¬ 
tant, because tire absence of the Collides rules out 
the possibility of agnogenic myeloid metaplasia. 
This diagnosis had to be considered because ery¬ 
thremia may occur in the early phase of agnogenic 
metaplasia. In tliis case, microscopicall)', the splenic 
tissue was replaced by cells of fairly uniform cell 
t)'pes (fig. 2), myeloblasts and myelocytes inter¬ 
mingled witli megakaryocytes (fig. 3). All lymph 
nodes were moderately enlarged, discreet, and on 
cut section gray-white and bulging above tire level 
of the capsule. Microscopically, the normal archi¬ 
tecture was obscured due to infiltration or replace¬ 
ment of the normal lymphoid tissue by cells of the 
myeloid series. 

Tire bone marrow was very cellular (fig. 4), in¬ 
cluding the fatty marrow, which was replaced 
chiefly by myeloblasts and myelocytes, with dis¬ 
tinct scattered megakar\'oc)'tes. In some areas of 
the bone marrow, just as in the biopsy specimen, 
fibrous replacement was seen. In these areas, nu¬ 
merous argentophilic reticulum fibers and collagen 
fibers were seen (fig. 5). The diagnosis of focal 
myelofibrosis of the bone marrow is confirmed. 
Iron pigment was completely absent in the bone 
marrow, liver, spleen, and lymph nodes. Some of 
the other organs also showed myeloid infiltrations. 
The spinal ganglia were infiltrated by cells of the 
myeloid series. The colon showed superficial ulcers 
until infiltration of the submucosa by cells belong¬ 
ing to the myeloid series, especially myeloblasts 
and myelocytes. 

Returning to the heart, the infiltration of tlie 
myocardium (fig. 6) and subepicardial fat tissue 
(fig. 7) consisted of myeloblasts and myelocytes; 
thus, a leukemic infiltration of the msmcardium 
resulted in cardiac dilatation. A closer e.vamination 
of the lung revealed that most of the cells in the 
alveoli were myeloblasts and myelocytes (fig. 8). 

Pathological Diagnosis.—The pathological diag¬ 
nosis u’as chronic granulocrtic leukemia with recent 
e.vacerbation, leukemic infiltrations of b'mph nodes, 
spleen, li\'er, colon, myocardium, and lung, and 
focal myelofibrosis of bone manow; bilateral con¬ 
fluent bronchopneumonia, • lower lobes; peptic 
esophagitis; chronic pyelonephritis of tire left kid¬ 
ney, and compensator},' hyperplasia of tire right 
kidney. 


Comment 

Dr. Szanto: Myelofibrosis or “myelophthisic” 
states may occur secondary to (1) irradiation, (2) 
chronic benzol poisoning, (3) carcinomatous me¬ 
tastasis leading to a desmoplastic reaction, (4) 
aplastic anemia, and (5) unknown causes. Myelo¬ 
fibrosis of any cause may lead to myeloid meta¬ 
plasia in the various organs, especially the spleen. 
The so-called agnogenic myeloid metaplasia (chronic 
nonleukemic myelosis)' is characterized by a pro¬ 
gressive hepatosplenomegaly, with preservation of 
the Malpighian corpuscles, and it may or may not 
be associated u'ith myelofibrosis. As mentioned 
above, in this case, tlie Malpighian corpuscles were 
absent, and the architycture of the spleen U’as com¬ 
pletely obliterated. It should be pointed out that 
in our e.\’ 2 rerience most of the cases diagnosed as 
agnogenic myeloid metaplasia are atypical forms of 
chronic granulocytic leukemia. In this case, none of 
tlie causes enumerated above were present to ex¬ 
plain the myelofibrosis. 

This 37-year-old woman develojied clinical and 
hematological findings, interpreted si.x years prior 
to her death as erytliremia. Although the possibiliti’ 
exists that polycythemic blood findings (erythro- 
cytosis, but no true erythremia) may develop) in the 
early phase of an agnogenic metaplasia, a review 
of the original symptoms makes the diagnosis of 
erythremia (polycythemia vera) acceptable. In the 
subsequent two years after the diagnosis of pol}'- 
cythemia vera was made, the patient received ener¬ 
getic treatment consisting of numerous phleboto¬ 
mies and radiation. Later she developed moderate 
anemia, leukopenia, and a hypocellular bone mar¬ 
row, findings which may reflect the myelofibrotic 
changes in the bone marrow. In the last months of 
her life, she developed an acute e.xacerbation of a 
chronic granulocytic leukemia." We agree that tlie 
joint pains- were manifestations of a secondary' gout 
as occurs in leukemia. The marked orthopnea may 
be related to the e.xtensive leukemic infilriation of 
tlie lungs. Myelofibrosis and myelosclerosis may 
develop in the course of leukemia. In leukemia, as 
well as in eiythremia," the leukemic process may 
lead to an increased activity of the fibroblasts 
and/or osteoblasts, or it may simulate the differen¬ 
tiation of tlie mesenchj'mal cells of the bone mar¬ 
row into fibroblasts or osteoblasts. 
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“All the comforts of home" is no clichd in a modem nursing home where 
couples may share their declining years in comfortable surroundings. Medical 
supen’ision and skilled nursing care play a key role here (see “Nobody Calls 
This an Institution,” page 14G. 
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Sunrise and Sunset 

Concern for inf.ints matched con¬ 
cern for oldsters in tlie science- 
socioeconomics area which con¬ 
fronted the A. M. A. House of 
Delegates in Minneapolis last 
month. This is what the Committee 
on Maternal and Child Care an- 
notmced as a goal: 

The objective of perinatal mortality 
and morbidity studies is to improve 
tlie production of normal human be¬ 
ings. The elimination of deaths and 
damage, during the process of repro¬ 
duction is the ideal for which we 
should strive. 

And tin's is from Governor Or¬ 
ville L. Freeman of Minnesota: 

Can you help us to find a way to 
apply the voluntary health insurance 
principle to elderly and retired peo¬ 
ple? Can you help us to develop a 
program, tliat is within our means, to 
provide the kind of preventive care 
and attention tliat will make the sun¬ 
set years healthier and happier? The 
people feel this, need and when they 
feel it badly enough, they demand 
that it be met. The people then say, 
“there ought to be a law.” Yet the best 
solution is seldom reached in an at¬ 
mosphere of urgent need or bitter con¬ 
troversy. 

On both of these challenges, the 
House took definitive action, adopt¬ 
ing the Committee report as well as 
a far-seeing program for the aged. 

For other selected quotes from 
the Clinical Meeting in Minneapolis 
Dec. 2 to 4, see page 150 of this 
section. A series of Medicine at 
Work reports and photos relating to 
facilities for the aged begins on 
this page. 


What Is a Nursing Home? 

Society Searches for an Answer as 
Facilities for tlie Aged Boom 

“The term ‘nursing home’ has been used so indiscriminately that it has 
almost ceased to have any meaning.” This statement, made a few years 
back by the director of an agency for the chronically ill, outlines the 
situation involving nursing homes today which is ambiguous: people talk 
a good deal about nursing homes, but often they are not talking about 
the same thing. 

The Public Health Service, in a monograph called “Nursing Homes, 
Their Patients, and Their Care,” underlines this national confusion. It 
states: 

As a relatively new type of facility, tlie nursing home is not yet clearly con¬ 
ceived and understood. Like most newly emerging social institutions, it was not 
established full-blown and definitive; it has found its way gradually, hesitantly, 
and to a great extent, expediently. What it offers therefore is not necessarily 
always the professionally appropriate answers to the problems it attempts to 
meet, but rather responses dictated by immediate practicalities. It is not a 
homogenous type of institution; it means different things in different localities 
or to different people. 

But lack of a proper definition has done little to dampen the growth 
of nursing homes in this country. Though their number was insignificant 
in the Thirties, a detailed survey made in 1953-’54 disclosed a national 
total of 25,000 establishments that qualified as nursing homes under the 
generous working definitions used in the PHS study. 

Whatever their other variations, tliose homes surveyed by PHS were 
in agreement on one tiling at least: tliey catered almost exclusively to 
tlie needs of the aged. Figures show the average age of the patients to 
be 80. Fewer than one-tenth of the residents of these homes are less than 
65. As might be expected in tliis age grouping, women outnumber the 
men two to one. 

Medical or Social Need? 

Nursing homes are an outgrowth of our modern society with its highly 
complex social, medical, and economic structure. They have been created 
to fill a need that may be almost as much social as medical. Their func- 
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tion in tlie modern scheme appears to be poorly 
understood by the public. 

These homes occupy a position in the medical 
care spectrum between the home for the aged and 
tlie chronic disease hospital, widi overlaps at each 
end. Some have highly organized medical direction 
and offer housing almost as an adjunct. Many others 
are primarily shelters that operate without even the 
benefit of a trained practical nurse. They come in 
all sizes, too. While more than four-fifths of the 
2.5,000 listed by PHS were proprietary, these ac¬ 
counted for less than half tlie total number of beds. 
Tlie other half were in homes operated by volun- 
tar}' organizations or governmental units. 

Such a burgeoning area of medical care could 
not be long ignored by those interested in the 
health of the nation’s oldsters. Attempts to develop 
standards for such homes are being or have been 
made by the American Medical Association, the 
American Hospital Association, the Public Health 
Sendee, and the American Nursing Home Associa¬ 
tion. Last November, the AHA announced it was 
prepared to inaugurate a program “to list inpatient 
care institutions other than hospitals as nursing 
homes.” An attempt to correlate the resources of the 
principal purveyors of health care for the elderly 
has been undertaken by the Joint Council to Im¬ 
prove the Health Care of the Aged. Formed last 
year, the group’s membership includes representa¬ 
tives of the A. M. A., ANHA, AHA, and the Ameri¬ 
can Dental Association. They have labored tire- 
Iessl 5 ' to bring about a solution to this broad and 
complex problem. 

Definition by Function 

Although, tljeir jrractices differ widely, nursing 
homes have been categorized by the Public Health 
Sendee in three classifications—one witli two sub¬ 
divisions: 

Skilled Nursing Homes. Those capable of offer¬ 
ing procedures, employed in caring for the sick, 
which require some technical nursing skill beyond 
that tvhicli the untrained person can administer. 

Personal Care Homes. Those offering primarily 
such personal sendees as help in walking, getting 
in and out of bed, batliing, diet supervision, and 
aid ssdtli self-administered medications. 

Sheltered Homes. Those offering room, board, 
custodial sendees, laundrj", and minor personal 
sendees.' 

It soon became apparent that personal care 
homes were of two distinct types: those that offered 
personal care only, and those that had the person- 
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nel and equipment to offer skilled nursing services 
to a portion of the residents. 

A current effort by the Public Health Service to 
identify various types of facilities by means of a 
numbering system came in for sharp discussion last 
month when the A. M. A. was host to officials of 
PHS, AHA, and ANHA at a meeting in Chicago. 
Purpose of the proposed numbered categorization 
would be to aid states’ attempts at licensure. 

In its current effort to study and develop data 
on nursing homes, the A. M. A.’s Committee on 
Medical and Related Facilities of tlie Council on 
Medical Service sent inspection teams to 35 geo¬ 
graphically separated nursing homes last summer. 
Places chosen were considered to be among the 
nation’s best. 

For examples of two of the 85, see “Village for 
the Aged” on Page 149 and “Nahodtj Calls This 
an Institution" on Page 146 

Preliminary reports of inspection teams indicated 
a variety of conditions in these homes. One stated; 
“Tliere have been a few homes where the medical 
staff set-up, on paper, looked like the answer to a 
patient’s prayer. Then you find that the medical 
director is in, perhaps, at the most once a week, 
and that the majority of medical supervision is 
handled by nurses.” 

Other inspections in the series pointed up a cer¬ 
tain lack of agreement as to what constitutes proper 
social and rehabilitative programming in these 
homes. In some, the visitors found physical and 


Yellotv-Page Puzzle 

Tlie pages of a classified telephone director)’ in 
just one U.S. metropolis lists 149 establishments 
under the heading "Nursing Homes,” yet the ad¬ 
vertisements for these same homes indicate how 
their functions vart'. 

One, calling itself a convalescent home, offers 
‘liospital care.” Another, managed by a practical 
nurse, also caters to convalescents—and the elderly 
retired. Some advertise that they accept "mental 
cases," but tliey usually stress the adjective “mild.” 
Others exclude “mental cases or alcoholics.’ 

The nursing home classification also states: 
(see also Sanitariums). A look at the listings for 
sanitariums shows duplicate listings for many of 
the establishments also classified as nursing homes. 

The phone book of another large city lists, a 
similar array under the catch-all title of nursing 
homes, yet one of its offerings advertises itself as 
a "hotel for senior citizens—not a convalescent 
home.” That place does, however, have “complete 
medical services available.” 
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occupational therapy'programs going full tilt with 
the approval of the residents. In others, such serv¬ 
ices were largely unused because the staff had 
been unable to interest the patients in participation. 
Indeed, in one home, the administrator questioned 
the value of oceupational therapy as a morale 
builder, and avoided it as a matter of policy. 

Is Money the Root? 

Money—or, to be more accurate, its absence— 
often lies behind some of the more obvious faults 
of nursing homes. Dr. Milliard Wright, chairman of 
the A. M. A. Committee on Medical and Related 
Facilities, sa)'s: “Increasing numbers of persons are 
dependent on various forms of governmental assist¬ 
ance. Frequently it is in this area that operators of 
nursing homes find themseh'es held doum to such 
low income that they are unable to provide the 
best tj'pe of services.” 

This problem is greatest in those states where an 
indigent care program is not available. And yet, 
some homes—such as Mary Manning Walsh in New 
York, and Good Samaritan Village in Hastings, Neb. 
—operate successfully in spite of this handicap. 

' Medical care in the homes visited by the A. M. A. 
teams varied widely, yet staff men making the in¬ 
spections found that the effectiveness of such care 
and super\'ision depended far more on the interest 
and effort of tliose taking part than on the plan 
itself. Tliey found that many of the larger and 
newer homes had one or more full or part-time staff 
physicians who handled almost all tlie day-to-day 
medical carepn the home, as well as responsibility 
for general medical policies. The otlier extreme was 
represented by small homes which had no staff 
physician, but engaged in various kinds of working 
relationships with local doctors, many of whom had 
their own patients in the home. 

“In these latter cases,” an interim A. M. A. report 
states, “one of the local physicians often acts as a 
confidant or advisor to tlie nursing home adminis¬ 
trator on general medical problems. This type of 
arrangement is usually as informal as picking up a 
telephone, but depending on the attitude of the 
physician and administrator, has proved completely 
adequate for insuring good medical policies.” 

The physical plants of these homes vary almost 
as widely as do the administrative policies tliat 
guide them. Many of the smaller ones inhabit large 
homes dating back to an earlier era which offer 
stately surroundings often ill-suited to the needs 
they are expected to satisfy. With less than half 
tlieir patients ambulatory, and a large proportion 
mentally disoriented at least part of tlie time, nurs- 


Ciiairnian of the A. M. A. Committee on Medical 
.and Related Facilities,of the Council on Medical Ser\’- 
ice is Dr. Willard Wright of Williston, N. D. Other 
members arc Drs. William F. Costello of Dover, N. J.; 
Robert L. Noiy of Detroit; Darid' Henry Poer of 
Atlanta; W. C. Stover of Boonville, Ind.; Walter E. Vest 
of Huntington, W. Va.; and John M. Rumsey of San 
Diego, Calif. Dr. Edward C. Rosenow of Los Angeles 
is a consultant to the Committee. Staff Secretarj’ is 
Mr. George W. Cooley. 


ing homes have some important safety problems to 
consider and overcome. They are not always suc¬ 
cessful, as was violently illustrated a few years ago 
when 70 patients were incinerated in a Midwestern 
home as fire razed their quarters. 

Otlier homes have been formed in more suitable, 
though unorthodox, facilities. Some have been con¬ 
structed for the express purpose of housing a nurs¬ 
ing home, but these appear to be the fortunate 
minority. More often they occupy quarters con¬ 
structed for purposes now outdated: a school, a 
housing project, a former hospital. 

Interest Quickening 

Interest in the field of aging is on the upswing. 
Not only are nursing homes and similar facilities 
burgeoning, but public and professional concern 
with tlie problems of the elderly becomes more 
apparent daily. Within the past decade, giant 
strides have been made in this field. All states now 
have licensure laws covering nursing homes. The 
ANHA (groivn to 4,500 members from a mere hand¬ 
ful in 1954) works valiantly with otlier interested 
healtli groups to develop standards. In addition, the 
ANHA spends much of its time on educational 
programs for home operators. 

The answer to all of this renewed interest is 
probably manifold: The obvious reason lies in the 
actuarial tables which show ever-increasing num¬ 
bers reaching and surpassing the historic three- 
score-and-ten. A less obvious answer, but perhaps 
an even more pertinent one, was advanced last year 
by Dr. Cecil Wittson, a psychiatrist who is a mem- 
ber of the A. M. A. Committee on Aging. Speaking 
in Chicago before the A. M. A. Planning Confer¬ 
ence on Aging, Dr. Wittson told the assembled, 
physicians: 

“Careful research over the past 2,000 years has 
finally established that senility has an incidence of 
100 per cent among living populations. Geriattrition 
is the common fate of man. For once, tlie healthy 
future you are attempting to guarantee is not the 
other fellow’s—it is your owm.” t" 
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Being dependent on a wheelchair doesn’t mean inactivity 
for residents of the Mary Manning Walsh nursing home. 
Games and sports add interest and therapeutic opportunities 
to the home’s daily schedule. 

Nobody Calls This an Institution 

Folks at Mary Manning Walsh Home 
Haven’t Time to Worry About Old Age 

TJiere was concern, but no panic, wJten one of the 
aged male residents of the Maty Manning WaJsh 
home on Manhattan’s 59th Street failed to show 
up for lunch. Police were alerted and the Sisters 
scoured tlie neighborhood, but, even at dinner time, 
no trace could be found of the errant guest. It was 
late in the evening when he finally returned, tired 
but happy after a long day-spent at a Long Island 
race track. 

In many nursing homes, the incident might have 
been the signal for a tightening of restrictions on the 
home’s residents, but at Marj' Manning Walsh, 
operated by the Carmelite Sisters, Mother Berna¬ 
dette views such occurrences as a natural by¬ 
product of a policy that encourages all the activity, 
interests, and cosmopolitanism any resident finds 
himself capable of. 

In a “constantly adapting” policy of administra¬ 
tion, ^^othe^ Bernadette has come up with some 
happy solutions for some old problems: 

For a retired milliner finding it difficult to adjust 
to the new life-a basement hat shop that serves 
the dual purpose of keeping lier happily busy, and 
providing new bonnets for die home’s feminine resi¬ 
dents. 


For those liking a nip or two but finding tlie 
local tavern too much of a good thing-the Emerald 
Room, a bar, complete with a red-jacketed, brass- 
buttoned bartender, that opens daily at 4 p. m. and 
serves cocktails for a “donation,” a system which 
obviates the need for a liquor license. 

For residents who want to feel they have a part 
in the operating decisions of the home-a resident 
council that, weighs submitted ideas caryully, 
transmitting the best to a usually amenable ad¬ 
ministrator. 

Hotel for the Elderly 

Although Mary Manning Walsh liome is an “in¬ 
stitution” by definition, it has few of the undesirable 
attributes commonly associated with the term. A 
home for more than 300 persons, chiefly women, it 
occupies three interconnected buildings that for¬ 
merly housed the New York Orthopedic Hospital. 
Operated on a nonprofit basis by the Roman Cath¬ 
olic Archdiocese of New York, the home offers 
several grades of care for the aged on a hotel-like 
basis. Open to all, regardless of race or religion, 
it is governed by a nine-man board tliat includes 
physicians, businessmen, lawyers, a Cardinal, and 
others. Couples, as well as individuals, are accepted. 
Female residents outnumber the males by about 
5 to 1. 

Medicine’s role in the seven year history of Mar)’ 
Manning Walsh home has been a constant one, 
Indeed, its medical problems were carefully con¬ 
sidered by physicians before the home was opened. 
Dr, Howard Rusk, director of the Institute of Physi¬ 
cal Medicine and Rehabilitation of New York 
Universit)'-Bel]evue Medical Center, provided 
guidance in the early days and has continued his 
interest as a member of the home’s board of di¬ 
rectors. Dr. John F. Maloney, medical director for 
tlie home, supervises all medical care and matters of 
medical polic)/ Other staff physicians include Drs. 
Michael Dasco, Ann Maloney, and John Sokolow, 
who are retained on a part-time, paid basis. In 
addition, a number of the city’s medical specialists 
act as consultants when needed. 

The resident arrives at the home U'ith a medical 


If Mary Manning Walsh home had a formal 
slogan, it would probably be “The Residents Come 
First.” Facilities and programs are in a constant 
state of flux as Mother Bernadette works to better 
her home’s services. She says: 

“We don’t want to modify the living habits of 
the residents any more than is absolutely neces¬ 
sary. We tT)’ to make Mary Manning Walsh ns 
much like the homes they came from as possible. 
If the)'’ve been used to a drink before dinner, a 
snack between meals, or smoking a pipe, we want 
them to continue to do so here. Our convenience 
is secondary to their happiness.” 
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history and referral sheet filled out by his physician. 
^^fithin 24 hours, he is given a physical examination 
by a member of the medical staff. Medical care dur¬ 
ing residence is based on the individual’s condition, 
but the emphasis is on rehabilitative procedures for 
tiiose suffering from illness or disability. Residents 
may have their own physicians, but staff doctors 
make a daily check on the condition of those need¬ 
ing skilled nursing care. 

No Time for Self-Pity 

The range of activities open to residents is exten¬ 
sive. In addition to the usual therapeutic arts and 
crafts, a resident may help plan and write a bi- 
monthy newspaper, take photographs, act in or 
direct one of tire many plays or shows, play the 
piano, sing with a choral group, take a course in 
music appreciation (or teach it), go for a boat ride 
around Manhattan, spend a few hours on a picnic, 
get a permanent or a haircut, entertain visitors in 
the snack bar, play games, or just read, chat, or 
meditate as the spirit moves. 

Parties and special occasions are celebrated in 
constant succession at Mary Manning Walsh. Wed¬ 
ding anniversaries, birthdays, and legal and reli¬ 
gious holidays all come in for special attention. In 
the summer, the buildings’ balconies and roofs are 
used for exercise and entertainment, and, in cooler 
'weather, the home’s auditorium often is the scene 
for shows put on by visiting entertainers, many of 
them performers at one of the city’s larger night 
clubs whose owner is interested in the home. 

The majority of die home’s residents are in their 
eighties. Most of them suffer from some handicap, 
many are bedfast or in wheelchairs. Yet some of 
them manage a surprising amount of activity: 

—One woman won quite a TV following on a 
show featuring the aged. 

—A male member of the home used his age to 
good advantage when he appeared as the model. 
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complete xvitii tattoo, in a national advertising cam¬ 
paign for a cigarette company. 

—An architect, living in the home with his wife, 
still works as a consultant in his profession. 

Beds and Wheelchairs, Too 

Vffiile the more active residents provide for their 
own interests, the less fortunate are not forgotten. 
Bedfast patients, in addition to expert nursing care, 
are given small attentions too. A supply of pretty 
gowns and bedjackets are liberally used, and 
shampoos and hair grooming are offered as needed. 
For those confined to wheelchairs, a variety of 
therapeutic activities is maintained, even such un¬ 
likely ones as bowling and badminton. 

Some of the home’s residents are dependent on 
public assistance; others are provided for-through 
their own resources or those of relatis'es. The ad¬ 
ministrator says the home is self-sustaining, partly 
due to the fact that many of the staff are members 
of the religious order. Groups of nursing aides are 
assigned to the home for two-month training 
periods. 

Marj' Manning Walsh home gives every appear¬ 
ance of being almost an unqualified' success—and 
appearances, in this case, are not deceiving if you 
listen to one of the home’s first residents. A retired 
physician. Dr. Francis A. Schneider, on the occasion 
of the home’s fifth anniversar)', wrote: 

“Five years and three months have rushed by . .. 
never wondering what to do with ourselves, never 
lonesome, but always occupied wshing tire day 
would take on additional hours. My roommate 
(alias wife) has so many interests that I fear our 
relationship might be reduced before long to a 
mere bowing acquaintance from a distance. As for 
myself, I have widened my horizon in knowledge, 
hobbies and e.xperience to such an extent that an 
enumeration of them before our entrance [to the 
home] would have sounded ludicrous.” 




Routine Medical- 
One of many check-ups 


No Miracle on 59th Street- 

Just a happy home amid tenements 
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On this and the preceding 
page are scenes from tlie Marj^ 
Manning ^Valsh home on 59tli 
street in Manhattan. While med¬ 
ical care is a key factor in this 
nursing home that “nobody calls 
an institution,” a myriad of other 
important aspects are called into 
play—a millinery shop, a bar, 
bon'ling, arts and crafts. 
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‘Village’ for the Aged 
Nebraska Unit Emphasizes Medical 
Care at Every Level of Need 

People never grew old in Sir James M. Barries 
“land of never-never,” and it might be argued that 
this has practical as well as tlieoretical advantages. 
For one thing, its citizens did not need to worry 
about such matters as pensions and social security. 

But in Nebraska—just as in the rest of the world 
—aging has its problems, and it is here that a “vil¬ 
lage” devoted to the needs of the elderly is grow¬ 
ing. Opened to rasidents only eight months ago, it 
liad nearly 200 admissions last year. 

Good Samaritan Village is geared to the require¬ 
ments of the aged whether they may be retired 
couples able to care for themseh'es or bedridden 
patients without home or family. Sponsored and 
originall)’ financed b)' the Good Samaritan Society, 
a Lutheran church-related group which operates 
60 nursing and old age homes, the Village was 
founded in a wartime housing development known 
as Spencer Park, an outlying section of Hastings. 
Although a community unit in its own right, the 
‘S'illage” has no civic government of its own. 

It was established in 1957 with the purchase of 
about half of the project’s 850 apartments. An 
option was taken on the other half, and the Society 
is currently awaiting a decision on its application 
for a $425,000 FHA-insured loan. Streets and side¬ 
walks are paved, and all apartments are equipped 
with gas radiant heating units and water heaters. 

Rev. William Goldbeck, an ordained Lutheran 
minister, became administrator of the 80-acre Vil¬ 
lage after serving as chaplain at the nearby Hast¬ 
ings State Hospital. He is aided by an advisory 
committee made up of the business and professional 
leaders of Hastings. Other volunteer groups help 
out with recreational ventures. 

Plan for Medical Care 

A local physician interested in geriatrics, Dr. 
Gerald Kuehn, acts as medical director of the rest 
home and infirmary. Recommended by the Adams 
County Medical Society, he supervises the over-all 
medieal program, acts as xdiysician to those who 
have none, and is available in emergencies. Many 
residents make their o\vn arrangements wnth private 
physicians, as do some of the infirmary patients. 

Hospital care is available to Good Samaritan 
Village residents at tlie 138-bed general hospital in 
Hastings, a short drive away. Laboratory work is 
currently done through outside facilities, but an 
enlarged infirmary now in the planning stage will 
include a laboratory as well as facilities for oxygen, 
basal metabolism rate equipment, electrocardio¬ 
gram, x-ray, and sterilization. 

The Village is designed to operate on a non- 
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profit, self-sustaining basis offering “security, Chris¬ 
tian care, and companionship” for those of normal 
retiring age or who for other reasons must limit 
their activities. Five levels of care are available: 

—One to three-bedroom apartments for couples 
or individuals who are capable of caring for them¬ 
selves, and who seek only the companionship of 
others of their age group. 

—Similar apartments for those who can maintain 
their own households \vith assistance from a “liouse 
visitor” who will come each day to help with house¬ 
hold duties and meal planning. 

—The same living arrangements as above, but 
with provision for one or more meals in a central 
dining room. 

—A rest home providing personal care under 
medical supervision for those who need help with 
feeding, dressing, walking, and similar activities. 

—An infiiTuary section of the rest home for tliose 
in need of nursing care and medical supervision. 

Apartments consist of a kitchen, living room, and 
from one to three bedrooms each. Monthly rental 
is $25, $30, or $35—depending on the number of 
bedrooms. Cost of gas and electricity is e.xtra. For 
those found to require it, the “house visitor” will 
drop in at no extra charge. There is an extra cost 
for meals eaten in the central dining room. 

Care in the rest home includes meals, laundry, 
and room service. For the patient up and about, the 
cost is $85 to $95 a month. Cost for the person in 
a wheelchair or walker is $100 to $125. Bed care in 
tire infirmary is available for $125 to $150 a month. 
An expected innovation will be suites for couples 
in the rest home, each with a private batli. 

Population Possibilities 

First occupants of tlie Village moved in last 
summer. At last report, only a handful of the apart¬ 
ments had been rented, but the existing infirmary 
was filled to its capacit)' of 11 patients. Additional 
construction underway will increase capacity to 52 
this spring. The rest home is also in its infancy but 
will be able to accept 92 residents on completion. 
Eventual population of the Village may reach 800 
or more, if all available housing is used. Residents 
furnish their own apartments—a point which, it is 
hoped, will help to make them feel at home. 

Plans for the future at Good Samaritan Village 
are hopefully farsighted. Additions to the physical 
plant will include a shopping center, chapel, rec¬ 
reation center, park, greenhouse, library, and hobby 
shop. Due for increasing emphasis are social serv¬ 
ices and rehabilitation programs. 

While the land of Peter Pan has not lost its appeal 
to our imaginations, it is well to view aging in a 
more pragmatie light. Answers to the problem of 
caring for tlie elderly are eagerly sought today, and 
Good Samaritan Village is eonvinced it has one of 
the better solutions. 
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They Said It at Minneapolis... 

Some significant comments reported “on the rec¬ 
ord” at the 12th Clinical Meeting last month: 

Unfortunately, many people who habitually advocate 
government solutions to health problems do so on the basis 
of political expediency. Some of them, including well-inten¬ 
tioned physicians, support such programs because of tire mo¬ 
tives and objectives involved, but they choose to ignore or 
minimize the great dangers inherent in the means. As a re¬ 
sult the medical profession frequently is forced into oppos¬ 
ing legi.slation which has a worthy goal, but which offers 
numerous pitfalls for both medicine and the public. 

We should make our views known—in community affairs, 
on national issues, on any and all questions of the day. 
There is a direct relationship between the future of individ¬ 
ualism and tlie ultimate fate of the medical profe.ssion. 

In our relations with third parties we cannot deny the 
validity of criticism. We .should welcome it, study it and 
learn from it. . . .We also should appraise some of our own 
programs—among them, the effectiveness of our policing of 
that minority of physicians whose actions bring discredit 
and trouble to all of us. . . .A critic of tlie schools is no more 
automatically an enemy of education than a music credit is 
an enemy of music. By the same token, a sincere critic of 
bad medicine can be the best kind of friend for good medi¬ 
cine. 

—Dr. Gumtar Gundersen, President of the A.M.A. 

In recent years medicine may have suffered more from its 
successes than from its failures. Progress in postponing 
death has come so rapidly in the past several decades that 
we must now recognize that the rate of progress can scarce¬ 
ly be continued at its frenzied pace. 

—Committee to Study A.M.A. Obicctivcs and Basic Pro¬ 
grams. 

Not only are the ladies [of the AVoman’s Au.xiliarjd a 
channing, indispensable, stimulating part of our es'erj'day 
lives, aiding most in preventing us from regarding our pro¬ 
fessional work as a ehore, but they also play a very vital 
p.aft in Medicine in our countr)'. 

—Report adopted by House of Delegates. 

There are approximately 1,500 companies in the health 
insurance field, and the character of the industry is such 
tliat the whole industry tends to follow, with comparable 
plans, once a few enter into a new phase of underwriting. 
Since some of the major companies are already active in pro¬ 
vision of (1) coverage for an individual or for group enroll¬ 
ment for individuals over 65 and their families, and (2) 
"Paid-up” coverage at retirement, a rapid growth in such 
types of contracts may’ be e.\pected in the future. 

—Adopted report of Council on Medical Service. 

It seems reasonable to assume tliat underwriting organiza¬ 
tions, as well as health and welfare fund administrators, 
individuals and physicians need to understand the relative 
v.ilues of physicians’ services if health insurance and simi¬ 
lar mechanisms are to succeed and fulfill tlieir potential in 
financing, eitlier in full or in part, the cost incident to med- 
ic.al care. 

—Committee on Medical Practices. 

Of the 15 bills of a medical nature enacted into law by 
the Both Congress, only one was opposed by the A.M.A. . . . 


In its statements to Congress the Association was supporting 
the legislation or principle involved on 19 occasions and 
was in opposition on only six occasions. W^e believe that 
tliese facts should be publicized to the American public and 
to tlie medical profession in order to help eliminate tlie oft- 
heard charge that tlie Association is basically negative in 
its approach to legislative matters. 

—Report adopted by House of Delegates. 

IVhatever progress is to be achieved in the future cannot 
be made by unilateral action—whether by the medical pro¬ 
fession or "third parties” in matters which intimately con¬ 
cern both groups. Problems and issues which have disturbed 
relationships in the past must be resolved ,ori the basis of a 
mutual acceptance of responsibility, an understanding of 
the professional relatiomships and patient care involved, and 
other social and economic factors. 

—Council on Medical Service. 

A.M.A.’s House of Delegates, like the Congress, carries 
on its business openly. Our proceedings are of interest to 
botli the profession and the public. Under these circum¬ 
stances the failure to disseminate information regarding an 
important policy matter only stimulates rumor and misrep¬ 
resentation, In tlie long run it is to our advantage, as well 
as the public and the profe-ssion, to make available factual, 
judiciously selected, information on matters under consider¬ 
ation as well as on those on which definitive action already 
has been taken, 

—Adopted report of Board of Trustees. 

War on Staphylococcus—Via 
New Training Aids Program 

Spurred by the appearance of antibiotic-resistant 
Staphylococcus pyogenes var. aureus, a multiagency 
committee is bolstering the national program aimed 
at control of this bacterium in hospitals. 

Known as the Interagency Committee for Train¬ 
ing Aids on Staphylococcal Disease, tlie group was 
created through the efforts of six major health 
organizations: American Academy of Pediatrics, 
American College of Surgeons, American Hospital 
Association, American Medical Association, Ameri¬ 
can Nurses Association, and the Communicable 
Disease Center of the U. S. Department of Health, 
Education, and Welfare. 

An exchange of information on audiovisual and 
other training materials will be the aim of the new 
gi'oup. Mr. Ralph P. Creer, Director of Medical 
Motion Pictures and Television for the A. M. A., 
is chairman. The committee plans an immediate 
review of all existing training aids and will coordi¬ 
nate production, distribution, and utilization of 
future audiovisual materials. 

The committee also hopes to av'oid duplication 
of training aids and to encourage presentations 
tliat will best orient both professional and subpro¬ 
fessional groups to the increasing challenge posed 
by die Staphylococcus problem. 
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Prescription Against Quackery 
Written by A.M.A. Bureau 

The letter came to the A. M. A. Bureau of In¬ 
vestigation from a physician faced with a dilemma 
as old as quackery itself: 

I liave a young cliild as my patient. She lias carcinoma of 
inoperable tsiie. Relatives arc trying to persuade the father 
to send her to Dallas for the Hoxsey treatment. My argu¬ 
ments against this would carry more weight if you could 
supply me with material regarding this treatment. Please 
send whatever information you have available. 

Tlie Bureau, in, its report to the House of Dele¬ 
gates last month, noted that in tlte past year it had 
anstvered 3,200 similar inquiries. Some are from 
physicians; many more are from students, govern¬ 
ment agencies. Better Business Bureaus, and just 
plain hopeful, but slightly suspicious, laymen. 

The Bureau’s half-million index cards, carefully 
catalogued, provide a running historj' of modern 
charlatanry, a monument to man’s gullibility in 
medical matters. But man need not be ignorant of 
tlie facts on “new” nostrums, machines, or treat¬ 
ments purported to relieve all tlie ills of mankind. 
The accumulated knowledge of the Bureau is avail¬ 
able to botli physicians and tlie public for the cost 
of a 4-cent stamp. 

^^^lat sort of questions do tliey have, tliese cor¬ 
respondents? They vary from queries on the thera¬ 
peutic qualities of garlic pills to tlie efficacy of 
vibrating mattresses as reducing aids, from hair 
growers to bust developers. There are ti'ends, how¬ 
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ever, usually tied closely to diseases that have been 
heavily publicized. 

Foremost among tliese for'the past several years 
has been cancer, altliough the tempo has been fall¬ 
ing off. Cancer questions reached a peak of more 
than 1,000 in 1955, but since then an increasing 
campaign in public education, effective enforcement 
of the Food and Drug Act, the deatli of two cancer 
quacks,- and .tlie closing of a Missouri “institute” 
have slowed tlie stream. 

Other popular subjects of late have been alleged 
“rejuvenators” (especially Royal Jelly), vitamin 
preparations, reducing aids, and the many gadgets 
of the ingenious quack. 

The Bureau—headed by Mr. Oliver Field, an 
attorney with a background of investigative experi¬ 
ence—cooperates closely ivith law enforcement 
agencies, offering information on request and add¬ 
ing data from these agencies to Bureau files where 
applicable. Tlie federal Food and Drug Administra-- 
tion, tlie Post Office Department, and the Federal 
Trade Commission are no strangers to Field. Often 
die Bureau’s files have -been helpful to tliem as 
source material for their investigations. 

In addition to answering mailed queries. Field 
makes an average of 50 talks a year before medical 
societies, civic clubs, PTA’s, service organizations, 
and university groups. Field agrees only partially 
with Voltaire’s opinion that “the charlatan was 
born when the first knave met the first fool.” He 
believes tliat it is not the foolish but tlie ignorant or 
misinformed who are the ready victims of quackery. 


Secrets Which Doctors Should Not Keep 


More than one petty thief has hit the big time 
at a doctor’s expense—and there is some evidence 
that the apathy of the victim may be giving such 
a criminal a push up the ladder of “success.” The 
following selected recent newspaper accounts in¬ 
dicate a rising trend of stealing from physicians: 

—Late last summer, tlie Associated Press re¬ 
ported the case of Joseph Richard Gerard, who 
took $9,500 in cash and $12,420 in checks and 
securities from a safe in the home of a physician 
“friend” in New Athens, Ill. Gerard spent three 
months traveling and gambling in an attempt to 
get money to repay the doctor. Gonscience- 
stricken, he finally gave himself up in San An¬ 
tonio. According to the news report, “Mystified 
local authorities said the doctor had not reported 
the theft to them.” 

—Other thieves thrived on their victim’s hesi¬ 
tancy to discuss his affairs last year, when $245,- 
000 in stocks were stolen from a Lancaster, Pa., 
retired physician. According to the New York 
Times, 82-year-old Dr. Donald M. Myers returned 
from town one night to find three men waiting 
for him. They escorted him inside his home, tied 


him up, and broke open his desk. There tliey 
found 22,313 shares of stock. Dr, Myers freed 
himself after "the robbers left, but it was not until 
10 days later that he told a friend—and swore him 
to secrecy. 

“It might have remained a general secret,” die 
Times reported. But two months later a man as¬ 
sumed the identity of the aged doctor and tried 
to sell the securities to a brokerage firm, which 
became suspicious and found out they had been 
stolen. 

—According to the A.M.A. News, two “patients,” 
working separately, made a healthy profit on the 
principle that doctors also have neither the time 
nor the inclination to );heck up on bank accounts. 

The A.M.A. Bureau of Investigation is working 
with police by alerting the profession to opera¬ 
tions of such bogus check passers and other 
swindlers. Oliver Field, director of the Bureau, 
says; 

“Swindlers and thieves are free to steal again 
whenever their victims keep silent. Physicians, 
particularly, have a duty to protect fellow prac¬ 
titioners, as well as all fellow citizens, by report¬ 
ing such crimes immediately to police.” 
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SMALLPOX TODAY 

IVID impressions liave been recorded by 
Prof. A. Herrlich of a severe smallpox 
epidemic tliat began in East Pakistan and 
came to involve India. Herrlich was per¬ 
mitted by the Public Health Service in Bombay to 
spend four weeks at the City Fever Hospital, where 
he was able to examine more than 500 smallpox 
patients. He returned to Germany wnth much valu¬ 
able material, including continuously refrigerated 
specimens of blood and tissues. Tlie rapid progress 
of virology in recent years and the reports of new 
methods for cultivating the smallpox \drus enhance 
the value of such material.' In addition, Herrlich 
has published photographs tliat strikingly illustrate 
tlie course of smallpox in its severe forms." Diese 
should be of special interest to physicians in coun¬ 
tries like tlie United States, where “classical” small¬ 
pox is absent and the diagnosis of cases made mild 
by vaccination has become difiBcult." 

The cases seen by Herrlich were of the worst 
kind. He saw more than one patient whose head 
seemed to be covered by a single confluent lesion, 
witli mouth and nose so obstructed by swollen 
tissues and purulent discharges that the drinking 
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of water became impossible, tracheotomy was out 
of tlie question, and asphyxia could only be post¬ 
poned by giving o.xygen through a nasal catlieter. 
He saw patients lying practically immobilized in an 
armor of crusts that covered pus, blood, and in¬ 
durated tissue. In one patient who recovered, the 
process of desquamation included tlie shedding of 
the soles of botli feet. 

At the height of the outbreak in Bombay there 
were 450 smallpox patients at this hospital, many 
of them sheltered in large emergency tents and 
cared for partly by relatives and friends. Hie pic¬ 
ture is wortli keeping in mind, for the adequacy of 
our medical, nursing, and hospital facilities in the 
face of possible epidemics of this magnitude needs 
to be reviewed from time to time. Herrlich pays 
tribute to the untiring efforts of the young Indian 
physicians and nurses, overwhelmed as they were 
by tliis encounter with a disease for which there is 
still no direct remedy. There was also a shortage of 
antibiotics. Tliey do not prevent the multiplication 
of the smallpox virus but tliey are important in con¬ 
trolling secondary infections. The incidence of such 
infections—abscesses, secondary' pneumonia, orchi¬ 
tis, osteomy'elitis, and others—was alarmingly high. 
It might well have been reduced had it been pos¬ 
sible to use antibiotics on a larger scale. . 

Smallpox is still endemic in some parts of die 
world and is still being carried about by interna¬ 
tional travelers. The World Health Organization 
has reported ^ that no less tlian 18 countries were 
thus infected with smallpox in the year 1956. Hie 
disease was successfully localized in 10 countries, 
but epidemics started in 8. In 1956 WHO stated’ 
that “for tlie past 5 years 58% of all cases were 
reported from India and Pakistan.” It was further 
stated that “Hie Indian sub-continent (India and 
Pakistan) is at present the principal endemic reser¬ 
voir of variola major, witli high mortality'. Vaccina¬ 
tion and previous attacks have not y'et built up a 
sufBcient proportion of protected population.”® In 
1958 WHO reported, furdier, that the incidence of 
smallpox in India was rising.’ It appears that these 
were the signs presaging the “smallpox year” tliat 
Herrlich witnessed. 

People who have never seen smallpox may And it 
hard to maintain tliat feeling of conviction that is 
needed to run a continuous program of vaccination. 
On this point Herrlich, who is director of the Ba¬ 
varian State Vaccination Institute writes with em¬ 
phasis: “The only way to combat smallpox is to 
vaccinate, and the only way to avoid the complica¬ 
tions of vaccination would be not to vaccinate. But 
in all our discussions of the advantages and disad¬ 
vantages of vaccination we should not belittle tlie 
importance of smallpox as a disease ... It continues 
to defy' the exertions of physicians and remains as 
treacherous as it was in the days of tlie Arabs who 
first described it.” 
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HOW OLD IS TOO OLD TO WORK? 

Interesting clues, with specific application to re¬ 
tirement, as to the answer to the question, "How 
old is too old to work?” have been reported by 
S. L. Pressey, professor of psychology at Ohio State 
Universitj', under the title of "Jobs at 80.”' Al¬ 
though this study pertained more to persons now 
living, some surprising examples of performance 
during the latter decades of life were taken from 
eras when tlie average life expectancy was far be- 
lou' the approximately 70 years prevailing today. 
The studies of Lehman " are cited in tlie following 
examples: Gladstone was prime minister at 84; a 
number of our Supreme Court justices served well 
into their eighth decades (Holmes was 90 when he 
retired); Tennyson was 80 when he wrote “Crossing 
the Bar”; Belline at 83 painted one of his master¬ 
pieces; Robert Bridges and Thomas Hardy at 85 
published poetry that has been long remembered; 
Verdi was composing, at 85; Alexander Humboldt 
at 89 published his "Cosmology”; and Wundt com¬ 
pleted his reminiscences at the age of 88. 

Lehman lists 94 persons who continued to pro¬ 
duce well into their later decades, 29 of whom 
produced works of importance at the ages of 80 
or over. Pressey points out that, while Lehmans 
data clearly indicate that the best creative work 
in the arts and science is usually accomplished 
quite early in life, his research gives abundant evi¬ 
dence that the creative mind may continue to be 
productive well into tlie later years of the life span. 

Of more current interest—how about those liv¬ 
ing and working today into their eighth decades, 
and further, those engaged in more ordinary areas 
of activities." Pressey, instead of employing a sys¬ 
tematic sampling procedure, merely made an effort 
to find out if tliere were such cases of octogenarians, 
and, if so, of what types. Three sources were ex¬ 
plored for case material.^ 1. Extensive case records 
of 230 superior older persons in a midwest city. 
Result: 35 were 80 years of age or over and, of 
these, 19 were at least occasionally doing some 
remunerative work. 2. Reports from a total of over 
1,000 university students concerned with such 
problems; tliese students were requested to report 
their knowledge of well-known older persons who 
had done paid work. Result; A total of 127 persons 


were reported, all of whom were 80 years of age 
or over and, of these, 9 were 90 or over. 3. A col- 
lecdon of clippings regarding older persons; only 
those clippings were used which seemed essentially 
valid. Result; 167 persons past the age of 80 were 
reported as doing some wbrk. 

The tlu-ee sources which were utilized produced 
313 persons aged 80 or over (23 were 90) who were 
still earning money—who were gainfully employed. 
Most of the nonagenarians were working, either 
part time or occasionally and included hvo clergy¬ 
men, three physicians, tliree lawyers, one 94-year- 
old woman who was a receptionist, one man who 
was justice of the peace, another who operated a 
cigar stand part time, and one who trained dogs 
for driving livestock. However, a few were still 
employed full time; two were bank presidents in 
small towns; one was a bank teller; and a woman 
aged 90 was continuing her insurance business. 

Among others, all over 80 years of age, but not 
necessarily 90, were three persons who wrote col¬ 
umns for tlieir local papers, a wood carver who was 
retouching and restoring paintings and church 
frescoes, a chemist who was consultant for an in¬ 
dustrial organization, a biologist who was con¬ 
sultant for a research institute, and another who 
published a history of his specialty. 

Professional people constituted the largest group 
(18 physicians and 12 lawyers) but there were 24 
skilled artisans, 8 farmers, 8 owners of small stores, 
3 clerks, 2 barbers, and several handy men. 

Pressey points out that, in view of the informal 
method of the survey, tlie figures mean nothing 
except to show that in all work categories some 
persons continue useful work into the eighth and 
ninth decades. 

To tlie above figures probably should be added 
an undetermined number of persons who had the 
capacity to work but lacked either the desire or 
tlie necessity, and those who had these character¬ 
istics but for whom no work was available. 
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CALIFORNIA 

Heart Symposium in Los Angeles.—Twenty local 
investigators will present papers on cardiovascular 
diseases at the third annual Midwinter Symposium 
of the Los Angeles County Heart Association at the 
Statler Hotel Jan. 14. The symposium is free to all 
ph 3 'sicians. Dr. John L. Denney is chairman of the 
all-day session, which will begin at 9 a. m. and will 
feature studies in basic sciences, clinical research, 
and heart surgery. The annual Oliver P. Douglas 
Memorial prize essay award and honorable mention 
award will be presented at a luncheon meeting by 
Dr. Edward Shapiro, past-president of tlie associ¬ 
ation. 

COLORADO 

Combined Meeting in Colorado Springs.—The 
American College of Phj'sicians, Colorado Region, 
and tlie Colorado Society of Internal Medicine 
will hold a combined meeting at the Broadmoor 
Hotel, Colorado Springs, Jan. 16-17. Guest speakers 
include Dr. Philip S. Hench, Rochester, Minn., re¬ 
gent of the college and Dr. H. Marvin Pollard, 
Ann Arbor, Mich., governor of tlie college for Michi¬ 
gan. Dr. C. F. Kemper is goi'ernor of the college 
for Colorado, and Dr. William A. H. Rettberg is 
President of the Colorado Societ)' of Internal Medi¬ 
cine. Three panel discussions are planned with the 
following moderators; 

The Prevention and Management of Hepatitis, Dr. Fred 
Kem Jr., Denver. 

Recent Developments in Rheumatic Di.seases, Dr. Charley J, 
Smyth, Denver. 

Anxiety in Clinical Medicine, Dr. Franklin G. Ebaugh, 
Denver. 

For information write Mr. E. R. Loveland, 4200 
Pine St., Philadelphia 4. 

FLORIDA 

Dr. Eyster Honored.-Dr. John A. E. Eyster, of 
Fort Meyers, emeritus professor of physiology who 
retired from the University of Wisconsin Medical 
School, Madison, in 1952, has been honored for 
“incisive, productii'e, and humane e.xperimental 
science” by the Medical Research Association of 
California which awarded Dr. Eyster its Senior 
Scientist Award for 195S. In reHem'ng his research 
career, die association cited Dr. Eyster for “in- 


Pbj’sfcjans are invited to send to ibis depajtJnent items of news of 
general interest, for example, those relating to sodety actidties, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before tlie date of meeting. 


spired graduate and medical teaching, and for 
devotion to the advancement of medicine through 
animal research.” 

ILLINOIS 

Chicago 

Dr. HesselHne Named Ryerson Professor.—Dr. 
Henr)' C. Hesseltine, professor and secretar)', de¬ 
partment of obstetrics and gynecology, Universitj' 
of Chicago, has been named Mary Campau Ryer¬ 
son Professor of Obstetrics and Gynecolog)'. Mar>' 
Campau Ryerson was the mother of the late Martin 
A. Ryerson, member of the Board of Trustees of 
the University from 1890 to 1931 and president 
from 1892 to 1922 who died in 1932 and who 
established the Mary Campau Ryerson professor¬ 
ship Dec. 11, 1930, as a tribute to his mother. Dr. 
Hesseltine became an instructor in obstetrics and 
gynecology at the University of Chicago in 1931, 
assistant professor in 1934, associate professor in 
1942, secretaiy of the department and professor in 
1949. His appointment to the named chair became 
effective Nov. 11. He is president of the Chicago 
Gynecological Society and a diplomate of the 
American Board of Obstetrics and G^'necoIog)^ 

LOUISIANA 

Graduate Medical Assembly,—The 22nd annual 
meeting of The New Orleans Graduate Medical 
Assembly will be held March 2-5, witli headquar¬ 
ters at the Roosevelt Hotel. Eighteen guest speakers 
will pailicipate, and presentations are planned to 
be of interest to specialists and general practi¬ 
tioners. The program will include 54 discussions 
in addition to clinicopathologic conferences, sym¬ 
posiums, medical motion pictures, round-table 
luncheons, and technical e-diibits. Following the 
meeting, arrangements have been made for a 
clinical tour to Me.xico City, Cuernavaca, Taxco, 
Acapulco, and San Jose Purua, leaving New Or¬ 
leans March 6 and returning March 21. Information 
is available at the ofBce of the Assembly, Room 
103, 1430 Tulane Ave., New Orleans 12. 

MARIXAND 

Dr. Lillie Receives Award.—The first Sustaining 
Membership award of the Association of Military 
Surgeons of the United States was given to Dr. 
Ralph D. Lillie, chief of laboratory and histochem- 
istr}% National Institute of Arthritis and Metabolic 
Diseases, National Institutes of Health, Bethesda, 
“for his accomplishments in the field of histoebem- 
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istry” at the recent meeting of tlie association. This 
award, consisting of a scroll and an honorarium of 
$500, is given by the Sustaining Membership Group 
of the association to government employees who 
have distinguished themselves by “outstanding 
work in the field of research.” 

MASSACHUSETTS 

Lectures on Medicine and Law.—The Right Hon¬ 
orable Lord Nathan, P. C., of England, spoke on 
“Medical Negligence and the Law” at Boston Uni¬ 
versity School of Medicine, Nov. 18. Lord Nathan 
was the first speaker in a series of lectures spon¬ 
sored by the Boston University Law-Medicine Re¬ 
search Institute. Director of the Institute is Prof. 
Mblliam J. Curran of Waban, Mass. Lord Nathan 
is. a member of the International Law Association, 
Medico-Legal Society, and the British Section, In¬ 
ternational Commission of Jurists (Member of 
Council). Future speakers in the series sponsored 
by the institute will talk on Law and Behavioral 
Science; Heart Disease and Stress; Demonstrative 
Medical Evidence; Medicine, Morals and The Law; 
and Accidents and Accident Repeaters. 

MICHIGAN 

Establish Gordon B. Myers Award.—The Gordon B. 
Myers award in internal medicine has been estab¬ 
lished at Wayne State University College of Medi¬ 
cine, Detroit, “in recognition of Dr. Myers’ inspir¬ 
ing .leadership as chairman of the department of 
medicine for over 20 years.” The award has been 
made possible by contributions from former resi¬ 
dents and fellows who received postgraduate train¬ 
ing under Dr. Myers. An award of $100 and a 
scroll is to be made annually to the graduating 
senior who has distinguished himself above all 
others in his class in courses given by the depart¬ 
ment of medicine. The recipient of the award will 
be chosen by the chairman and the full-time faculty 
of the department. Dr. Myers resigned as chairman 
of the department of medicine in 1958. As pro¬ 
fessor of medicine, he heads the university service 
in internal medicine at Harper Hospital. 

MINNESOTA 

Guest Lecture.—Mr! R. Milnes Walker, professor of 
surgery in the University of Bristol, Bristol, Eng¬ 
land, gave a lecture on “Some Problems of Portal 
Hypertension” at the Mayo Clinic and Mayo Foun¬ 
dation, Rochester, Nov. 7. 

NEW. JERSEY 

Typhoid Fever.—The National Office of Vital Sta¬ 
tistics has revealed that Dr. Hugh D. Palmer, New 
Jersey district state health officer, reported an out¬ 
break of six cases of typhoid fever in a community 
of about 1,000 population. On Oct. 24 a 42-year- 
old woman died rvith a tentative diagnosis of 


typhoid fever. This diagnosis was subsequently 
confirmed. By Nov. 8 other cases had developed 
in five persons ranging in age from 2 to 16 years. 
The diagnoses were confirmed by isolation of Sal¬ 
monella typhi from stool specimens and/or aggluti¬ 
nation titers. Blood specimens were positive for 
“O” and “H” antigens. The community is without 
public water and sewerage facilities. The houses 
in which the illnesses occurred have cesspools and 
shallow wells. 

NEW YORK 

Dr. Hodge Named Department Chairman.—Ap¬ 
pointed as professor of pharmacology and chair¬ 
man of the new department of pharmacology, 
University of Rochester School of Medicine and 
Dentistry, is Harold C. Hodge, Ph.D., who has 
been a professor of pharmacology and to.xicology 
at the Atomic Energy Project of the medical center 
since 1946. 

Society News.—The Medical Society of the State 
of New Y’ork, 750 Third Ave., New York 17, has 
announced the appointment of Dr. Herbert T. 
Wagner as executive director.—The officers of 
the New York Allergy Society for 1958-1959 are as 
follows: president. Dr. Aaron D. Spielman, New 
York City; president-elect. Dr. S. Senior Sack, 
Flushing; vice-president. Dr. Russell C. Grove, New 
Y'ork City; secretary. Dr. Sheppard Siegal, New 
York City; treasurer. Dr. Joseph H. Fries, Brook¬ 
lyn; and assistant secretary-treasurer, Dr. Murrdy 
Dworetzky, New York City. 

New York City 

Memorial Fellowship in Dermatology.—Phi Delta 
Epsilon Fraternity’s Charles R. Rein Memorial 
Fund has awarded a fellowship in dermatolog)' 
to New York University. It honors the late Dr. 
Charles R. Rein of the department of dermatology 
and syphilology of the NYU Post-Graduate Medi¬ 
cal School and is to go annually to the candidate 
selected by Dean Donal Sheehan and the chairman 
of the department of dermatology and syphilolog)'. 
Dr. Laszlo Biro, a resident in the dermatologic 
service at The Bellexme Hospital Center, has been 
selected to be the first recipient of the fellowship. 
He will engage in research on the serology, immu¬ 
nology, and epidemiology of treponemal and 
staphylococcal diseases and other infections. The 
tliree-year fellowship, made possible through the 
contributions of fraternity members and friends 
to a memorial fund, was established in May, 1957, 
on the death of Dr. Rein, a past-grand consul of 
the fraternity. 

Personal.—Dr. H. Houston Merritt, acting dean of 
the Faculty of Medicine and acting vice-president 
in charge of medical affairs at Columbia Univer- / 
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sit>’ College of Physicians and Surgeons, has been 
elected a vice-president of United Cerebral Palsy 
Associations Inc., at the organization’s ninth annual 
conference.—Dr. Abraham M. Rabiner has been 
named professor emeritus of neurology at the 
State University of New York Downstate Medical 
Center in Brookl)m. A member of the center’s fac¬ 
ulty since 1937 when it was still the Long Island 
College of Medicine, Dr. Rabiner retired as pro¬ 
fessor and head of the division of neurolog)' on 
Aug. 31. On the same date he retired as director 
of neurology at the Kings County Hospital.—Dr. 
Frederick S. Reiss, associate clinical professor of 
dermatology. New York University, Postgraduate 
Medical School, has been elected honorary mem¬ 
ber of the Sociedade Portuguesa de Dermatologia e 
Venereologia. 

NORTH CAROLINA 

Program to Aid Child Amputees.—The Duke Uni¬ 
versity Medical Center’s Ortliopedic-Amputee Clinic 
has been selected to participate in a national pro¬ 
gram aimed at helping child amputees. Sponsored 
by the Prosthetic Research Board of New York 
University under the National Research Council, 
the program will help parallel for children the 
progress made in artificial limbs for veterans since 
^Vorld War II. Also, tlie program will promote the 
e.xpansion of child amputee clinics tliroughout the 
United States. The Duke amputee clinic, headed 
by Dr. J. Leonard Goldner, professor of ordio- 
pedic surger)', is one of nine chosen to take part 
in the program. Beginning Jan. 1, the Duke clinic 
will collect special data on the problems and prog¬ 
ress of all amputee patients under 16 years of age. 
This and similar information gathered at other 
amputee clinics over the nation will be brought 
together during periodic meetings of clinic heads. 
Other amputee clinics participating witli Duke in 
the new program are located in Atlanta, Ga.; Bir¬ 
mingham, Ala.; Philadelphia; Grand Rapids, Mich.; 
BuflPalo, N. Y.; Los Angeles; Chicago; and New 
York Cit)'. The Duke clinic, established in 1955, 
uses a team approach to tlie problems of amputees. 
Team members include an orthopedic surgeon, a 
prostlietist (artificial limb maker), a physical ther¬ 
apist, an occupational therapist, and a social service 
worker. 

OHIO 

Dr. Beck Gives Kuntz Lecture.—Dr. Claude S. 
Beck, professor of cardiovascular surger)'. Western 
Reserv’e Universit)’ School of Medicine, Cleveland, 
deli\'ered the annual Albert Kuntz lecture Dec. 15 
on “Coronary Heart Disease Blood Supply to Is¬ 
chemic Muscle.’’ 'The lecture is sponsored by the 
Phi Clii Medical Fraternity of the Saint Louis 
Unh'ersit)' School of Medicine. 


J.A.M.A., Jan, 10,1959 

Physicians Meeting in Cincinnati.—The Ohio fi^ 
gional meeting of the American College of Physi¬ 
cians will be held at the Netherland Hilton 
Hotel, Cincinnati, Jan. 22, witli Dr. A. Carlton 
Ernstene, governor of the college for Ohio, opening 
the program. Dr. Dwight L. Wilbur, president of 
the college, will be the principal speaker at the 
banquet at 7 p: m. A two-part clinical pathological 
conference will be conducted in the' afternoon, A 
panel discussion on “Status of the Internist in 
Medical Care Plans” will be moderated by Dr. 
George J. Hamwi, Columbus. Sixteen papers will 
be read by title. For infonnation write Dr. Eugene 
H. Sterne Jr,, Veterans Administration Hospital, 
3200 Vine St., Cincinnati 20. 

OREGON 

Plan Student Activities Building.—A new $350,000 
Student Activities Building for the University of 
Oregon Medical-Dental School campus in Portland 
is being planned. At the late October meeting of 
the Oregon State Board of Higher Education, pre¬ 
liminary plans were approved and permission was 
given to finalize the blueprints for the two-story 
building. To be located in the canyon west of the 
Medical School Hospital and south of the Medical 
Science and Administration buildings, the 100- by 
116-foot structure will be constructed of reinforced 
concrete and will include athletic and recreational 
facilities. A regulation size basketball court w'ith 
seating areas will take up most of the second floor. 
Coordinating the planning of the facilit)' has been 
W. A. Zimmerman, Medical and Dental School 
business manager. The building will be financed 
through student building fees which have been 
accumulating since 1945. About half the money 
needed is now available, and the rest will be made 
up through bonding of future building fee income. 

PENNSYLVANIA 

Meeting of Physicians in Philadelphia,—The Ameri¬ 
can College of Physicians will hold its 20th annual 
reunion of Eastern Pennsylvanians at the Sheraton 
Hotel, Philadelphia, Jan. 23. The program is de¬ 
signed to encourage participation of phy'sicians 
from all parts of Eastern Pennsylvania, and a cor¬ 
dial invitation is e.xtended to physicians from Dela¬ 
ware and New Jersey. Dr. William A. Jeffers is 
governor of the college for Eastern Pennsylvania. 
Nineteen papers are scheduled for presentation at 
the tliree sessions. At the banquet at 7 p. m. wdth 
Dr. Allen W. Cowley Sr., Harrisburg, as toast¬ 
master, Dr. Dwight L. Wilbur, San Francisco, 
president of the college, will give the address of 
the evening on “The Third Person in Medicine. 
For information write Mr. E. R. Loveland, Execu¬ 
tive Secretary', American College of Physicians, 
4200 Pine St, Philadelphia 4. 
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Philadelphia 

Dr. Gyorgy Honored.—The University of Heidel¬ 
berg has conferred the degree of honorary medical 
doctor on an alumnus and former faculty member, 
Dr. Paul Gyorg)', professor of pediatrics at the 
Universit)' of Pennsylvania, and chief of the pedi¬ 
atric ser\'ice of the Philadelphia General Hosjrital. 
The honor, to Dr. Gyorgy, which was proposed by 
the faculty of Heidelberg, and approved by the 
Rector and the Uni\'ersity Senate, Was presented 
' “in recognition of his many scientific achievements 
in the past.” Also voted an honorary M.D. was Dr. 
Otto Warburg, of Berlin, a Nobel Laureate and 
developer of the Warburg Apparatus. Dr. Gj'orgy 
is credited with the disco\'ery of riboflavin. 

Personal.—Dr. Plenry L. Bockus, chairman, depart¬ 
ment of internal medicine. University of Penns)'!- 
vania Graduate School' of Medicine, has been 
elected to membership on the e.vecutive committee 
of MEDIGO, (Medical International Cooperation), 
a private, nonprofit organization that furnishes 
American medical personnel, techniques, drugs, 
and supplies to the newly developing countries of 
Asia, Africa, and Latin America. A division of the 
International Rescue Committee, MEDICO sends 
teams of American physicians and surgeons, and 
other types of private American medical assistance 
to areas of the world where they are needed.— 
Dr. I. S. Ravdin, John Rhea Barton Professor of 
Surgeri% University of Pennsylvania, has been 
elected to the chairmanship of the Pennsylvania 
Plan to Develop Scientists in Medical Research at 
the recent meeting of the plan’s e.xecutive com¬ 
mittee, succeeding Dr. Norman H. Topping, for¬ 
merly vice-president of the university who was 
appointed, president of the University of Southern 
California, Los Angeles, in August. 

TENNESSEE 

Society Election.—The Memphis Thoracic Society, 
an organization of Memphis and Mid-South tho¬ 
racic surgeons, internists, and medical chest 
physicians, has elected the following officers for 
1959: Dr. Francis H. Gole, president, succeeding 
Dr. Felix A. Hughes Jr.; Dr. John G. King, vice- 
president; and Dr. Glenn E. Horton, secretary- 
treasurer (reelected). Physicians in the Mid-South 
area are invited to attend the meetings. Informa¬ 
tion may be obtained from the Secretary-Treasurer, 
Memphis Thoracic Society, 4915 Mockingbird 
Lane, Memphis 17, Tenn. 

Walker Surgical Club Formed.—During tlie recent 
meeting of tlie American College of Surgeons ip 
Chicago a club was formed in honor of Dr. 
Matthew Walker, chairman, department of sur¬ 
gery, Meharry Medical College, Nashville. The 


organization, to be known as the “Walker Surgical 
Club,” is composed of surgeons who have received 
surgery training under Dr. Walker; there are pres¬ 
ently 50 members in the club. At the organizational 
meeting Dr. Walker was presented with a silver 
tray bearing tbe inscription, “presented to Dr. 
Matthew Walker on the occasion of the founding 
of the Walker Surgical Club in deep appreciation 
of his unselfish service in the training of surgeons.” 
Dr. Waldo L. Cain, Detroit, was elected chairman 
of the club and Dr. George‘W. Hilliard, secretary- 
treasurer. The club will meet once yearly during 
the meeting of the American College of Surgeons 
and has as its purpose the furtherance of the sur¬ 
gical program at Meharry. 

TEXAS 

Dr, Waksman to Lecture.—The Alpha Nu Chapter 
of the Phi Delta Epsilon Fraternity at the Uni¬ 
versity of Texas Medical Branch, Galveston, will 
hold tile Meyer Bodansky Lectureship Jan. 23. The 
guest speaker will be Selman A. Waksman, Ph.D., 
director, Rutgers Institute of Microbiology, New 
Brunswick, N. J. 

Texas Society on Aging Formed.—Mr. Herbert 
Shore, of Dallas, has been chosen as first president 
of the new Texas Society on Aging, formed recently 
at the Driskill Hotel in Austin. Dr. Ernest W. Keil, 
Temple, is president-elect; Hiram J. Friedsam, 
Ph.D., Denton, is vice-president, and Mrs. William 
B. Ruggles, of Dallas, will serve as secretary-treas¬ 
urer. The Texas Society on Aging is the product 
of a merger between the Texas Geriatric Society 
and the Texas Gerontological Society and carries 
as its slogan, “Aging is everybody’s business.” The 
new society has a membership of 600 and much of 
its work is in relation to the Texas Interim Legis¬ 
lative Committee on Aging. The Texas Society on 
Aging is a chapter of the national Gerontological 
Society, Inc., and is a nonpolitical, nonprofit, sci¬ 
entific society dedicated to fostering the growth 
and dissemination of knowledge relating to that 
process in medicine, physical and mental health 
and care, economics, employment, recreation, edu¬ 
cation, social welfare, housing and other fields, in 
order to advance the well-being of older persons 
in American culture. The society publishes a news¬ 
letter on developments in aging throughout the 
state and nation. 

WASHINGTON 

Plan Dedication of Teaching Hospital.—Dedication 
services for the new University of Washington 
Teaching Hospital have been set for April 18. De¬ 
signed for teaching and research, the new hospital 
will accept referred patients from all parts of tlie 
state and will be a training center for 18 health 
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professions. Governor Albert D. Eossellini will be 
the principal dedication speaker. The hospital, ad¬ 
jacent to die Health Sciences Building at the south¬ 
ern edge of the university campus, has been built in 
tw'o stages. Unit I, housing offices and laboratories 



Tlie new University of Washington Teaching Hospital, 
Seattle. 


for departments concerned with patient care, was 
completed in 1954. Unit II, under construction, 
contains central service and diagnostic facilities, 
and outpatient clinic, and beds for 300 inpatients. 
Tlie dedication will be followed by a public open 
•house April 18 and 19, 

GENERAL 

Examinations by Board of Nutrition.—The Ameri¬ 
can Board of Nutrition will hold the next examina¬ 
tions for certification as a specialist in human 
nutrition, during tlie u'eek of April 12-18, 1959, in 
Atlantic City, N. J. Candidates who wish to be 
considered for these examinations should forward 
applications to the Secretary’s Office not later than 
March 1. Application forms may be obtained from 
the Secretary, Dr. Robert E. Shank, Department 
of Preventive Medicine, Washington University 
School of Medicine, Euclid and Kingshighway, 
St. Louis. 

Organize Institute of Medical Climatology.—On 
Nov. 20 die American Institute of Medical Clima- 
tolog)^ a noniirofit organization, was officially 
formed in Philadelphia. Members include phy¬ 
sicians, scientists, and educators. The institute 
sponsors a program of continuous research and 
education into all phases of the relationship be¬ 
tween weather and human life. Twelve sections 
implement the work of the institute: medicine, 
biolog)', psychology, air pollution, biostatistics, 
institutional planning, industrial planning, atmos¬ 
pheric electricity, meteorolog)', public health, med¬ 
ical h)’drolog)', engineering, and instrumentation. 
Charter members of the institute have elected tlie 
following officers: Dr. George M. Piersol, president; 
Ver>' Rev. James A. Donnellon, O.S.A., first vice- 
president; and Harold W. Schaefer, second vice- 
president. Dr. Igho H. Kornblueh, 1618 Allengrove 
St., Philadelphia 24, is secretar)'. 


Bahamas' Serendipity Conference,—Tlie first Ba¬ 
hamas Serendipity Conference will be held Jan. 
18-31 at the British Colonial Hotel, Nassau, Ba¬ 
hamas. The conference “aims at bringing together 
people from various disciph'nes, research workers, 
scientists, and clinicians, to look together at a prob¬ 
lem from their respective points of view.” Uie fol- 
londng will participate as “animateurs” to stimulate 
discussion under the following themes: 

Serendipity, R. Keith Cann.'in, D. Sc., Washington, D. C. 
Kidney, Alfred Gilman, Ph.D,, New York, N.Y. 

Chemical Synthesis, Henry B. Hass, LL.D., New York City. 
Discovery, Edw,vd C. Kendall, Ph.D., Princeton, N.J. 
Enzymology, Dr. I. Arthur Mirsky, Pittsburgh, Pa. 
Scientific Accidents, Bernard Edw.ard Schaar, Chicago, Ill. 
Endocrinology, Dr. Abraham G. White, New York, N.Y. 

Dr. B, L, Frank is the orgamzing physician fra 
the Bahamas Conferences. Reserv’ations should he 
made by wmiting directly to “Bahamas Confer¬ 
ences,” P. O. Box 4037, Fort Lauderdale, Fla. 

Report Lower Accident Rate for Large Cities.-il 
study by the Metropolitan Life Insurance Com 
pany’s statisticians of acddent mortality in the 41 
U. S. cities which had 250,000 or more inliabitanh 
at tlie time of the 1950 census has revealed thai 
accident death rates for residents of these citie; 
averaged 49.2 per 100,000 in 1955-56 as comparec 
with 56.8 for the population of the U. S. as •' 
whole. Of the 41 cities under review, 32 had rate; 
below tile national average. In spite of this, it ii 
pointed out, residents of the large cities suffer £ 
heav)’ loss of life from accidents, each year aboul 
18,000 of them being fatally injured in mishaps o! 
one kind or otlier. The accident death rate ii 
1955-56 in the large cities ranged from a low o 
37.8 per 100,000 for Jersey City to a lugh of 77.' 
for Iridianapohs. The five cities with one million o 
more inhabitants in 1950—New York, Chicago, Lo 
Angeles, Philadelphia, and Detroit—as a grou] 
e.xperienced a lower rate than did groups com 
posed of tlie cities with populations in varioui 
ranges under one million. For the 41 cities as 
group, the motor vehicle accident death rate wa; 
about 31% below tlie national average. 

Listing of Government Scientific Information.—The 
National Science Foundation has published the 
first bulletin in a new series which, when com¬ 
pleted, will represent an inventory listing of all 
significant scientific information sources or activi¬ 
ties within tlie federal government. Reportedly, 
the series should prove of value as an aid in di¬ 
recting scientists, engineers, and research librarians 
to the appropriate sources of government-spon¬ 
sored or -supported research information in spe¬ 
cific scientific fields. The preparation and publica¬ 
tion of this series is one of the tasks undertaken 
by the foundation’s Science Information Sendee 
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under its Unpublislied Research Information (URI) 
program. The primary objective of this program 
is to make unclassified nnpublislied scientific re¬ 
search information easily accessible and readily 
available to all U. S. scientists and engineers, in and 
out of government. Comments or suggestions con¬ 
cerning the intended purpose of this series, as well 
as the contents of specific issues, should be ad¬ 
dressed to: National Science Foundation, Science 
Information Service, Washington 2.5, D. C., Atten- 
, tion: URI Program Director. 

Awards in Anesthesiology.—The first Mead Johnson 
awards for graduate training in anesthesiology have 
been granted to three j)hysicians. Dr. Ralph S. 
Sappenfleld, of Miami, Fla., president of the Ameri¬ 
can Society of Anesthesiologists, has announced 
that the society would award the scholarships an¬ 
nually. The scholarships are made possible by funds 
granted by Mead Johnson & Company, Evansville, 
Ind. Recipients of the first awards are; (1) Dr. 
Robert Douglas Winship, Berkeley, Calif., a resi¬ 
dent physician at the University of California Hos¬ 
pitals, San Francisco; (2) Dr. Jack Allan Gray, 
Dallas, Te.\-as, who has been a resident physician 
in anesthesiology at Parkland Memorial Hospital 
since July, 1957; and (3) Dr. Thomas Franklin 
Wooden, who will become a resident physician in 
anesthesiolog}’ at Indiana University Medical Cen¬ 
ter, Indianapolis, following completion of Army 
service. The Mead Johnson awards are made to 
physicians engaged in residency training for spe¬ 
cialization in anesthesiolog)', and are granted to 
“desen'ing physicians on the basis of meritorious 
work in clinical and research fields, and general 
qualifications for success in the specialty.” Selection 
of physicians is carried out in behalf of the societ)' 
by trustees of the Anesthesia Memorial Foundation, 
headed by Dr, John S. Lundy, of Rochester, Minn. 

Society News.—New officers of the Soutliwestem 
Dermatological Society elected at Tucson are: Dr. 
Earle R. Pace, Santa Fe, president; Dr. George A. 
WaldrifiF, Albuquerque, vice-president; Dr. Henr)' 
D. Garrett, El Paso, secretary-treasurer.—Dr. 
Leona Baumgartner, New York Git)', became presi¬ 
dent of the American Public Health Association at 
the conclusion of its 86th annual meeting in St. 
Louis Oct. 27-31. Dr. Malcolm H. Merrill, Berke- 
. ley,' was named president-elect, and swll become 
president at the S7th annual meeting in Atlantic 
City Oct. 19-23, 1959. Vice-presidents elected were 
Drs. Abraham Horwitz, Santiago, Chile; Frederick 
B. Roth, Regina, Saskatchewan, Canada; and Es- 
tella Ford Warner, Albuquerque, N. M. Executive 
director is Dr. Ber\\')'n F. Mattison, with headquar¬ 
ters at 1790 Broadway, New York 19.—New offi¬ 
cers of the American Society of Anesthesiologists 
are as follows: president, Dr. Daniel C. Moore, 


Seattle, succeeding Dr. Ralph S. Sappenfleld, 
Miami, Fla.; president-elect. Dr. Leo V. Hand, 
Boston; first vice-president. Dr. William O. Mc- 
Quiston, Peoria, Ill.; second vice-president. Dr. 
George J. Thomas, Pittsburgh; secretars'. Dr. Joseph 
E. Remlinger Jr., Chicago; assistant secretar)'. Dr. 
Robert L. Patterson, Pittsburgh; treasurer. Dr. Al¬ 
bert M. Betcher, New York Git)'; assistant treas¬ 
urer, Dr. Edwin Emma, Flushing, N. Y. 

Awards to Medical Students.—The five winners in 
each of three divisions of the 1958, 13th annual 
Schering Award Competition have been announced 
by Dr. Richard McCormick, chairman of the award 
committee. Fifteen winners shared in the $5,700 
irrize money established by Schering Corporation, 
with individual prizes ranging from $1,000 for first 
prize, to $50 for fifth prize. Marvin Gottlieb, of the 
Universit)' of Tennessee College of Medicine, Mem¬ 
phis, who has won two similar awards in 1956 and 
1957, received $1,000 for his paper on “The Mech¬ 
anism and Current Concepts on the Treatment of 
Nausea and Vomiting.” Frank A. Oski, of the Uni¬ 
versit)' of Pennsylvania School of Medicine, Phila¬ 
delphia, also received a first prize of $1,000 for his 
paper, “Cun-ent Trends in Corticosteroid Therapy 
in Pediatrics.” The third first-place winner was Mrs. 
Helen S. Kaplan, of the New York Medical College, 
New York City, who received $1,000 for her paper 
on "Use of Tranquilizer Therapy in Office Prac¬ 
tice.” The three second-place winners receir'ing 
$500 each for their prize winning papers are: 
Marvin Anderson Jr., University of Michigan Med¬ 
ical School, Ann Arbor; Martha Bouck, of Queen s 
University Faculty of Medicine, Kingston; and 
Larry Samuels, University of Illinois College of 
Medicine, Chicago. Third, fourth, and fifth place 
prizes wei'e of $250, $100, and $50, respectively. 
The Schering award, which began in 1940, seeks 
to encourage among the nation’s medical students 
original reporting and exploration of recent devel¬ 
opments in therapy. 

Scientific Exhibit Assembly.—Medical students, in¬ 
terns, and residents are being urged to participate 
in the second annual national scientific exhibit as¬ 
sembly of the Student American Medical Associa¬ 
tion to be held in Chicago April SO-May 2. The 
program was inaugurated in 1958 and is dedicated 
to the contributions of medical students to research 
and to the advancement of the scientific exhibit as 
a primal)' medium of communication in the pro¬ 
fession. Arrangements have been made for space 
to hold a total of 40 scientific e,xhibits; of these, 
20 will be by students and 20 by interns and resi¬ 
dents. The SAMA-Lakeside Laboratories awards 
wffl again be given, witlr the special honor of free 
all-expense trips to the American Medical Associa¬ 
tion convention and tire privilege of exhibiting in 
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the AMA s scientific assembly, for the top student 
and the top intern or resident. Cash prizes and 
plaques will be given, with $500, $250, and $100 
for award-winning exhibits by students, and equal 
awards for those by interns and residents. Lakeside 
Laboratories supports the awards and the trips. 
Applications must be obtained from SAMA (ad¬ 
dress Mr. Russell Staudacher, Executive Secretary, 
Student American Medical Association, 430 N. 
Michigan Ave., Chicago 11) and returned no later 
tlian Feb. 1, 1959. On Feb. 14, the 40 chosen ex¬ 
hibitors vnli be announced. These must complete 
their e.xhibits and ship them to Chicago at then- 
own e.xpense. Space and basic materials such as 
backdrop, table, chairs and lighting, will be pro¬ 
vided free by SAMA. 

Program for Health Scholarships.—The National 
Foundation, to help overcome shortages of per¬ 
sonnel in the health field, has announced a multi- 
million-dollar scholarship program, a first step in 
its new e.xpanded program. The present scholarship 
and fellowship program will be continued but 
modified and expanded where necessary. This pro¬ 
gram over the years has added over 7,600 espe¬ 
cially trained people to those prepared to work in 
research and patient care. Mr. Basil O’Connor, 
president of the foundation, summarized tlie new 
program as follows: 

The National Foundation will offer annual health scholar¬ 
ships to help provide four years of College education in 
medicine, medical social work, nursing, physic.al therapy, 
and occupational tliearpy. 

A minimum of 505 Health Scholarships will be offered eacli 
year, the first of them before the end of the 1959 school 
year. They will be made available on a geographic basis 
\Wtli heavily populated states receiving as many as 25— 
or five for each of the five professions—and witlj no state 
or territory receiving less than five health scholarships, a 
minimum of one for each of tlie five professions. 

The foundation’s chapters, numbering more than 3,100 will 
seek and accept scholarship applications, pass them on to 
state or territori.al professional committees for selection, 
and will present aw.ards to winners. 

Health scholarships will be available to student citizens of 
the U. S. in the 49 states, the District of Columbia, 
Hawaii, and Puerto Rico. 

Over the nevt 10 years this program will cost at least 
$12,000,000. Each scliolarship awardee will receive $500 
a year for four j'ears, or a total of $2,000, providing that 
scholastic st.and.ards are maintained. The 505 he.iltli 
scholarships each year will cost over one million dollars. 

Because education requirements of the five pro¬ 
fessions varj^ scholarships will be made available 
in nursing, physical therapy and occupational ther¬ 
apy to graduating high school students; in medical 
social work, at the college junior year, e.xtending 
tlrrough two years of required graduate work; and 
in medicine, at the college junior, senior, or first 
graduate year, depending upon tlie requirements 
of tlie medical school. For information wTite 
the National Foundation, 800 Second Ave., New 
York 17, N. Y. 


Tuberculosis Among Kindergarten Cliildren.-.l 
community-wide study of the tuberculin tel 
among kindergarten children, conducted in Kansa; 
City, Mo., with the aid of a Christmas Sea! gran 
from the National Tuberculosis Association and it 
medical section, the American Tiudeau Society, lia: 
revealed a relationship hebveen the size of the tes 
and the presence of active tuberculosis amon: 
adults in contact with the children; it also reveala 
that there was no decrease in tuberculosis infectioi 
rates among kindergarten children in the 10-yea 
period of the study, despite a marked decline i: 
tuberculosis mortality in the community. In tli 
survey the histoplasmin test for histoplasmosis ir 
fection was given as well as the skin test for tubei 
culous infection. During the period cov'ered, hot 
1947 to 1957, the tests were given 35,995 kinde 
garten children. For seven years, nonreactors t 
tuberculin were retested in the first grade and 
was found that, on the average, 1% of tlie whil 
children and 1.4% of the Negroes had converted t 
positive. The rate of conversion did not fall durin 
the period covered. The study showed that a nun 
ber of new previously unknown cases of tuberci 
losis was found in a follow-up of the adult contact 
The percentage of children who became infecte 
during the first year in school was relatively hig 
and showed no tendency to decline over the peric 
of seven years’ observation. Tliis was despite tl: 
fact that the death rate from tuberculosis for Kai 
sas City fell during the 10 years of the surv’ey froi 
31.3 to 11.7. On original testing in kindergarte 
there were 597 reactors to tuberculin ambng tl 
35,995 children, the percentage being higher amor 
tlie Negro children tlian among the white childrei 
cons'ersel}', the percentage of reactors to histopla 
min in this city where histoplasmosis is endem 
was higher among the white children. The Hea 
of America Tuberculosis Association, Kansas Cit 
Mo.; the University of Kansas School of Medicin 
Kansas City, Kan.; the Kansas City, Mo., Board i 
Education; and tlie Communicable Disease Cente 
U. S. Department of Health, Education, and IVc 
fare, Atlanta, Ga., cooperated in the study. 

Levels of Radioactivity in Milk.—The U. S. Publi 
Health Service has reported tliat radioactmty lei 
els in milk collected during August from 10 sair 
pling stations across the country continued to b 
below the current permissible levels recommendei 
by tlie National Committee on Radiation Protectio) 
and Measurements. Radiation levels from six sta 
tions showed a decline in strontium-90 compare: 
with July data. These were the stations in tin 
milksheds serving Austin, Texas; Cincinnati; Fargo 
N. D.; New York City'; Salt Lake City; and St 
Louis. Three stations, in the milksheds serving At 
lanta, Ga., Chicago, and Sacramento, Calif., re 
ported slight increases over July. A tenth station, 
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in the nhlkshcd serving Spokane, Wash., was added 
to the network in August. Levels of four other 
specific radioactive elements in milk—iodine-131, 
strontium-89, barium-140, and cesium-137—were 
also found to vary not only between samples col¬ 
lected from different stations of the nctivork, but, 
also, between samples taken from the same 
stations. From past e,\perience, month-to-month 
fluctuations in levels reportedly are to be e.\pected. 
The National Committee on Radiation Protection 
and Measurements is a scientific group established 
under the sponsorship of the National Bureau of 
Standards with the cooperation of radiological or¬ 
ganizations in the United States. The permissible 
levels recommended by the committee refer to av¬ 
erage exposure over an entire lifetime and may be 
exceeded for short periods of time. The levels are 
subject to periodic evaluation and revision as new 
scientific data become available. Monthly com¬ 
posite samples of milk obtained through the co¬ 
operation of state and municipal health agencies, 
state departments of agriculture, and the dairx' 
industry' are analyzed for specific radioactive ele¬ 
ments at the Robert A. Taft Sanitarj’ Engineering 
Center operated by the Public Health Service in 
Cincinnati. About six weeks are required to com¬ 
plete the laboratory' analysis of the samples. Av¬ 
erage e.xposure over an ex'tended period of time 
reportedly is the significant factor in interpreting 
the public healtir effects. Data are reported in terms 
- of micromicrocuries per liter. For the period ending 
August, 1958, the 12-month average levels for these 
elements were; strontium-90 ranged from 4.2 to 
10,7; iodine-131, from 29 to 220; strontium-89, from 
24 to 115; barium-140, from 17 to 95; cesium-137, 
from 53 to 73. 

FOREIGN 

Award in Laryngology,—The International Com¬ 
mittee for the Gould Award has announced tliat 
the selection of the recipient for the year 1958 is 
Prof. Fumio Nakamura, M.D., Kyoto Prefectural 
Medical College, Kyoto, Japan, for his electro- 
physiologic studies of larymgeal function. The 
Gould award is presented annually for “outstand¬ 
ing research in laryngology" to encourage and re¬ 
ward fundamental investigations in this field. The 
international committee for 1959 will consist of Sir 
Victor Negus, 149 Harley St,, London, W.l; Prof. 
, Cotoji Satta, No. Ill Morikawa-cho, Bunkyo-ku, 
Tokyo; and Dr. Hans von Leden, Medical Director, 
The William and Harriet Gould Foundation, 30 
N. Michigan Ave., Chicago 2. The amount of the 
award has been increased to $300. 

Medical School and Teaching Hospital in Belgian 
Congo.-Founded three years ago under the spon¬ 
sorship of the University of Louvain, one of the 


oldest schools in Europe, Lovanium University' in 
Leopoldville, the Belgian Congo, is making prog¬ 
ress toward the organization of a complete univer¬ 
sity' curriculum. To assist in the development of 
the medical school and the university' hospital. The 
Rockefeller Foundation has appropriated 10,952,500 
Belgian Congo francs (about $230,000) for use 
during the next three years. When the medical 
school opened in 1954, five students were enrolled; 
this number has now risen to 37, of whom 15 are 
in the first year of the course. The formative years 
of the school have been devoted primarily to tire 
basic sciences and morphological studies. By the 
time the students reach the clinical stage of their 
training, the new university' hospital is e.xpected to 
be ready for use. The university obtained the hos¬ 
pital at 20% of its actual cost through an agreement 
to operate it for the medical needs of the region 
for which the government is responsible. When 
completed, the hospital will have a capacity' of 
1,000 beds and represent an investment of 4 million 
dollars. Two wings are in operation. The university 
has undertaken responsibility for public health ac¬ 
tivities in rivo nearby native \'illages, Ndjili and 
Matete, with a combined population of 14,000. Uni¬ 
versity' students, who u'ill participate in the medical 
and healtli services, will have direct practical e.x- 
perience rrith community problems as well as wth 
in-patients in the university' hospital. The new 
university' is coeducational and permits no racial, 
religious, or political discrimination. At present the 
university consists of a Faculty' of Science which. 
is preparing students for studies in medicine and 
agriculture; the Faculty' of Medicine; a Faculty' of 
Administration and Social Science which is to be¬ 
come a College of Law; and a Faculty' of Educa¬ 
tion which is now preparing teachers for the 
secondary schools of the Congo and which u'ill 
later be developed into a College of Liberal Arts. 
The Government of the Congo, the Mining Union, 
and private sources are all contributing to the con¬ 
struction of university' buildings. 

CORRECTIONS 

Treatment of Metastatic Thyroid Carcinoma.-In 
tlie Question and Answer concerning metastatic 
thy’roid carcinoma (The Jouknal, Dec. 6, 1958, 
page 1953) in the 10th line of the answer the 
sy'mbol Vc” for microcurie was given instead of me. 
for millicurie. 

Journal “Backbones” December 27.-Some 20000 
copies of The Journal of Dec. 27, 1958. had been 
mailed before it was discovered that the wong 
date (Dec. 17) had been printed on the “backbone” 
of those copies. The date on tlie front cover and 
inside the Dec. 27 issue is correct. We regret that 
this error occurred. ° 
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EXAMINATIONS 

AND 

LICENSURE 


NATIONAL BOAKD OF MEDICAL EXAAHNERS 

National Board of Medical E.vaminers: Part II only, April 
21-22; Parts I and II, June 16-17; Part I only. Sept. 9-10. 
Examinations must be received at least six weeks in ad¬ 
vance of a specific examination date. Examining centers 
established after close of registration. Exec. Sec., Dr. John 
P. Hubbard, 133 South 36th St., Philadelplua 4. 

EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 

Educational Council for Foreign Medical Graduates, Inc.: 
Stations around the world, Feb. 17. Deadline for foreign 
applications was Nov. 17. The following examination will 
be held Sept. 22 with application deadline of June 22. 
Exec. Director, Dr. Dean F. Smiley, 1710 Orrington Ave., 
Evanston, III. 

BOARDS OF MEDICAL EXAMINERS 

Alabama: Written. Montgomery, June 16-18. Sec., Dr. D. G. 

Gill, State Office Bldg., Montgomery 4. 

Alaska:® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 Soutli Franklin St., Juneau. 
AnizONA;® Written Examination and Reciprocity. Phoenix, 
Jan. 14-16. Sec., Dr. Thomas H. Bate, 2910 Nortli 7th Ave., 
Phoenix. 

Arkansas:® Examination and Reciprocity. Little Rock, June 
11-12. Sec., Dr. Joe Verser, Harrisburg. 

Connecticut:® Regular. Examination. Hartford, March 10- 
12. Acting Sec., Dr. Louis P. Hastings, 160 St. Honan St., 
New Haven. Homeopathic. Examination. Derby, Jan. 13. 
Sec., Dr. Donald A. Davis, 38 Elizabetli St., Derby. 
Delaware: Written Examination and Endorsement. Dover, 
Jan. 13-15, Jan. 22. Sec., Dr. Joseph S. McDaniel, Pro¬ 
fessional Bldg., Dover. 

Florida:® Examination. Miami Beach, June 22-24. Sec., Dr. 

Homer L. Pearson, 901 N.W. 17th St., Miami 36. 

GEOnciA; Examination and Reciprocity. Atlanta, June. Sec., 
Mr. C. L. Clifton, 224 State Capitol, Atlanta 3. 

Guam: Subject to Call. Act. Sec-, Dr. F. L. Conklin, Agana. 
Hawaii: Examination. Honolulu, Jan. 12-13. Sec., Dr. I. L. 

Tilden, 1020 Kapiolani St., Honolulu. 

Idaho: Examination and Endorsement. Boise, Jan. 12-14. 

Sec., Mr. Armand L. Bird. 364 Sonna Bldg., Boise. 
Illinois: Examination and Reciprocity. Chicago, Jan. 26-30. 
Supt. of Registration, Mr. Fredric B. Selcke, Capitol 
Bldg., Springfield. 

Kansas:® Examination. Kansas City, Jan. 16-17. Reciprocity. 
Kansas City, Jan. 14. Sec., Dr. F. J. Nash, 364 New Brother¬ 
hood Bldg., Kansas City. 

Maine: Examination. Portland, March 10-12. Endorsement. 
Portland, March 10. Sec., Dr. Adam P. Leighton, 142 High 
St., Portland. 

Massachusetts: Examination. Boston, Jan. 13-16. Sec., Dr. 

Robert C. Cochrane, State House, Room 37, Boston 33. 
Michigan:® Examination. Ann Arbor and Detroit, June 8- 
10. Sec., Dr. E. C. Su-anson, 118 Stevens T. Mason Bldg., 
West Michigan Ave., Lansing 8. 


Minnesota:® Examination. Minneapolis, Jan. 20-22. Reci¬ 
procity. St Paul, February. Sec., Dr. F. H. Magney, 2.30 
Lowry Medical Arts Bldg., St. Paul. 

Montana: Examination and Reciprocity. Helena, April 7. 

Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
Nebraska:® Examination. Omaha, ' June. Director, Mr. 
Husted K. Watson, Room 1009, State Capitol Bldg., Lin¬ 
coln 9. 

New Hampshire: Examination and Endorsement. Concord, 
Mar. 11-14. Sec., Dr. Edw. W. Colby, 61 So. State St., 
Concord. 

New Jersey: Examination. Trenton, Jan. 20-23. Sec., Dr. 

Royal A. Schaaf, 28 W. State St., Trenton. 

New Mexico:® Examination and Reciprocity. Sanfe Fc, May 
18-19. Sec., Dr. R. C. Derbyshire, 227 East Palace Ave., 
Santa Fe. 

North Carolina: Reciprocity. Southern Pines, Jan. 17. Ex¬ 
amination. June. Asst. Sec., Mrs. Louise J. McNeill, 716 
Professional Bldg., Raleigh. 

North Dakota: Examination and Reciprocity. Grand Forks, 
Jan. 7-10. Sec., Dr. C. J. Glaspel, Grafton. 

Oklahoma:® Examination. Oklahoma City, June 2-3. Exec. 

Sec., Mrs. E. L. Haidek, 813 Braniff Bldg., Oklahoma City. 
Puerto Rico; Examination and Reciprocity. San Juan, March 
3. Acting Secretary, Dr. Heiminio Mendez Herrera, Bo.t 
9156, Santurce. 

South Dakota:' Examination. SioiLX Falls, Jan. 20-21. Exec- 
Sec., Mr. John C. Foster, 300 First National Bank Bldg., 
Sioux Falls. 

Utah: Examination. Salt Lake City, July 8-10. Dir., Mr. 

Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 
Washington;® Examination. Seattle, Jan. 12-14. Sec., Mr. 

Thomas A. Carter, Capitol Bldg., Olympia. 

Wisconsin:® Examination and Reciprocity. Madison, Jan. 
13-15. Sec., Dr. Thomas W. Tormey, Jr., 1140 State Office 
Bldg., 1 West M’’ilson St., Madison. 

Wyoming: Examination and Reciprocity. Cheyenne, Feb. 2. 
Sec,, Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Arkansas; Examination. Little Rock, May 4-5. Sec., Dr. 

S. C. Dellinger, University of Arkansas, Fayettex'ille. 
Connecticut; Examination. New Haven, Feb. 14. Exec. 
Asst., Mrs. Regina G. Browm, 258 Bradley St., New Haven 
10 . 

Flortoa: Examination. Miami, June 6. Sec., Mr. M. W. 

Emmel, University of Florida, Box 340, Gainesville. 
Iowa; Examination. Des Moines, Jan. 13. Sec., Dr. Elmer W. 

Hertel, IVartburg College, M'averly. 

Kansas: Examination. Kansas City, June. Sec., Dr. L, C. 
Heckert, Pittsburg. 

Michigan: Examination. Ann Arbor and Detroit, Feb. 12-13. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., West 
Michigan Ave., Lansing. 

New Me-xico: Examination. Santa Fe, Jan. 18. Sec., Mrs- 
Marguerite Cantrell, Box 1522, Santa Fe, 

Oklahoma; Examination. Oklahoma City, Mar. 27 - 28 . Exec. 

Sec., Mrs. L. Haidek, 813 Braniff Bldg., Oklahoma City. 
Rhode Island; Examination. Providence, Feb. 18. Adminis¬ 
trator of Professional Regulation, Mr. Thomas B. Casey, 
366 State Office Bldg., Providence. 

Te-xas: Examination. April 1959. Certificates issued by rec- 
iprocity and waiver on the first and fifteenth of ^en 
month. Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bldg., 
Austin. 


'Basic Science Certificate required. 
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DEFENSE DEPARTMENT 

Forensic Patliolog>’ Registry.—A Registry of Foren¬ 
sic Pathology has been established at the Armed 
Forces Institute of Pathology, Washington, D. C. 
It will be the 24th component of the American 
Registry of Patholog)', and it is under the sponsor¬ 
ship of the College of American Pathologists. The 
objective of the new registry is the collection of 
well-checked and well-documented medicolegal 
cases to be used as a resen'oir for teaching and 
research. Only selected cases of medicolegal inter¬ 
est contributed by a qualified pathologist will be 
registered. The material will be incorporated in the 
files of the Amied Forces Institute of Pathology and 
become a part of its national collection of pathology. 

Registry consultation on contributed cases will 
be limited to basic pathological changes and will 
not include medicolegal opinions which might in¬ 
volve Armed Forces Institute of Pathology staff 
members in court proceedings. Cases are now being 
accepted for registration. A six-month fellowship in 
forensic pathology at the Armed Forces Institute of 
Pathology has been provided by the college as a 
part of its'sponsoring support. 

Aviation Pathology Committee Elects New Officers. 
—Officers for 1959 have been elected by the Joint 
Committee on Awation Pathology, which held its 
fifth business meeting in December at the Armed 
Forces Institute of Pathology. They are Capt. 
Carl E. Wilbur, M. C., U. S. Navy, chairman, and 
Capt. Murray W. Ballenger, M. C., U. S. Navy, 
secretary. The committee, which includes medical 
officers of the military services of the United States, 
tlie United Kingdom, and Canada, uses the insti¬ 
tute as tlie central coordinating facility for investi¬ 
gating the pathology of fatal aircraft accidents. 
Captain Wilbur, who is head of the Aviation Medi¬ 
cine Safety and Flight Training Branch, Bureau of 
Medicine and Surgery, Navy Department, Wash¬ 
ington,-D. C., will replace Col. Frank M. Town¬ 
send, M. C;, U. S. Air Force deputy director of 
AFIP, as chairman. Captain Ballenger, who is on 
duty at the Armed Forces Institute of Pathology, 
will replace as secretary another staff member, 
Fathollah K. Mostofi, M. D., scientific director of 
the American Registry of Pathology. 

air FORCE 

Consultants Visit Medical Installations Abroad.— 
Drs. Garfield G. Duncan and Edgar J. Poth, na¬ 
tional consultants to the Air Force surgeon general, 
recently visited medical installations in Germany, 
France, England, and Spain. They pro-vided advice 
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on ijroblem cases in their respective specialities and 
conducted lectures and teaching sessions at medical 
installations. Doctor Duncan, of the Pennsylvania 
Hospital in Philadelphia, is a national consultant in 
internal medicine, and Doctor Poth, of the Univer¬ 
sity of Texas Medical Branch in Galveston, is a 
national consultant in surgery. 

VETERANS ADMINISTRATION 

New Hospital Building at Fort Meade.—The VA 
Hospital at Fort Meade, S. D., occupies a new 60- 
bed combined medical, surgical, and administrative 
building Dec. 8, 1958. Fort Meade is a 720-bed 
ueuropsychiatric hospital located 30 miles north of 
Rapid City on the site of a former U. S. Cavalry 
Post established soon after the Battle of the Little 
Bighorn. Fort Meade was garrisoned by Gen. 
George Custer’s former regiment, the Fourth 
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Now liospital at Fort Meade, S. D. 

Cavalry, for many years. The new hospital building 
which provides beds for psychiatric patients with 
acute medical and surgical problems is the first 
phase of a long range construction program which 
will eventually replace all present bed facilities 
now housed in converted Army barracks. 

PUBLIC HEALTH SERVICE 

Multiple Sclerosis Leaflet.—Recent developments in 
research on multiple sclerosis are described in a 
leaflet entitled “Multiple Sclerosis—Hope Through 
Research.” One of the recent advances reported in 
the leaflet is a new understanding of myelin through 
biochemical research. Scientists have now dis¬ 
covered the specific manner in which one of the 
essential compounds of myelin, sphingosphine, is 
formed in the body and are now able to produce 
this substance in the laboratory. This new develop¬ 
ment may lead to additional knowledge concerning 
the disappearance of myelin and the possible re¬ 
versal of this process. Prepared by the National 
Institute of Neurological Diseases and Blindness, 
National Institutes of Health, the leaflet is listed as 
Public Health Service publication no. 621 and 
Health Information series no. 92. Single free copies 
may be obtained from the National Institute of 
Neurological Diseases and Blindness, Bethesda 14, 
Md. The leaflet may be purchased in quantity from 
the Superintendent of Documents, Government 
Printing Office, Washington 25, D. C., at $3 for 
100 copies. 
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DEATHS 




Angeloni, Tito ® Providence, R. L; Regia Univer- 
sita di Napoli Facolta di Medicina e Chirurgia, 
Italy, 1905; died in Rocchetta al Voltumo, Italy, 
Oct 10, aged 79. 

Bacliulus, Matthew John ® Springfield, Mass.; 
Harvard Medical School, Boston, 1932; fellow of 
the American College of Surgeons; on the courtesy 
staff. Wesson Memorial Hospital; served on the 
staffs of the Westfield (Mass.) State Sanatorium, 
and the Springfield Hospital, where he died Oct. 
27, aged 56. 

Baxter, Harry Toler ® Astoria, Ill.; University of 
Illinois College of Medicine, Chicago, 1914; died 
in the Graham Hospital, Canton, Oct. 14, aged 66. 

Becker, Charles Frederick ® Camden, N. J.; Jeffer¬ 
son Medical College of Philadelphia, 1953; mem¬ 
ber of the staff of Cooper Hospital; found dead in 
bed Oct. 28, aged 33. 

Bellantoni, Raphael, Tuckahoe, N. Y.; Long Island 
College Hospital, Brooklyn, 1924; fellow of the 
American College of Surgeons; an associate mem¬ 
ber of the American Medical Association; director 
of obstetrics at the Union Hospital in New York 
City; consultant at the St. Joseph’s Hospital in 
Yonkers and the Harlem Hospital in New York 
•City; died Oct. 28, aged 59. 

Blauvelt, John Hudson, Nyack, N. Y.; Cornell Uni¬ 
versity Medical College, New York City, 1911; 
member of the American Psychiatric Association 
and the Industrial Medical Association;'served on 
the staff of tlie Matteawan State Hospital in Bea¬ 
con; died Oct. 31, aged 69. 

Braun, Robert Frederick, Wausau, Wis.; Marquette 
University School of Medicine, Milwaukee, 1915; 
veteran of World War I; died Oct. 13, aged 74. 

Broughton, George Anthony, La Jolla, Calif.; Med¬ 
ical Department of the University of California, 
San Francisco, 1896; an associate member of the 
American Medical Association; fellow of tlie Amer¬ 
ican College of Surgeons; died Oct. 20, aged 83. 

Bryan, Charles Silas Jr. ® Oakland, Calif.; Han'ard 
Medical School, Boston, 1937; certified by tlie Na¬ 
tional Board of Medical Examiners; specialist certi¬ 
fied by the American Board of Radiology; member 
of the American College of Radiology; veteran of 
World War II; clinical instructor of radiology at 
Stanford University School of Medicine in San 

Indicates Member of the American Medical Association. 


Francisco; formerly on the staff of the Truesdale 
Hospital in Fall River, Mass.; associate radiologist 
at the Peralta Hospital; died Oct. 28, aged 47. 

Burner, George Washington, Johnstown, Ohio; 
Columbus Medical College, 1892; veteran of World 
War I; for 10 years postmaster at Johnstown; died 
in Marysville Oct. 15, aged 95. 

Carman, James Edwin, La Canada, Calif.; Univer¬ 
sity of Minnesota College of Medicine and Sur¬ 
gery, Minneapolis, 1901; for many years prach'ced 
in Detroit Lakes, Minn.; died in the Elwood Sani¬ 
tarium in Pasadena, Oct. 17, aged 80. 

Crawford, William Shell, Tulsa, Okla.; Medical 
College of South Carolina, Charleston, 1914; serv'ed 
as a captain in the medical corps of the U. S. Army; 
for 26 years niedical director of the Carter Oil 
Company; died Oct. 15, aged 67. 

Deal, William Floyd ® Craig, Colo.; University of 
Nebraska College of Medicine, Omaha, 1919; on 
the staffs of St. Luke’s Hospital in Denver and 
Memorial Hospital; died Oct. 22, aged 65. 

Derr, John Sebastian ® Frederick, Md.; Universit)’ 
of Virginia Department of Medicine, Charlottes- 
\4lle, 1905; specialist certified by the American 
Board of Radiology; fellow of the American Col¬ 
lege of Physicians; member of the American Roent¬ 
gen Ray Society, Radiological Society of North 
America, and the American College of Radiology; 
from 1906 to 1908 a medical missionary in British 
West Africa; veteran of World War I; died Oct. 
23, aged 77. 

Dodd, Wilson Farnsworth ® Pleasant Hill, Tenn.; 
Cornell University Medical College, New York 
City, 1920; fellow of the American College of Sur¬ 
geons; for many years a medical missionary in 
Turkey; during World War II was appointed med¬ 
ical director of the Near East Foundation in 
Greece; formerly medical director of the Berea 
(Ky.) College; on the staff of the Uplands Cumber¬ 
land Mountain Sanatorium; died Oct. 30, aged 65. 

Duncan, Owsley Bennett ® Paterson, N. J.; Co¬ 
lumbia University College of Phy'sicians and Sur¬ 
geons, New York City, 1904; veteran of World 
War I; on the staff of the Barnert Memorial Hos¬ 
pital; died Oct. 15, aged 81. 

Edwards, Aaron Robinson ® Ann Arbor, Mich.; 
Cornell University Medical College, New York 
City, 1938; interned at the Harper Hospital in De¬ 
troit; serv'ed a residency at the Children’s Hospital 
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in Detroit and the University Hospital in Ann 
Arbor, Mieh.; specialist certified by tbe American 
Board of Pediatrics; member of the American 
Academy of Pediatrics; veteran of World War II; 
on the staffs of the Beyer Memorial Hospital, 
Ypsilanti, and St. Joseph Mercy Ho.spital; aged 46; 
died Nov. 9. 

Franklin, Samuel Nathan @) West Allis, Wis.; Mar¬ 
quette University School of Medicine, Milwaukee, 
1916; formerh’ county coroner; died in the Mount 
Sinai Hospital Oct. 14, aged 76. 

Frost, Horace Bird, Lavonia, Ga.; Harvard Medical 
School, Boston, 1896; died in the Stephens County 
Hospital, Toccoa, Oct. 18, aged 87. 

Gale, Eugene Manson, Merrimac, Mass.; College 
of Physicians and Surgeons, Boston, 1914; member 
of the Massachusetts Medical Society; served in 
France during World War I; on tbe staff of the 
Amesbury (Mass.) Hospital, where he died Oct. 23, 
aged 67. 

Geraghty, Francis Joseph ® Baltimore; University 
of Maryland School of Medicine and College of 
Physicians and Surgeons, Baltimore, 1926; assistant 
professor of medicine at his alma mater; specialist 
certified by the American Board of Internal Medi¬ 
cine; fellow of the American College of Physicians; 
past-president of the Baltimore City Medical So¬ 
ciety, of which he was a member of the executive 
committee; president of the staff and chief of 
medicine at the Bon Secours Hospital; on the staffs 
of tlie Mercy, Union Memorial, and University 
hospitals; died Nov. 1, aged 60. 

Goldrick, Harold, New York City; University of 
Kazan Faculty of Medicine, Russia, 1919; on the 
staff of the New York Polyclinic Medical School 
and Hospital; died Oct. 26, aged 65. 

Goodrich, Joseph Albert, Glenwood, Iowa; North¬ 
western IJniversity Medical School, Chicago, 1905; 
died Oct. 13, aged 85. 

Guthrie, Donald ® Sayre, Pa.; born in Wilkes- 
Barre, June 23, 1880; University of Pennsylvania 
Department of Medicine, Philadelphia, 1905; emer¬ 
itus professor of clinical surgery at the University 
of Pennsylvania Graduate School of Medicine in 
Philadelphia; professor, division of surgery, Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia; gave the Ernest A. Sommer Memorial Lecture 
in Portland, Ore., in 1941 and the Mayo Lecture, 
University of Michigan, Ann Arbor, in 1954; in 
1932 member of the House of Delegates of tire 
American Medical Association; past-president of 
the Medical Society of the State of Pennsylvania, 
of which he was a councilor and trustee; past- 
president of the Alumni Association of the Mayo 
Foundation, Bradford County Medical Society, and 
the New York and New England Railroad Sur¬ 


geons; member of the American Surgical Associa¬ 
tion, Surgical Research Society, Soutliern Surgical 
As.sociation, American Association for the Surgery 
of Trauma, International Society of Surgeons, Royal 
Academy of Medicine, Rome, Conference, Board 
of Physicians in Industry, American Goiter Asso¬ 
ciation, Royal Medical Society, Budapest, and the 
Association of Railroad Chief Surgeons; honorary 
member of the Society of Medicine and Surgery, 
Rio de Janeiro; fellow, and from 1930 to 1952 a 
member of the board of governors of tbe Amer¬ 
ican College of Surgeons; member of the founders 
group of the American Board of Surgery; in 1937 
received the honorary doctor of science degree 
from the Lafayette College, Easton, Pa.; on June 
14, 1956, at tbe 109th annual commencement exer¬ 
cises of the Hahnemann Medical College and Hos¬ 
pital of Philadelphia, was awarded the honorary 
degree of doctor of humane letters; received an 
alumni award of merit in January of this year from 
the General Alumni Society of the University of 
Pennsylvania in recognition of outstanding service 
to the university; member of the surgical staff, 
Mayo Clinic, Rochester, Minn., from 1906 to 1909; 
served on the advisor)^ board, American Journal of 
Surgery; for many years chief surgeon of the Leliigh 
Valley Railroad; founder of the Guthrie Clinic and 
chief surgeon of Robert Packer Hospital, where 
he died Oct. 30, aged 78. 

Heck, Charles Christian ® Syracuse, N. Y.; Uni¬ 
versity of Rochester School of Medicine and Den¬ 
tistry, Rochester, N. Y., 1933; member of the 
Industrial Medical Association; veteran of World 
War II; physician for the state athletic commission; 
served as medical director of the Sjrracuse Uni¬ 
versity athletic department; member of the staff 
of St. Joseph’s Hospital, where he served an intern¬ 
ship; died Oct. 30, aged 54. 

Hedrick, Thomas Wade ® Abilene, Texas; Uni¬ 
versity of Texas School of Medicine, Galveston, 
1916; fellow of the American College of Surgeons; 
on the staffs of St. Ann Hospital, Cox Memorial 
Hospital, and the Hendrick Memorial Hospital, 
where he died Oct. 21, aged 67. 

Hillis, Albert Edward ® Tacoma, Wash.; Univer¬ 
sity of Michigan Department of Medicine and Sur¬ 
gery, Ann Arbor, 1902; specialist certified by the 
American Board of Otolaryngology; fellow of the 
American College of Surgeons; past-president of 
the Pierce County Medical Society; on the staff 
of the Northern Pacific Beneficial Association; 
charter member of the Tacoma Lions Club; died 
in South Pasadena, Calif., Oct. 24, aged 84. 

Horstman, Frank Marion, Northbrook, Ill.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1904; also a 
graduate in pharmacy; formerly on the faculty tif 
his alma mater and the Loyola University School 
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of Medicine in Chicago, wliere he sen'ed as a 
member of the council; for many years on the staff 
of the McKinley High School in Chicago; for three 
years an e.vamining j^hysician for the Chicago, 
Burlington, and Quincj' Railroad; formerly asso¬ 
ciated mth the Augustana Hospital in Chicago; 
died Oct. 27, aged 80. 

Huey, Wilham, Seattle; University of Edinburgh 
Faculty of Medicine, Scotland. 1939; died Oct. 24, 
aged 45. 

Hutchinson, Claribel Merrill, Pasadena, Calif.; 
Woman’s Medical College of the New York In¬ 
firmary for Women and Children, New York Citj', 
1887; died Oct. 26, aged 100. 

Jeppson, John Rufus ® New Rochelle, N. Y.; Jef¬ 
ferson Medical College of Philadelphia, 1923; on 
the staff of the New Rochelle Hospital,- died Nov. 
2, aged 62. 

Jones, Milton Easley ® Ocean City, Md.; Univer¬ 
sity of Maryland School of Medicine and College 
of Physicians and Surgeons, Baltimore, 1915; mem¬ 
ber of the American Urological Association and the 
Ohio State Medical Association; formerly practiced 
in Columbus, Ohio, where he was associated with 
Mount Carmel and Grant hospitals; died in the 
Peninsula General Hospital, Salisbury, Oct. 21, 
aged 70. 

Kinnaraon, Frank ® Concordia, Kan.; Kansas Med¬ 
ical College, Medical Department of Washburn 
College, Topeka, 1912; countjf coroner and health 
officer; for 12 years member of the board of educa¬ 
tion; on the staff of St. Joseph’s Hospital, where he 
died Oct. 9, aged 78. 

Kohler, Delphin William ® Tacoma, Wash.; 
John A. Creighton Medical College, Omaha, 1916; 
member of the American Academy of General 
Practice; service member of the American Medical 
Association; veteran of World War I; retired from 
the Veterans Administration Aug. 1, 1955; formerly 
on the staff of the Veterans Administration Hos¬ 
pital in American Lake; died Oct. 28, aged 70. 

Kolettis, George John ® Gary, Ind.; National Uni¬ 
versity of Athens School of Medicine, Greece, 1915; 
died in St. Mary’s Mercy Hospital Aug. 27, aged 64. 

Lahn, Louis ® Great Neck, N. Y.; born in Nor¬ 
wich, Conn., Aug. 22, 1895; Fordham University 
School of Medicine, New York Citj', 1921; specialist 
certified by the American Board of Obstetrics and 
Gynecology; adjunct professor of gynecology and 
obstetrics at the New York Polyclinic Medical 
School and Hospital; associate in obstetrics and 
g>'necology at the New York Medical College, 
Flower and Fifth Avenue Hospitals; fellow of the 
American College of Surgeons and the Interna¬ 
tional College of Surgeons; practiced in New York 


City, where he was associated with the Flower 
and Fifth Avenue Hospitals, Hospital for Join! 
Diseases, Metropolitan Hospital, and the Bird S. 
Coler Hospital; died in the Wfllfam W. Bachis 
Hospital, Nonvich, Conn., Oct. 30, aged 63. 

Lape, Charles Pearley, Buffalo; Hahnemann Med¬ 
ical College and Hospital of Philadelphia, 1909; 
member of the Medical Society of the-State of 
New York; specialist certified by the American 
Board of Radiology; a charter member of the 
Buffalo Radiological Society; served on the staff 
of the Millard Fillmore Hospital; died in Portland, 
Maine, Oct. 13, aged 75. , 

MacLiesh, Henry, Brooklyn; Medizinische Fakiiltiit 
der Universitat, Vienna, Austria, 1925; on the staff 
of the Unity Hospital and Adelphi Hospital; died 
in the Mount Sinai Hospital, New York City, Aug. 
3, aged 57. 

McCuskey, John Fulton ® Clarksburg, W. Va,; 
born in Hingham, Mass., April 6, 1910; Northwest¬ 
ern University Medical School, Chicago, 1937; 
specialist certified by the American Board of 
Urology; member of the American Urological As¬ 
sociation and the Southern Medical Association; 
from 1953 to 1956 a member of the council of the 
IVest Virginia State Medical Association; fellow 
of the American College of Surgeons; past-president 
and secretary of the Harrison County Medical So¬ 
ciety; during World War II was assigned to the 
106th Station Hospital and served in Italy, Oki¬ 
nawa, and Japan; released from the service in 1946 
with the rank of lieutenant colonel; past-president 
of the staffs of St. Mary’s and Union Protestant 
hospitals; aged 48; died Oct. 30. 

Marra, Frank Paul ® Schenectady, N. Y.; Albany 
(N. Y.) Medical College, 1927; member of the 
American Academy of General Practice; served as 
city councilman; died Oct. 25, aged 54. 

Monroe, Alvin Henry, Elmira, N. Y.; Syracuse 
University College of Medicine, 1909; an associate 
member of the American Medical Association; 
served as medical examiner for the Chemung 
County Draft Board during World Wars I and II 
and served as health officer for the town of South- 
port; for many years county coroner; associated 
with the Arnot Ogden and St. Joseph’s hospitals; 
died Oct. 23, aged T7. 

O’Malley, William P., Milwaukee; University of 
Wisconsin Medical School, Madison, 1928; mem¬ 
ber of the American Academy of General Practice; 
veteran of World War I; past-president of the 
Wauwatosa Kiwanis Club; on the staff of the 
Milwaukee Hospital; died Oct. 28, aged 60. 

Op de Beeck, Fernand G. P., Montvale, N. J.; UoF 
versteit Gent Faculteit der Geneeskunde, Belgium, 
1902; died Sept. 3, aged 83. 
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Ostficlcl, E. Vaughn, Pittsburgh; University of 
Pittshurgh School of Isleclicine, 195S; intern at the 
Presbyterian Hospital; found dead at her summer 
cottage near Confluence Dam, Sept. 28, aged 29. 

Paul, Robert Cliflord ® Wooster, Ohio; University 
of Wooster Medical Department, Cleveland, 1892; 
served on the draft board during World Wars I 
and II; past-president and secretary of the Wayne 
County Kicdical Society; on the staff of the Wooster 
Community Hospital; died Oct. 28, aged 97. 

Powers, Edward Shaqr ® North Hollywood, Calif.; 
Washington University School of Medicine, St. 
Louis, 1935; veteran of World War H; associated 
with St; Joseph Hospital in Burbank and the Good 
Samaritan Hospital in Los Angeles; died at the 
International Airport in Inglewood Oct. 23, aged 
50, while awaiting a plane for a vacation trip to 
Me.'cico. 

Robison, E. Waid, Dallas, Te.xas; Baylor University 
College of Medicine, Dallas, 1926; veteran of World 
War II; served on the staffs of the Veterans Ad- 
ministi-ation hospitals in Waco and Bonham; asso¬ 
ciated with the Taylor Clinic; aged 59; died Oct. 8. 

Schauffler, Robert McEwen ® Kansas City, Mo.; 
Columbia University College of Physicians and 
Surgeons, New York City, 1896; fomierly on the 
faculty of the University of Kansas School of Medi¬ 
cine in Kansas City, Kan.; past-president of the 
Jackson County Medical Society; member of the 
American Orthopaedic Association, Clinical Ortho¬ 
paedic Society, and the American Academy of 
Orthopaedic Surgeons; fellow of the American 
College of Surgeons; for many years on the staff 
of the, Children’s Mercy Hospital; died in the Re¬ 
search Hospital Oct. 30, aged 87. 

Seibert, Daniel Glenn, Jackson, Mo.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 
1901; for many years on the school board; died in 
the Southeast Missouri Hospital, Cape Girardeau, 
Oct. 3, aged 81. 

Smith, Thomas'Elmo ® Independence, Kan.; Kan¬ 
sas City (Mo.) Medical College, 1904; served as a 
member of the state legislature; vice-president and 
director of the Independence State Bank; on the 
staff of the Mercy Hospital, where he died Oct. 21, 
aged 80. 

Sturdivant, Burton Barrett, West Union, W. Va.; 
Maryland Medical College, Baltimore, 1912; county 
health officer; during World War I was a member 
of the medical corps of the U. S. Army and served 
overseas as regimental surgeon of the 540th en¬ 
gineers with the rank of captain; died in Winston- 
Salem, N. C., Oct. 31, aged 71. 

Van Arsdall, Condit Brewer ® Harrodsburg, Ky.; 
Johns Hopkins University School of Medicine, 
Baltimore, 1902; for many years served on the 


board of education and 14 years as chairman; 
served as president and secretary of Mercer County 
Medical Society; for many years president of the 
Harrodsburg Historical Society; served eight years 
as a member of the board of directors of the Good 
Samaritan Hospital in Lexington; member of the 
staff and board of trustees of the James B. Haggin 
Memorial Hosjjital, where he died Oct. 25, aged 83. 

Whetstone, Adair K. ® Sylacauga, Ala.; Birming¬ 
ham Medical College, 1914; received the Good 
Citizenship citation of the Civitan Club; voted 
“Man of the Year” by the Chamber of Commeree; 
on Aug. 2, 1953, Sylacauga observed “Dr. Whet¬ 
stone Day” to pay tribute to him for his service to 
this section; church services as well as a city-wide 
afternoon meeting honored him and at that time 
three Dr. Whetstone Seholarships were established 
for the Sylacauga’ Hospital School of Nursing; on 
the staffs of the Drummond Fraser Hospital and 
tlie Sylacauga Hospital, where he died Oct. 19, 
aged 80. 

Wilson, Harry Franklin ® Columbia, S. C.; born in 
Bowman Aug. 23, 1904; Medical College of South 
Carolina, Charleston, 1928; veteran of World War H 
and was awarded the American Defense, Armed 
Forces Reserve, American Theater, Asiatic-Pacific 
Theater with two battle stars, Victory, Occupa¬ 
tional (Japan), and the Philippine Liberation cam¬ 
paign ribbons for Army service; in 1951 was 
awarded the Cross of Military Service of the United 
Daughters of the Confederacy; since 1949 director 
of the division of laboratories of the state health 
department and formerly served as director of 
industrial health; formerly health officer of Horry 
County, Beaufort County, and the Dillon-Marion 
Health Dishlct; died in the Veterans Administra¬ 
tion Hospital Oct. 23, aged 54. 

Woodcock, Lee Bames, Sedona, Ariz.; Medico- 
Chirurgical College of Philadelphia, 1898; died 
Oct. 24, aged 87. 

Woods, Ernest Arthur ® Ashland, Ore.; University 
of Minnesota College of Medicine and Surgery, 
Minneapolis, 1899; specialist certified by the Ameri¬ 
can Board of Otolaryngology; past-president and 
secretary of the Southern Oregon Medical Society; 
past-president of the Jackson County Medical So¬ 
ciety; formerly member of the council of the Oregon 
State Medical Society; served as a member of the 
city council; company surgeon for Soutliern Pacific 
Railroad; served on the staff of the Community 
Hospital; died Oct. 12, aged 83. 

Wylie, Robert Lawson ® Scotts Hill, Term.; Uni¬ 
versity of Tennessee Medical Department, Nash¬ 
ville, 1906; for 46 years president of the Farmers 
State Bank; on Oct. 14,1950, honored on “Dr. Wylie 
Day” and his friends presented him with a new' 
automobile; died Oct. 11, aged 81. 
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AUSTRIA 

Iron-Deficiency Anemia.—At the meeting of tlie 
Society of Physicians in Vienna on Nov. 7, Drs. 
A. Stacher and J. Bohnel said that iron tablets do 
not always agree vith the patients and are not 
always absorbed properly. Intravenous injections 
sometimes cause thrombosis and other side-effects. 
Diey treated a series of 47 patients, of whom 17 
had essential hj'pochromic anemia, 16 posthemor¬ 
rhagic anemia, 9 anemia caused by infech'on and 
tumors, and 5 postoperative anemia with intra¬ 
muscularly administered iron-de.vtran complex 
(Myofer) and found that tlie hematopoietic effect 
of the drug v’as equal to tliat of intra\'enous injec¬ 
tions. These results were corroborated in some 
patients by constant control of the iron content in 
tlie serum. In patients vath anemia caused by in¬ 
fections or tumors in whom no concomitant true 
iron-deficiency due to hemorrhages was present, no 
significant improvemeni could be achieved while 
the otlier tjqies of iron-deficiency anemia showed 
excellent remissions with the intramuscular treat¬ 
ment. 

Treatment of Neuralgia.—A the same meeting Dr. 
F. Bodart reported on a series of 28 patients vath 
neuralgia due to involvement of nerve roots, chiefly 
sciatica, whom he treated witli intrathecal injec¬ 
tions of prednisolone. Nine of the patients became 
free from pain and remained so. In the rest the 
reaction was of short duration. Meningism as a 
side-effect sometimes occurred. Tliis treatment was 
considered a valuable addition to the measures 
hitlierto used. 

Dissemination in the Course of Eczema.—At tlie 
same meeting Dr. W. Lindemayr reported on the 
clinical aspect and the course of tlie dissemination 
reaction observed in 100 patients with generalized 
eczema which had spread from an initially circum¬ 
scribed lesion. On tlie basis of intracutaneous and 
epicutaneous tests uith bacterial and fungus aller¬ 
gens and epicutaneous tests witli contact allergens 
M'hich possibly have an additional effect, the speaker 
concluded that the dissemination reactions should 
be ascribed to an allergy against autoantigens. Tlie 
evidence indicates that these autoantigens develop 
in the primary focus under the influence of bac¬ 
teria and fungi. 

Anemia and Geopliagia.—At tlie meeting of tlie 
Society of Physicians in Vienna on Nov. 14, Dr. 
H. G. Weippl said tliat geophagia has long been of 


interest only to the psychiatrist, but it is coming to 
be of interest to roentgenologists and pediatric 
hematologists as well. Four children, their ages 
ranging from 1 to 2 years, writli geophagia and 
severe hj'pochromic anemia were observed. Tlior- 
ough examination, especially of tlie serum iron 
level, revealed iron-deficiency as the cause of the 
anemia. When geophagia was no longer present 
and the children were given iron therapy, immedi¬ 
ate improvement of the anemia was noted. Even 
without iron tlierapy a gradual improvement could 
be seen. Tlie obsessive eating of abnormal objects 
is rare in Europe, and tlie geophagia in children of 
this age is considered a benign, temporaiy' disturb¬ 
ance which does not reflect a disturbed mental 
development. 

BRAZIL 

Diagnosis of Syphilis.—At the meeting of the Sao 
Lucas Medical Society of Sao Paulo in October, 
Dr. Luiz Migliano reported that a series of 523 pos¬ 
itive Migliano microreactions agreed with the re¬ 
sults of the standard and presumptive Kahn test on 
the same serums, and a series of 16,761 negative re¬ 
actions agreed with the results of Kahn, Meinik, 
and Wassermann tests. The simplicity of the tech¬ 
nique of the Migliano’s reaction and the fact that 
a minimum of material is necessaiy for its perform¬ 
ance makes it of great use for routine examinations. 

Operations for Pelvic Cancer.—Dr. Azael Leistner 
{Revista de nwdicina e cirurgia de Sao Paido, July, 
1958) performed 15 pelvic e.xenterations (10 total 
and 5 partial) for carcinoma of the uterine cervix, 
vulva, rectum, and bladder, with local metastases 
to the lymph nodes. Most of the patients had been 
previously operated on or had received roentgen 
and radium therapy with unsatisfactoiy results. 
Dr. Leistner made 13 temporary' cutaneous ureter¬ 
ostomies (he does not advise ureterosigmoidosto- 
mies because of the danger of stenosis, infection, and 
acidosis), 2 ileocecal bladder reconstructions, and 
1 ureteroileosigmoidostomy', which should be per¬ 
formed in patients in whom the cancer is suppos¬ 
edly' cured. Tlie total volume of whole blood used 
during the operation was from 1.5 to 3.8 liters. In 
one patient he suspended the bladder and made 
the abdominopelvic separation with a graft of the 
fascia lata, with e.xcellent results. .In another, he 
peritonealized the pelvis sutoing tlie anterior pari¬ 
etal peritoneum to the posterior peritoneum. There 
were five deaths in the late postoperative period 
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(3rd, 4th, 5th, and 10th inontlis) and seven in the 
immediate postoperative period. One patient was 
in good condition wlicn last seen 6 montlis after 
operation and another 23 months after operation. 
The adverse results were probably due to the fact 
that in many cases the operation was done for 
palliative reasons (in patients with urinary and 
fecal fistulas). The author believed that the oper¬ 
ation should be done only when there is adequate 
equipment and a well-trained surgical staff. 

Surgical Treatment of Goiter.—Dr. R. A. Santos 
{Revista pauUsta dc mcclicim, vol. 53, 1958) oper¬ 
ated on 303 patients with thyroid diseases; 185 
(61.1%) with simple goiter, 110 (36.3%) with toxic 
goiter, 4 (1.3%) with tuberculous thyroiditis, and 
4 with other conditions. Of the 50 patients whose 
basal metabolism was determined, in 33 with dif¬ 
fuse toxic goiter the metabolic rate averaged 128, 
and in 17 with nodular toxic goiter the rate aver¬ 
aged 130. The patients with diffuse goiter pre¬ 
sented the highest and the lowest increases in 
metabolic rate, since the hyperthyroidism of this 
tj^re of goiter responds rapidly to chemical treat¬ 
ment and ser'eral patients had undergone previous 
medical treatment with iodine. Further spontaneous 
remissions may occur. 

In the 110 patients with to.xic goiter, 111 opera¬ 
tions were performed. There were three deaths, or 
a fatalih' rate of 2.7%, and several patients pre¬ 
sented complications. Three suffered a thyrotoxic 
crisis in the immediate postoperative period. One 
of these patients who had been operated on before 
the introduction of the hibernotherapy died, and 
another, treated by hibernation, recovered promptly 
from a tliyroto.xic crisis. The tliird patient of tliis 
group died a few hours after operation. Tetany 
occurred in only one patient (on the fifth day after 
the operation), the crisis having been successfully 
treated with only calcium and vitamin D. The au¬ 
thor believes that, as a rule, no other drugs are 
needed. Chvosteks and Trousseau’s signs were not 
looked for, the first being almost always present 
in the first days after operation and therefore with¬ 
out special significance. Hyperthyroidism in the 
last postoperative period occurred in four patients, 
one of whom had uncontrollable vomiting. Hyper¬ 
thyroidism was much less frequent in patients with 
simple goiter—one case in the 185 patients. There 
was no case of aggravation of e.xophthalmus after 
the operation, but a few patients had slight hemor¬ 
rhages. 

Plastic Surgery of the Esophagus.—Dr. O. M. Dan- 
tas reported to the Associacao Paulista de Medicina 
a series of 16 patients with cancer of the esophagus 
in whom a total reconstruction of tire organ was 
performed in 15 by using a portion of the colon 
and in one by using a portion of the stomach. In 
Rvo patients whose tumor was situated in the 


lower third of the esophagus the route of access 
was a transdiapliragmatic thoracolaparotomy, but 
the author considers this a bad route, in view of 
the difficulties caused by the thoracopulmonary 
dynamics, mainly from the section of the dia¬ 
phragm. From the technical standpoint this is a 
good route, as it widely exposes the lower third 
of the esophagus, permitting easy handling of the 
stomach and colon. For total esophagectomy, how¬ 
ever, this route is unsuitable, since the separation 
of the esophagus at the level of and above the 
aortic arc causes dangerous reflexes. The placing 
of the colon in the thoracic cavity reduces the pul¬ 
monary capacity and causes compression of the left 
bronchus, hindering the elimination of secretions 
and favoring the occurrence of atelectasis. Too long 
an e.xposure of the pleural cavity with the lung 
collapsed favors the occurrence of pulmonary com¬ 
plications. These reasons led the author to abandon 
this route. 

In three patients whose tumor was situated on 
the middle third of the esophagus, the operation 
was performed in two stages. In the first, a right 
thoracotomy, esophagectomy, closure'of the thora¬ 
cotomy, left laparotomy, distal section of the esoph¬ 
agus, gastrostomy, and cervical esophagostomy 
were accomplished. In the second a laparotomy 
for the closure of the gastrostomy,, cologastroanas- 
tomosis, and left thoracotomy for the interposition 
of the colon with cervical colostomy were per¬ 
formed. As the interposition of the colon through 
the hemithorax was considered inconvenient, the 
author tunnelized the anterior mediastinum for the 
interposition of the colon. He believed that by this 
procedure the colon or the stomach, when placed 
in the anterior mediastinum, did not interfere with 
the function of the heart and tlie large vessels and 
was more easily tolerated by the lungs than when 
placed in the thoracic cavity. All the patients on 
whom this route was used had an uneventful post¬ 
operative course. The experience of tire author with 
tlie mediastinal tunnelization led to its use for all 
esophageal tumors. It was even possible in several 
patients to perform the operation in one stage. 
From the point of view of the route of access, the 
author recommends tunnelization for the recon¬ 
struction of the esophagus. As complications of this 
procedure, abscess of the mediastinum, due to in¬ 
sufficient length of tire colon and obstruction by 
compression of the colon against the sternal manu¬ 
brium, were observed. 

Labor After Previous Cesarean Section.—Dr. Mar- 
tiniano Fernandes (Revista de ginecologia e dob- 
stetricia, vol. 52. 1958) reported a series of, 1,515 
deliveries by cesarean section. Of these, 210 pa¬ 
tients had had a previous cesarean section and in 
33 a trial of natural delivery resulted in dehiscence 
of the uterine scar. The good results of the trans- 
pelvic spontaneous deliveries observed in about 
33% of the authors patients indicated the possibili- 
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ties of a trial at labor provided tlie patients are 
carefully selected. Contraindications of such a test 
may be ascertained by hysterography performed 
four months after cesarean section to discover faults 
in the scar. As most of the patients in this series 
presented obstetrical emergencies, the maternal 
death rate was 15% and the fetal death rate was 
39.3%. The following conditions sliould be fulfilled 
for the best treatment of such patients; (1) roent- 
genographic proof of fetopelvic compatibilit)', (2) 
an easily dilatable cervix, (3) vertex presentation, 

(4) engagement of the head in the cervical canal, 

(5) nomial uterine dynamics, and (6) absence of 
pain in the region of tlie surgical scar during the 
uterine contractions. In such patients the perform¬ 
ance of version by external maneuvers, extractions, 
the application of forceps except at the end of the 
deliveiy, use of o.xytocics, and Kristeller’s maneuver 
are definitely contraindicated. 


FRANCE 

Coronary Ai*teriography.—At a meeting of I’Acade- 
mie Nationale de Medecine, C. Arnulf of Lyon 
stated that he was able to inject a contrast medium 
into the ascending aorta during the cardiac pause 
induced by acetjdcholine and lasting about nine 
seconds. By this means he obtained excellent roent¬ 
genograms of the coronary arteries first in e.xperi- 
mental animals then in man without any untoward 
effects. This procedure is of value in localizing dam¬ 
age to the coronaries prior to surgical treatment. 

Bronchogenic Cancer.—F. Denoix and co-workers 
(Bulletin de Vassociation Frangaise pour Vetude du 
cancer, vol. 45, 1958) analyzed a series of 602 pa¬ 
tients with bronchogenic cancer. They confirmed 
the existence of a correlation betu'een tliese can¬ 
cers and smoking. Other factors included chronic 
bronchitis, poor oral hygiene, inhalation of poison¬ 
ous gas in ^Vo^ld IVar I (even among nonsmokers), 
and heary consumption of coffee. It is not yet 
known whetlrer the benzopyrine in coffee is re¬ 
sponsible for an increased incidence of lung cancer 
in coffee drinkers. 

Respiratory Allergies in Children.—R. Mande and 
co-workers (Annales de pediatrie, July, 1958) stud¬ 
ied the allergenic action of house dust. Sensitivitj' 
to house dust was obseiv’ed even in infants 6 
months old. It was manifested by spasmodic or 
catarrhal rhinitis, fits of coughing, and typical asth¬ 
matic attacks. It was aggravated by tonsillectomy. 
•An eosinophilia of 4 to 20% was obserr^ed and 
eosinophils were found in the bronchial secretions. 
In a series of 154 children treated by desensitizing 
injections, 1.9% were not benefited, 11.7% obtained 
partial improvement, and 86.4% were completely 
relieved. 


Suppurative Adenitis due to BCG Vaccme.-R. 
Mande and co-workers (La revue de la tuhercuM. 
vol. 3, 1958) found tliat in a series of 29,898 per¬ 
sons vaccinated with BCG vaccine, 96 developed 
suppurative adenitis, 48 of whom were less than 2 
years old. The lesions appeared three months after 
vaccination; 26 involved more than one node. Tliero 
were no sev'ere reactions and recovery' occurred in 
two or three months without treatment. In the 
children under 2 this complication was seen less 
frequently in those vaccinated by scarification than 
in those vaccinated by intradermal injection. 

INDIA 

Demenb'a Paralytica.—A, V. Eao (Current Malicnl 
Practice, vol. 2, September, 1958) reported that 
33 (or 5%) of 661 consecutive new patients ad¬ 
mitted to the Government Mental Hospital in 
Madras in 1954-1955 had dementia paralytica and 
in 1956 the incidence of this disease among new 
admissions was 3%. Among the 33 patients the 
liighest age incidence was in the third and fourtli 
decade; 2 patients were over 50 and 1 was only 20. 
Eleven of the patients had been mental rvorkers 
and 11 had been manual laborers; 16 had pupillaiy 
abnormalities, in S of whom the typical Arg}’ll 
Robertson pupil was seen while in 7 others in¬ 
complete Argyll Robertson pupils were noted. Ir 
one patient the pupils were dilated. Two had choro- 
idoretinitis and two of the three patients with 
taboparesis had bilateral optic atrophy. Speech 
disturbances were present in 25 patients and con 
sisted of slurring, anarthic mutism, nominal aphasia, 
palilalia, and echolalia. Twenty' two of the patients 
had tremor of the tongue; 23 had tremor of th( 
fingers; 4 developed convulsions; and hemiplegif 
was observed in 3. Associated tabes dorsalis wa: 
seen in tluee who also had Argy'll Robertson pupils 
Aural hematomas were seen in four patients, On( 
had marked clubbing of the fingers in both hands 
Two had spontaneous fractures involving both 
femurs due to osteoporosis and some had loss oi 
weight. Only 11 had grandiose ideas and only 2 ol 
these showed expansive megalomania. The simple 
demented type was seen in another 11; 5 showed 
acute maniacal excitement; 3 had chronic excite¬ 
ment; 2 showed depression; and 1 had auditory 
hallucinations. Loss of memory was common and 
so was insomnia. Four patients had Korsakoffs 
psychosis. Enlargement of tire aortic shadow was 
seen in tire chest roentgenograms of five patients. 
One had clinically recognizable aortic regurgitation 
and anotlrer had aneurysm of the ascending aorta. 
The spinal fluid gave a positive Wassermann re¬ 
action with a paretic type of colloidal gold curve 
in all patients. The blood and spinal fluid were 
serologically positive in 25. 
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UNITED KINGDOM 

The Mind and the Machine.—The Nuffield Founda¬ 
tion has made a grant of $95,200 to the department 
of anatomy, University College, London, for the 
construction of a new computer which resembles 
the nervous system of an animal. This latest de¬ 
velopment in tile study of the mind is based on the 
work of Prof. J. Z. Young on the learning mecha¬ 
nism of the octopus, which has remarkable ability 
to classify what it sees. Its skill in recognizing shapes 
depends on two sets of neurons that continually re- 
acti\'ate each other. If one set is put out of action, 
the octopus loses recent memories and only slowly 
learns any new classification, but its memory for 
old shapes is unaffected. It therefore seems that one 
of these sets forms the memory store, while the 
other is the printing device which inscribes new 
shapes on the memory. The arrangements by which 
the two parts arc connected uath each other have 
been worked out in detail. They involve several 
networks of nerve fibers, apparently a randomizing 
system allowing the possibility that each point in 
one lobe may be connected uath any iioint in the 
next. It is to test these hypotheses that tlie new 
computer is to be built. It will consist of about 
4,000 identical units, each of which will be an elec¬ 
tronic analogue of a single neuron and its synaptic 
terminals. It is believed tirat in an animal informa¬ 
tion is stored at the synapses between neurons and 
that tlie receipt of nen'e impulses changes the trans¬ 
mission power of the SNTiapse, The units in the com¬ 
puter will be constructed to perform in the same 
way and thus give the computer a memor}'. 

The networks will be trained to recognize shapes 
held in front of the computer s model eye. As each 
different shape is presented to the eye a different 
sound will be made in the machine’s model ear. If 
the training is effective, the computer will be able 
to emit ,tlie appropriate sound when the shape is 
brought into its field of vision. It should also be 
within the range of the new computer to simulate 
the learning of the alphabet and the numerals and a 
limited number of more complex shapes which 
might even include human faces. The output stage 
will control tlie movement of levers that could sim¬ 
ulate the movements of animals, the production of 
ivriting by man, or the generation of recognizable 
speech sounds. The computer should be finished by 
the end of 1960. 

Trichomonal Vaginitis.—Of the compounds avail¬ 
able for the local treatment of trichomonal vaginitis 
phenylmercuric dinaphthylmethane disulphonate 
is preferable to other preparations, being effective, 
free from toxic reactions, and acceptable to the pa¬ 
tient, according to Murrell and Gray {The Practi¬ 
tioner 181:611, 1958). This conclusion is based on 
their findings in a series of 125 patients, in 118 
(94%) of whom the vagina was microscopically 
cleared of tnehomonads at some stage during the 


trial. In 72 patients (60%) swabs from the vagina 
were negative for trichomonas after two weeks. Re¬ 
lapses or reinfestations occurred in 70 patients 
(56%) on at least one occasion: 29 ( 23%) of these 
patients defaulted at least once. Clinically, the end- 
results were classed as good in 97 patients (78%) 
and poor or failures in tlie rest. No intolerance or 
local sensitivity was encountered in any of the pa¬ 
tients treated. In patients with heavy infestation, 
the vagina was swabbed under direct vision wntli 
an aqueous solution of the drug. The patients were 
instructed to insert two iiessaries of the drug high 
in the vagina every night for two weeks, but to re¬ 
turn in one week for progress to be assessed. In 
most patients treatment was continued witli one 
pessary nightly for a further minimum jieriod of 
four weeks, increasing to two pessaries at menstrual 
periods. Only those witli a clinical urethritis ac¬ 
companied by a positive urethral smear were given 
local treatment of the urethra: 60 ml. of a urethral 
jelly containing 0.1% of the drug, introduced by 
means of a tube fitted witli a suitable nozzle. This 
procedure was repeated when necessary at subse¬ 
quent visits. 

Recurrent Stys.—Recurrent stys should be treated 
by an antibacterial ointment applied to both the 
nose and eyes, according to P. VV. M. Copeman (Lan¬ 
cet 2:728, 1958). Tin's conclusion was based on the 
high incidence of Staphylococcus pyogenes var. 
aureus in the anterior nares of patients witli re¬ 
current stys. In a series of 18 patients with less than 
one sty a year, this organism was isolated from tlie 
nares in 8—an incidence of 44% of nasal carriers, 
which is similar to that in tlie general population. 
The comparable percentage in 36 patients witli re¬ 
current stys was 94. In most of these patients 
the application of a neomycin-bacitracin ointment 
to the nares was sufficient to break the run of stys, 
but in some it was also necessary to apply the oint¬ 
ment to tlie eyelids. It was therefore recommended 
that such an ointment be applied to the nares and 
the eyelids four times a day for 10 days, followed 
at biweekly intervals by courses of 7 days’ treat¬ 
ment. This is frequent enough to prevent recoloni¬ 
zation of tlie nares. 

Physicians’ Cathedral Window.—The Guildford di¬ 
vision of the British Medical Association is appeal¬ 
ing to the profession for contributions to a fund to 
provide one of the windows in the new Guildford 
cathedral, the nave of which is now nearing com¬ 
pletion. It is believed that American physicians 
who served in or around Surrey in World War II 
may wish to participate in this gracious gesture. 
Donations should be sent to the Doctors’ Cathedral 
Window Fund, c/o The Treasurer, Dr. F. A. 
Belam, 1 Westfield, Epsom Road, Guildford, Sur¬ 
rey. 
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REPORT ON CONFERENCE ON 
STAPHYLOCOCCIC DISEASE 

The National Conference on Staphylococcal Dis¬ 
ease, co-sponsored by the United States Public 
Healtli Ser\ice and the National Research Council, 
which met in Atlanta, Ga., headquarters of tlie 
Communicable Disease Center, Sept. 15-17, was 
attended by delegates from 59 professional organi¬ 
zations and numerous authorities on various aspects 
of the infection problem. 

In tlie opening address, Dr. Leroy E. Burney, 
surgeon general of tlie Public Health Serxace, said 
that tlie purpose of the meeting was to review what 
is known about and to recommend what can be 
done to control staphylococcic infections wliicli are 
acquired by hospital patients. These infections do 
not respond to the penicillin and other antibiotic 
drugs tliat kept them under control until recently. 

The conference delegates agreed that the drug- 
resistant infection is now a problem in practically 
all hospitals tliroughout tlie world. Serious epi¬ 
demics, although infrequent, have occurred unex¬ 
pectedly in many hospitals. 

Usually starting in surgical wards and in nurs¬ 
eries for newborn infants, tlie disease is spread 
through the hospital and out into the communitj’ by 
these patients, many of whom show no symptoms, 
such as boils and abscesses, until after they leave 
tlie hospital. Fear of causing public alarm which 
might deter persons from getting needed hospital 
care has caused some hospitals to attempt to hide 
tlieir problem. However, hospital administrators 
who attended the conference reported a growing 
awareness that open recognition of the problem 
will contribute to its control. 

Because staphylococcus germs are ubiquitous 
and because the drug-resistant strains permeate 
hospitals and their personnel, the prevention of 
serious infection, die delegates agreed, is a matter 
of finding how the dangerous strains are spread 
and building barriers against tliem. Although the 
delegates recognized that contaminated air and 
furnishings could be responsible for spreading tlie 
infection, the prevailing opinion was that personal 
contact is one of the most common causes. Most 
of their recommendations W’ere tlierefore concerned 
with reducing this cause. 

Tlieir major recommendations included the fol¬ 
lowing: 


A sj-mposium on staphylococcic infections seas published in Tbb 
Jocnsi. 1 , March 8, 195S. page 1177. 


1. ' Organization of infection-control committees 
in all hospitals. These committees should have sufR- 
cient authority to investigate infections and estab¬ 
lish and enforce hospital policies. They'should 
include representatives from all services and divi¬ 
sions, all of whom should have a keen interest in 
tlie problem and should meet at regular and fre¬ 
quent intervals. Committee members should be 
responsible for seeing that hospital personnel are 
properly trained in anti-infection procedures and 
that tliese procedures are follow'ed in daily activi¬ 
ties. Local health ofiicials should be asked to serve 
as consultants to tliese committees. The organiza¬ 
tion of infection-control committees by local medi¬ 
cal societies, wdtli representatives from the medical, 
nursing, and housekeeping staffs of all the hospitals 
in the area, w'as considered a necessary supplement 
to the intrahospital committee. 

2. Use of an “infection log” in wdiicli all infec¬ 
tions would be classified and pertinent data re¬ 
corded. This w'ould make it possible to determine 
whetlier infections are increasing and w'ould also 
help the control committee to evaluate the effec¬ 
tiveness of its measures. 

3. A plan for excluding from contact w'ith pa¬ 
tients all personnel wdio have boils or other active 
staphylococcic lesions or who are knowm to be car¬ 
riers of dangerous and epidemic strains. Periodi¬ 
cally, in mu-series for the new'born and at times of 
epidemics in other areas of the hospital, cultures 
should be made from personnel in order to detect, 
remove, and treat dangerous carriers. During epi¬ 
demics, persons found to be carriers of dangerous 
epidemic strains should be removed from contact 
W'ith patients until tliey are free from infection. 

4. A local plan for establishing criteria for the 
discriminate use of antibiotics in medical and siugi- 
cal treatment. Prophylactic use of antibiotics w'as 
considered highly undesirable. 

5. Arrangements to store cultures from staphylo¬ 
coccic infections. This would help tlie hospital to 
trace tlie source of an epidemic if one should occur. 
The length of time these cultures should be stored 
w’ould be decided by the infection-control com¬ 
mittee. 

6. Isolation of infectious patients, particularly 
tliose W'ith pulmonarj' and sian infections, even if 
this means expanding isolation facilities. More em¬ 
phasis on home care, in preference to hospitaliza¬ 
tion, W’as also suggested for patients with minor 
illnesses or witli diseases that make them particu¬ 
larly v'ulnerable to staphylococcic infection. Diag¬ 
nostic and treatment procedures in the hospital 
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was associated witli is^vdiich is the normal barrier to 

■"SVill«i'?.i\iwlJ.l'iPA\ection—sliould be kept to a sensi¬ 
ble minimum. 

7. Special precautions in nurseries for newborn 
infants, such as elimination of o\'ercrowding and 
maintenance of rigid .sanitary standards. Bath¬ 
ing babies immediately after birth with an anti¬ 
septic such as he.xachlorophene ss'as also recom¬ 
mended. Since babies are the principal source of 
spreading the disease into the community, .sample 
sur\’e\’s of families at periodic inters-als after their 
babies has’c been discharged .from the hospital 
were advised. Such surs’eys can be made by tele¬ 
phone, mail questionnaire, or home visit. Early 
detection of nursers'-acquired infection would help 
to prevent further spread. These surs'eys would 
also indicate whether the hospital had an infection 
problem which it had not recognized because of 
the late appeavairce of symptoms. 

8. Development of intcirsive and continuous 
training programs for professional and subprofes¬ 
sional members of hospital staffs. To aid in these 
programs, the delegates recommended that the 
American Hospital Association, the American Medi¬ 
cal Association, and the Public Health Ser\'ice col¬ 
laborate in producing and distributing training 
films and other educational materials. They also 
proposed that the Public Health Service produce 
and distribute svidely to hospitals a manual con¬ 
taining all available information on emdronmental 
disinfection and on the sterilization of equipment, 
linen, and other objects used with patients. 

9. Strengthening of laboratory sers’ices. By the 
phage h'ping process, it is possible to identify dan¬ 
gerous strains of staphylococcus and thus enable 
hospitals to trace the source of infection. However, 
since it is not praeb'eal for many institutions to do 

. this, it was recommended that the Public Health 
Serrace, through its ovm facilities and by assisting 
state and local health department laboratories, 
should aid in performing phage studies, particu¬ 
larly in epidemic situations. 

10. Expansion of research. Areas in which the 
delegates felt more knowledge was needed before 
recommendations could be made included (1) the 
effect of en\f ronmental contamination on the spread 
of infection; (2) desirable features in the desipi 
and construction of hospitals and hospital equip¬ 
ment, as the delegates believed that not enough is 
known about environmental factors in the spread 
of infection to warrant recommending e.xtensive or 
expensive changes in existing sti-uctures; (3) the 
value of making staphylococcic infection a report- 
able disease'. (Several states now require reports 
on all such cases and results in these states will be 
studied.) 

The group also issued strong recommendations 
for basic research to determine why some people 
are more susceptible to infection than others and 


how a person's resistance to it can be strengthened, 
and also to find better methods of treating diseases 
caused by virulent and epidemic strains and ways 
of minimizing the development of drug-resistant 
strains. 

Dr. Burney pledged the Public Health Service to 
do everything within its power to put these and 
other recommendations made by the conference 
into effect. The Public Health Service has already 
taken action on several of these measures. Ap¬ 
plications for grants to carry on research on 
staphylococcic infections are being given priority 
consideration by the Advisory Councils of the Na¬ 
tional Institutes of Health and, through a special 
appropriation of one million dollars ear-marked for 
the study of staphylococcic infection, grants will 
be made this fall to support the most promising 
projects. 

To assist states and communities in the rapid 
identification of epidemics, the Communicable Dis¬ 
ease Center is preparing diagnostic reagents on 
a large scale. The Center has also assumed respon¬ 
sibility for operating the National Reference Center 
for Staphylococcal Phage Tj'ping. Through its 
Epidemic Intelligence Service, the Center makes 
available specially trained physicians and nurses to 
help trace the source of epidemics and bring tliem 
under control. Training programs for laboratory 
and other personnel of state and local health de¬ 
partments have also been e.xpanded by the Center. 

Highlights of some other papers presented at the 
conference are as follows: Dr. R. Keith Cannan, 
chairman of the Division of Medical Sciences of 
the National Research Council, co-sponsor of the 
conference, e-xplained that the councils interest in 
the problem stemmed from its study of the treat¬ 
ment of traumatic injuries, particularly burns. 

Dr. R. E. O. Williams of the Public Health 
Laboratory Service, London, described the experi¬ 
ence of the British, who were the first to isolate 
antibiotic-resistant strains of staphylococcus. He 
reported sample surveys in England which indicate 
that, apart from epidemics, about 5% of clean 
wound operations and 10 to 15% of newborn babies 
develop septic lesions. Describing the “wound 
books” which some English hospitals maintain on 
all operations, he said, “It is our feeling tliat sys¬ 
tems which simply require notification of cases of 
infection are less likely to give complete records 
than those that demand recording of the outcome 
whether infection develops or not.” He also advo¬ 
cated painting the umbilical stumps of newborn' 
babies, a frequent site of infection, with antiseptic 
dye. Summarizing these and other English prac¬ 
tices, he said, “There is no one xvay in which 
staphylococci spread in a hospital and there is no 
one prophylactic method by wb'ch spread can be 
prevented. The routes of infection are numerous 
and probably often devious and the precautions 
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needed are many and complex. . , . Our preventive 
measures have therefore to minimize the endemic 
le\'el, to prevent the emergence of epidemics, and 
to terminate epidemics when they occur.” 

Dr. Robert J. Anderson, chief. Communicable 
Disease Center, Atlanta, cited tire provision of ade¬ 
quate laboratory service, staffed br' well-trained 
bacteriologists and technicians, within the hospital 
and at all levels of organized public health as a 
major need that must be met in order to apply die 
best available methods of controlling die disease. 
Noting that the indiscriminate use of antibiotics in 
medical treatment has been deplored by clinicians 
for years, he said, “The time is perhaps ripe for the 
positive approach—the foiinulation and promulga¬ 
tion of acceptable standards for the discriminate 
use of antibiotics.” 

Dr. Vernon Knight, associate professor of medi¬ 
cine, Vanderbilt University' School of Medicine, 
Nashwlle, Tenn., described studi^ which indicated 
that, after patients have been in the hospital for 
a few days, die staphylococcic strains which they 
normally carry' on their skins or in their noses are 
replaced by die dmg-resistant strains which prevail 
in the hospital environment. After discharge from 
die hospital, the process reverses, widi the normal 
strains replacing the drug-resistant strains. 

Dr. Thomas E. Shaffer, professor of pediatrics 
and prei'entive medicine, Ohio State University 
College of Medicine, Columbus, speaking on out¬ 
breaks of infections in nurseries, noted that diey 
began about 12 years ago in England, subsequently 
occurred in Canada, Australia, and the United 
States, and finally tliroughout the world and were 
characterized in their early stages chiefly by con¬ 
junctivitis and impetigo. “Failure to recognize these 
commonplace and seemingly unimportant lesions 
as forerunners of disastrous epidemics in which 
serious complications have occurred has allowed 
epidemics to progress before control measures ivere 
established,” he said. One particular strain, 80/81, 
is responsible for the majority of these epidemics 
in all parts of the world. 

Dr. Chester W. Howe, associate professor of 
surgery’, Boston University’ School of Medicine, said, 
“In terms of morbidity, prolongation of hospital 
stay, economy, necessity’ for further surgical risk, 
and particularly from the point of view of massive 
contamination of the hospital environment . . . 
postoperative staphylococcal infections are a par¬ 
ticularly important problem in surgery.” Although 
the padiways by which staphylococci gain access 
to a clean wound are not know’n, he reported sug¬ 
gestive evidence which indicates that the majority 
of such infections begin in the operating room. He 
urged extensive study of the problem and said, 
“There is no doubt that its significance is of such 


extent tliat it warrants the expc, 

amount of money and effort wn..., .i,.. ,c- 

quired.” 

Dr. David E. Rogers, associate professor of med¬ 
icine, New York Hospital-Cornell Medical Center, 
New York City’, stated, “In contrast to the e.\peri- 
ence of pediatric and surgical services, staphylo¬ 
coccal infections in non-operated adults on medical 
wards are nonepidemic, occur in a small number of 
patients, and have been relatively constant in inci¬ 
dence for a number of years.” 

Dr. Frederick H. Wentworth, medical director 
of disease control activities, Ohio Department of 
Health, Columbus, cited case histories indicating 
the seriousness of family infections resulting from 
patients carrying tlie disease home from the hos¬ 
pital. In one family, an infant Was discharged from 
the hospital in October, 1954, and soon showed 
symptoms of a hospital-acquired impetigo. From 
then until July', 1958, there has never been a time 
when one or more of the five members of the family 
did not have some infection, and the cost of their 
care, exclusive of hospital bills, has been more 
tlian .$1,500. 

Dr. John E. Blair, bacteriologist, Hospital for 
Joint Diseases, New York City’, pointed out that it 
is not practical for most hospitals to do tlieir own 
phage typing of strains since it is hard to maintain 
die phages and requires highly bained personnel 
to do tlie typing. He advocated the use of regional 
laboratories as means of keeping better control 
over the quality of phages and of assuring the 
consistency of tests. He suggested tliat cultures be 
submitted only on a series of related sources, not on 
isolated cases. 

Dr. John C. Colbeck, chief of semce in. the 
' . » ‘ment, Shaughnessy Veterans Hos- 

; , British Columbia, Canada, sug¬ 

gested tliat small hospitals may afford especially 
good opportunities to study how infections spread. 
“In large hospitals, the possible routes of spread 
are so numerous that the probable method of 
spread is all too often indeterminable. ... It might 
be wise for public authorities to consider the 
establishment of research units, with full laboratory' 
facilities, in tlie smallest hospitals.” 

Dr. Dean A. Clark, general dii-ector, Massachu¬ 
setts General Hospital, Boston, declared tliat hos¬ 
pital-acquired staphylococcic disease is always a 
community’ problem, never limited to the four walls 
of a particular hospital, since many’, if not most, 
infections in patients become apparent only after 
discharge. He urged that hospital administrators 
plan to follow' up at least a random sample of 
discharged patients and make suitable arrange¬ 
ments with their medical staffs, other hospitals in 
the area, and the health department to collaborate 
in such follow-up procedures in order to assure the 
detection of all related cases. » 
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was associated with increased iR-essure in the renal 
veins, 2 had throinhosis of the renal vein, 1 had 
constrictive pericarditis, and 1 had tricuspid 
stenosis. 

Treatment in the nephrotic syndrome should be 
directed toward the edema, to the underlying renal 
condition, and to specific etiological factors when 
these can be determined. At present treatment is 
largely of a nonspecific nature, although with in¬ 
creasing accuracy in diagnosis this will change. 
Salt restriction is designed to prevent edema and 
• to initiate diuresis, and while low-salt diets arc 
widely prescribed, little attention is paid by many 
clinicians to ensuring that these are sufficiently low 
in sodium. Limitation of salt intake is now rela¬ 
tively easy with low-sodinm milk powders. In some 
"'patients with severe and prolonged proteinuria, 
deficiencies of both calcium and potassium may 
occur, witli resulting hone rarefaction and hypo¬ 
kalemia. Both these defects are corrected by high- 
protein diets, with the use of low-sodium milk 
powder, although additional potassium may be re¬ 
quired in the early stages of treatment. The value 
of steroid therapy in the nephrotic syndrome is still 
to be determined. Many have used ACTH or corti¬ 
sone in short courses for from 10 to 15 days, with 
large doses simply as a “diuretic,” and there is little 
doubt that many patients will show loss of weight 
and of edema ^vith this treahnent. 

'Fungus Disease in Northern California. L. A. Rantz, 
. C. Halde, D. Newstrand and D. Kettner. California 
Med. 89:245-249 (Oct.) 1958 [San Francisco]. 

In an attempt to get information concerning the 
importance of fungi as cause of disease in northern 
California, the authors studied specimens from 
superficial lesions, such as hair, skin, and finger¬ 
nails, obtained from 1,544 patients. Potential patho¬ 
genic fungi, particularly Microsporum audouini. 
Trichophyton rubrum, and T. tonsurans, were 
found in 542 specimens. These findings indicated 
that superficial mycotic infections were common¬ 
place but that systemic illness caused by these or¬ 
ganisms was uncommon. 

The authors report on 1,449 patients from whom 
sputum, bronchial and gastric washings, jileural 
fluid, collections of pus, and other clinical materials 
were obtained and studied for systemic fungous 
infections in the department of medicine of Stan¬ 
ford University. Three hundred sixty-one of these 
patients were infected by Coccidioides immitis, 
Nocardia asteroides, Actinomyces bovis, or Cryp¬ 
tococcus neoformans. Most of these examinations 
were made routinely without reference as to whetli- 
er or not the patient was thought to have a mycotic 
disease. Infection by tliese 4 kinds of fungus was 
proved in 8 patients in the whole group in whom 
disease caused by these organisms was considered 
possible. -The incidence would have been greater 


if the source of the materials had been more care¬ 
fully screened. In several of the 8 patients the 
clinical situation suggested mycotic disease. It is 
evident that the routine examination of a large 
number of clinical specimens does not uncover 
many instances of unsuspected systemic fungous 
infection. Candida organisms in large numbers were 
recovered from the sputum, from material obtained 
on nasopharyngeal and vaginal swabs, and from 
stools of a considerable number of patients, many 
of rvhom had received antimicrobial therapy. It was 
nearly always difficult to assess the role of these 
fungi in the causation of various manifestations of 
the patient’s illness. In no case- was pulmonary 
candidiasis definitely diagnosed, and in only 3 cases 
was there positive evidence of disseminated infec¬ 
tion caused by these organisms. Candida organisms 
of various species are often recovered from clinical 
materials, but the role they play in the causation 
of disease is always difficult to ascertain. Serious 
infection by this group of organisms is most likely 
to occur in debilitated persons who have received 
antimicrobial therapy. 

Lymphogranuloma Venereum: A Review of 61 
Cases. D. Erskine. Brit. J. Ven. Dis. 34:163-165 
(Sept.) 1958 [London]. 

Tliis report is concerned with 61 male patients 
who were treated for lymphogranuloma venereum 
in the Seamen’s Hospitals, London, between 1950 
and 1957. With a few exceptions, they were ad¬ 
mitted to hospital for treatment, Most of them 
presented in the venereal diseases department with 
a swelling in the groin; only a few were referred 
from the casualty department or from the surgeons, 
and consequently the author did not see the divers 
manifestations of this condition. In only 4 patients 
were transitory primary lesions detected. With one 
exception, all the patients were probably infected 
overseas, although not all gave a history of risk 
of infection, and tliey would often have passed the 
initial phase before presenting with a bubo. In 
some cases language difficulty, and in otliers the 
patient’s lack of observation, may account for the 
absence of reported initial lesions. 

The author suspects that some patients, in whom 
genital herpes, balanitis, and nonspecific urethritis 
were diagnosed at his clinic, may have later pre¬ 
sented themselves with buboes at other clinics. He 
recalls one patient who reported with 3 tiny erosive 
ulcers in the coronal sulcus; there was no glandular 
enlargement, and a diagnosis of genital herpes was 
made, because routine investigations such as tlie 
Frei test were negative. The serologic complement- 
fixation test was reported positive to dilution 1:96 
after the patient had left the clinic cured of his 
herpes a few days later. He returned 3 months 
later with a recurrence of the genital herpes and 
now the inguinal nodes on the left were enlarged 
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The Frei test was strongly positive, and the lym¬ 
phogranuloma complement-fi.xation test was posi¬ 
tive to dilution 1:144. It seems that a positive Frei 
test may be slower in developing tlian the serologic 
reaction, and one doubtful or negative test should 
not be considered final in the early stages of sus¬ 
picious lesions. The incubation period of the bubo 
averaged 5 u'eeks. 

Thirty-two of the 61 patients were treated with 
Terramycin, which the author considers to be the 
drug of choice—21 with two 10-day courses, sepa¬ 
rated by a 7-day interval (total 4 Gm.), and 11 with 
one course (20 Gm.). Nine patients were treated 
with sulfonamides alone, 6 with sulfonamides and 
Aureomycin, 7 with Aureomycin alone, and 7 with 
3 courses of various combinations of sulfonamides 
and tetracyclines. The clinical response was satis¬ 
factory in 51 of the 61 cases. The significance of 
this clinical cure in relation to absolute cure is 
difficult to assess. The reversal of the serologic 
reaction was delayed, although, when it was pos¬ 
sible to check the complement-fi.xation test a year 
or so later, reversal was found in the majority of 
patients in whom 2 or more courses of treatment 
had been given. 

Anuria Complicating the Treatment of Leukemia. 
R. A. Kritzler. Am. J. Med. 25:532-538 (Oct.) 1958 
[New York]. 

Urinary suppression due to precipitation of urate 
in the urinary outflow tract occurs in leukemia more 
frequently, particularly after vigorous chemotlier- 
apy, than is generally appreciated, and presents a 
hazard that should not be ignored. The author 
reviews previously reported data on this problem 
and presents 3 new cases of which 1 was a case of 
acute leukemia. The first of the 3 new cases con¬ 
cerned a 65-ye3r-old woman, in whom anuria and 
uremia were due to blockage of tire ureters and 
renal pelves by urates e.xcreted in increased 
amounts, presumably as a consequence of treat¬ 
ment with radioactive phosphorus. Fluid intake at 
the time of treatment was not sufficient. A diuresis 
followed pyelostomy. The precise cause of death 
was not clear. 

The second case concerned a fiS-year-old man, in 
whom anuria and moderately severe uremia oc¬ 
curred during the 10th week of a gradual fall in 
leukocytes while chlorambucil was given. Diuresis 
and recover)^ followed ureteronephrostomy and re¬ 
moval of urate precipitate on one side. Leukemic 
or nonleukemic renal failure seems e-xcluded by 
the fact tliat prior to tlie anuria the patient re¬ 
ceived a course of trietliylene melamine without 
renal complications, and later, when a course of 
chlorambucil was repeated with adequate fluid 
intake, there was no oliguria, crystalluria, or sig¬ 
nificant rise in the blood urea nitrogen level. The 


anuria is considered to have been a complication of 
therapy, probably precipitated by dehydration due 
to hot weather. 

The third patient was a 41-year-old woman, in 
whom a number of factors contributed to the de¬ 
velopment of acute anuria. At tlie time treatment 
was begun there had been high fever and vomiting. 
The pretreatment serum nonprotein nitrogen eleva¬ 
tion was probably due in part to dehydration and 
in part to renal insufficiency associated with leu¬ 
kemic infiltration of the kidney. The recorded fluid 
intake during the first daj'S of cortisone treatment 
appeared inadequate. The fall of circulatory leuko¬ 
cytes from a high level was e.xtraordinarily pre¬ 
cipitous. The blood uric acid level reached 35 mg. 
per 100 cc. 

Data on the 3 cases described and on the 7 
previously reported are tabulated. All but 2 of the 
patients were over 50 years of age. Nine of the 10 
patients had chronic leukemia (6 myeloid, 3 Ijun- 
phatic). In all instances the number of circulating 
leukocytes was high before treatment was begun 
and was considerably lower at the onset of anuria. 
The interval from the beginning of treatment to 
the development of oliguria was short (2 or 3 days) 
in some cases and long (62 days) in others. The 
mortality from this complication was high; only 2 
patients survived. 

The author feels that the following factors are 
contributory to the development of this rare com¬ 
plication: (1) age, the 5th and 6th decades; (2) high 
urinary output of urate and tendency to calculus 
formation in the untreated patient with leukemia; 
(3) further increase in urinary urate e.xcretion due 
to destruction of large numbers of leukocytes or to 
inhibition of the formation of leukocytes and asso¬ 
ciated incorporation of purines by the therapeutic 
agent; and (4) dehydration and inadequate volume 
of urine. It is advisable to recommend a high fluid 
intake to all patients %\4th leukemia during the first 
few weeks of any kind of therapy directed toward 
reduction of the mass of leukemic cells. 

Frequency and Classification of Glucosuria in Older 
Hospital Patients without Marked Symptoms of 
Diabetes: Frequency of Diabetes in Medical De¬ 
partment. J. Pedersen and N. I. Nissen. Ugesk. 
Ireger 120:1319-1323 (Oct. 2) 1958 (In Danish) 
[Copenhagen]. 

In 10% of 260 afebrile patients, aged over 50 
years, without recognized diabetes or glucosuria, 
whose first nocturnal specimen of urine did not give 
positive reaction with Fehlings solution, routine 
e.xamination of an average of 4 24-hour specimens 
of urine with Tes-Tape in the course of the first 2 
weeks of hospitalization revealed spontaneous glu¬ 
cosuria twice as often in men as in women. The 
amount of glucose determined quantatively by the 
ferric cyanide method was minimal and intermit- 
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lent. None of tlie patients showed glucosuria in all 
specimens, and half of them had glucosuria in only 
1 out of 4 24-hour specimens. About 3% of all the 
patients had diabetes, about 3% were observed for 
diabetes, and about 4% had nondiabetic glucosuria. 
Comparison of the last-named group with a non¬ 
diabetic aglucosuria control group showed identical 
average fasting and 24-hour blood sugar levels and 
glucose tolerance curves, which is regarded as 
proof that this glucosuria group is nondiabetic. 
Comparison of the group of diabetic patients with 
intermittent glucosuria with an equal-numbered 
group of patients with diabetes without glucosuria 
showed higher fasting blood sugar and broader 
glucose tolerance curves and, on the average, 
higher clinical renal threshold in the second group. 
Partial diabetes in older patients is hard to diag¬ 
nose, largely because tlie glucosuria is intermittent. 
The glucose-o.vidase method does not e.vclude dia¬ 
betes in spite of repeated negative reactions. The 
method must be combined rvith examinations of 
the blood sugar in suspected diabetic patients whose 
urine gives negative Tes-Tape reaction. 


SURGERY 

Carcinoma of the Head of the Pancreas: A Study 
of 21 Cases. R. B. Eaton. Canad. J. Surg. 2:15-21 
(Oct.) 1958 [Toronto]. 

Eaton shows that a renewed interest has de¬ 
veloped in the treatment of carcinoma of the head 
of die pancreas and ampulla of Vater, since 
Whipple and associates in 1935 demonstrated the 
feasibility of pancreatoduodenectomy. Reviewing 
several series of cases reported in die literature, 
he finds that, although the operative mortality rate 
has been reasonable, survival in carcinoma of the 
head of the pancreas has been of short duration. 
On the other hand, lesions limited to, or originating 
from, the ampulla of Vater or duodenal mucosa 
present a brighter picture, and quite a number of 
5-year cures have been reported. It seems that 
there is an unwarranted delay in the diagnosis and 
management of many of these cases before surgery 
is contemplated. Twenty-one patients with car¬ 
cinoma of the pancreas were observed by the au¬ 
thor in his own private practice during the last 6 
years; 8 patients were found suitable for pan¬ 
creatoduodenectomy, 8 had palliative operations, 
and 5 were considered beyond operative relief. 

Pain was usually the first complaint, and it grad¬ 
ually increased in intensity. It varied in type from 
a mild colicky or spasmodic pain to a boring sen¬ 
sation; it was usually located in the mid-epigastrium 
or the hypochondriac region on the right. Occa¬ 
sionally, it was aggravated by the taking of food. 
Jaundice was the presenting symptom or sign in 
all but one patient, although in most patients it was 
not the initial symptom. Associated with these 2 


main symptoms were anorexia, nausea and vomit¬ 
ing, fatigue, constipation, and loss of weight. The 
liver was enlarged in most patients. A tumor was 
palpable only in a few advanced cases. Preopera¬ 
tive therapy consisted of the administration of 
vitamins K, B, and C and glucose solutions and 
blood transfusions. 

In 3 of the 8 patients subjected to pancreatoduo¬ 
denectomy, an end-to-end (Billroth I type) gastro¬ 
jejunostomy was carried out, the pancreatic stump 
being implanted end-to-side into the jejunum just 
beyond this anastomosis. The common bile duct 
likewise was implanted into the jejunum some 
distance beyond the latter anastomosis, and a side- 
to-side enteroenterostomy was made opposite the 
site of implantation of tlie pancreas. In the other 
5 patients the open end of the jejunum was closed, 
and the common bile duct, the pancreatic stump, 
and the stomach were implanted (in that order 
from above downwards) end-to-side into the 
jejunum. The second method was found to be 
preferable, chiefly because it appeared to fit into 
the reconstruction more easily and reduced opera¬ 
tion time by eliminating tlie enteroanastomosis. 
There were few digestive complaints after eitlier 
method. One patient died as a result of the opera¬ 
tion. Of the 7 patients who survived pancreato¬ 
duodenectomy, all remained alive and well for 
more than a year, 1 patient being still alive 30 
months after operation and enjoying good health. 
The average survival in the 8 patients undergoing 
the palliative procedure was less than 6 months. 
Pancreatoduodenectomy is a justifiable procedure 
in many patients with carcinoma of the head of • 
the pancreas. 

Closed Surgery in Atrial Septal Defect: Report on 
70 Cases. H. G. Davidsen. Acta chir. scandinav. 
115:343-361 (No. 5) 1958 (In English) [Stockliolm]. 

The author reports on 26 male and 48 female 
patients, between the ages of 4 and 47 years, with 
atrial septal defects who were admitted to the de-, 
partment of surgery of Rigshospitalet in Copen¬ 
hagen. The functional capacity of die patients was 
recorded preoperatively and postoperatively, and 
the patients were grouped in 4 functional classes 
according to the criteria laid down by the New 
York Heart Association in 1953. Two of the 74 pa¬ 
tients died on the-operating table before the cor¬ 
rection of the defect. Surgical intervention was 
limited to an explorative atriotomy in 5 patients. 
Closed operative techniques were employed in the 
remaining 67 patients; the semicircular suture 
method was used in 15 of the patients, the circum- 
clusion suture technique was used in 40, and atrio- 
septopexy was performed on 12. Six anatomic types 
of atrial septal defect were observed at the surgical 
intervention: (1) superior marginal defect; (2) cen¬ 
tral defect; (3) multifenestrated membranous in- 
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teratrial septum; (4) simple primum defect; (5) 
primum intermedium defect; and (6) persistent 
ostium atrioventriculare commune. 

The results of the operative treatment were de¬ 
termined by measurement of the intracardiac 
shunts and by the changes in the cardiac murmurs 
and the heart volume. It was found that, if the 
murmurs had disappeared completely, or if the 
volume of the heart had been reduced to less than 
75% of the preoperative volume, the shunt had 
been eliminated. The semicircular suture technique 
failed because the sutures pulled through the myo¬ 
cardial fibers; this technique was abandoned on 
account of the unsatisfactory results. Atriosepto- 
pe.xy proved particularly valuable in patients with 
a superior marginal defect in whom both the de¬ 
fect and the accompanying anomalous drainage of 
the right pulmonary veins may easily be corrected. 
Circumclusion suture gave good results in patients 
with central defects and multifenestrated mem¬ 
branous septum, and fair results in those with 
simple primum defect. Difficulties, however, were 
met even in patients with central defects if these 
were located too close to the opening of the in¬ 
ferior vena cava. None of the techniques used 
were effective in patients with primum interme¬ 
dium defect and with persistent ostium atrioven¬ 
triculare commune. Open methods which make 
possible repair under direct vision are regarded 
as the only chance for surgical treatment in these 
cases, although even these methods may often fail 
because of the frequent presence of severe valvular 
malformations in patients with these types of de¬ 
fect. 

The most important operative complications as¬ 
sociated with the closed surgical methods are those 
interfering with the yalvular function or the drain¬ 
age of the pulmonary veins. An abnormally large 
valve of the inferior vena cava (valvula eustachi) 
may be the cause of impaired drainage of the in¬ 
ferior vena cava. A persistent septum spurium may 
conceal the anatomic conditions in patients witlr a 
superior marginal defect. The circumclusion suture 
may cause thrombosis if a part of the suture ma¬ 
terial is left uncovered by the septal endothelium, 
and in 5 of 7 cases this condition did not cause 
any untoward reactions. Anomalies of the cardiac 
rhythm were uncommon except in patients op¬ 
erated on with the aid of hj'pothermia. Some post¬ 
operative complications could probably be con¬ 
sidered as specific for tlie operative techniques. 
Nodal rhythm or atrioventricular block occurred 
in some patients after circumclusion suture, but 
disappeared again later. Transitory paresis of the 
right phrenic nerve was observ'ed not infrequently 
until a new operative practice was introduced by 
which the pericardium was opened at a good dis¬ 
tance anterior to the phrenic nerve. The operative 
techniques employed did not differ significantly 
witli regard to complications and mortality rate. 


In addition to the 2 patients who died on the op-, 
erative table before the correction of the defect, 5 
died postoperatively, including 1 who died 10 
months after the operation. Six of the 7 deaths oc¬ 
curred in patients with pulmonary arterj' hyper¬ 
tension and 5 in patients in the functional classes 
3 and 4. None of the patients having normal pres¬ 
sures and being grouped in functional class 1 or 
2 died. 

Hypophysectomy in Disseminated Cancer of the 
Breast. E. Andersson. Acta endocrinol. 29:293-801 
(Oct.) 1958 (In English) [Copenhagen]. 

Hypophysectomy was performed at the neuro¬ 
surgical department of the University Hospital in 
Copenhagen on 50 women, between the ages of 
39 and 72 years, with advanced cancer of the 
breast of from 1 to 6 years’ duration, with diffuse 
metastases to bones and soft tissues, in whom all 
other methods of treatment such as irradiation and 
hormone therapy had failed. Immediately before 
the hypophysectomy the patients were given 200 
mg. of cortisone by intramuscular route. In the 
operating room the patients were given 100 mg. of 
hydrocortisone dissolved in 500 cc. of dextrose 
solution as an intravenous drip. Immediately after 
the operation the patient received another intra¬ 
muscular injection of 200 mg. of cortisone, and 
cortisone was given twice daily for the first 5 post¬ 
operative days in doses of 150, 100, 75, 50, and 
25 mg. respectively. Maintenance treatment con¬ 
sisted of 25 mg. of cortisone given tis'ice daily, and 
100 units of thyroid extract were administered 
daily. The postoperative course on this regimen 
was smooth in most patients. There was a post¬ 
operative increase in the urinary output which 
resulted from the removal of the posterior lobe of 
the hy'pophysis in addition to that of the anterior 
lobe. 

Hy^pophysectomy was tolerated well; only 3 pa¬ 
tients died within the first 2 weeks. It produced a 
remission in 21 of the 50 patients operated on, 
with relief of pain and restoration of the tempera¬ 
ture and blood to normal. Metastases remained 
stationary’ in 16 of the 21 patients, and regressed 
in 5. The average duration of the remission was 
about 8 months. The most favorable effects of 
hy'pophy'sectomy were obtained in menopausal pa¬ 
tients. Patients with metastases to the liver and 
brain did not respond. Blindness in the right eye 
occurred in 6 patients in whom the optic neive 
had to be cut because of technical difficulties in 
the course of die operation. Seventeen, patients 
stated that they had lost the sense of smell after 
the operation. The reported data show that hypo¬ 
physectomy can produce a remission of varying 
duration in otherwise hopeless cases of breast can¬ 
cer with widespread metastases. There may he 
subjective improvement, relief of pain, and a con¬ 
siderably decreased consumption of analgesics m 
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some of the patients without remission. Hypophys- 
ectomy marks an advance in the treatment of pa¬ 
tients with far-advanced breast cancer. 

Arterial Catheterization Used for Pressure Meas¬ 
urement from the Left Ventricle in Patients with 
Chronic Constrictive Pericarditis. A. Actis Dato 
and F. Morino. Minerva med. 49:3296-3306 (Sept. 
1) 19S8 (In Italian) [Turin, Italy]. 

Inh-aventrieular hemod^mamic pressure in the 
left venb'icle was measured by catheterizing the 
humeral artery in 10 patients with chronic con¬ 
strictive pericarditis. Intraventricular hemodynamic 
pressure in the right heart was also recorded in 
8 of these patients. The clinical findings showed 
that pericardial constriction, affecting in an equal 
degree the right and the left heart, was present in 
3 patients, that a more severe constriction of the 
left tlian of the right heart was present in 5, that 
right ventricular insufRciency existed in 1, and that a 
mild form of pericardi.al constriction w.as present in 
1. Tlrese findings were confirmed by intraventricular 
hemodynamic pressures measured by the cardiac 
catheterization- technique. Ventricular fibrillation 
developed in 2 patients during the,catlieterization 
procedure. After a short pause, catheterization was 
resumed and completed without further disturb¬ 
ance. 

This investigation justified the following conclu¬ 
sions: Cardiac catheterization is a useful means of 
examining congestion of either the right or the 
left ventricle. It can reveal on which side of tire 
heart tire pericardial constriction is more severe, 
and it can show that there is a correlation bebveen 
the intraventricular hemodjmamic pressure tracings 
from botli ventricles and the clinical picture. Con¬ 
sequently, the intraventricular hemodynamic pres¬ 
sure tracings from both ventricles can be used as 
a guide to determine which side of the heart should 
be more exposed to surgical therapy. The authors 
suggest that arterial catheterization used for pres¬ 
sure measurement of the left ventricle should not 
be routinely used in patients with chronic constric¬ 
tive pericarditis. It can be used only after the 
clinical examination, roentgenologic and angiocar¬ 
diographic findings, and catheterization of the right 
heart have failed to formulate a clear picture of 
constrictive pericarditis, this being a necessary 
condition for instituting an effective surgical 
therapy. 

Protrusion of Lumbar Disks Causing Marked Bi¬ 
lateral Weakness of the Legs. H. E. Storino, R. E. 
Siekert and C. S. MacCarty. Minnesota Med. 41: 
687-690 (Oct.) 1958 [St. Paul]. 

Protruded or extruded lumbar intervertebral 
disks may so compress the cauda equina that the 
patient is rendered paraplegic wifii sphincteric 
disturbances and saddle anesthesia. A review of 


the records of 4,330 patients, who had undergone 
laminectomy at the Mayo Clinic for protrusion of 
a lumbar disk during the past 5 years, revealed 21 
patients who had reduction in motor posver in 
their lower extremities of 50% or more. These form 
the basis of this report. Less than 0.5% of patients 
operated on for protruded lumbar disks in the 
period under consideration had marked weakness 
of the lower limbs. Patients vdth slight weakness in 
one or both lower limbs were frequently encoun¬ 
tered but were not included in this study. In the 
majority (19 patients) the onset of the episode 
which led to operation was well delineated, with 
tlie first symptom being sudden pain in the lower 
part of the back with or without concomitant pain 
in the lower limbs. The pain varied from mild to 
severe. After several days or a few weeks almost 
all these patients had unilateral or bilateral 
sciatica. 

Although in a few patients the weakness de¬ 
veloped within hours, in most the onset of mus¬ 
cular weakness was gradual over a period of 1 or 
2 weeks. Furthermore, something usually seemed 
to precipitate or aggravate the weakness. Such 
acts as expelling an enema, sneezing in the bent- 
over position, gagging while brushing the teeth, 
or trauma in the form of strenuous muscular effort, 
such as lifting a heavj' object, manipulative tlier- 
apy, and leg traction, initiated the attack or con¬ 
verted a relatively mild one into one with marked 
muscular weakness. No correlation was found be¬ 
tween the level of the disk involved and the dis¬ 
tribution of pain. The pain, however, tended to 
decrease as tlie weakness appeared and increased. 
Sensory disturbances were noted in 18 patients 
and difficulty with the urinary bladder in 11; 10 
of these 11 also had difficulty with the anal 
sphincter. Return of function after operation was 
e.xcellent in 5 patients and good to fair in 7 of the 
15 for whom adequate follow-up was available. 
In 3 patients no return of function occurred. Early 
diagnosis and operation are important in obtaining 
a successful result. 

Homeoplastic and AUoplastic Transplantations of 
Aorta. K. Kremer and H. W. Heupel. Chirurg 
29:448-453 (Oct.) 1958 (In German) [Berlin]. 

Eight male and 5 female patients, between the 
ages of 11 and 38 years, were operated on at the 
surgical clinic in Diisseldorf, Germany, for aneu¬ 
rysm of the thoracic aorta, extensive stenosis of the 
aortic istlimus, and severe degenerative changes 
in the wall associated with stenosis of the isthmus. 
A homeoplastic graft, 4 to 8 cm. in length, was used 
in 8 patients, and a cylindrical Ivalon sponge trans¬ 
plant, 4.5 to 7 cm. in length, was employed in 5. 
One of the 8 patients with free transplantation of 
homeoplastic aortic graft died of obstructive throm¬ 
bosis which originated from an aneurysmatically 
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dilated intercostal arter)^ located distal to the graft. 
The 5 patients in whom Ivalon sponge grafts were 
used were followed for periods up to one year, 
and the clinical results were highly satisfactory. 
Healing over of the grafts occurred without com¬ 
plications, such as effusion or allergy. The material 
seems to exert a specific plastic effect which leads 
to a rapid and close union within the suture area. 
The Ivalon sponge grafts have many advantages 
over the homeoplastic grafts: they are more easily 
available; they can be manufactured in any num¬ 
ber, size, and form; they can be sterilized simply 
and safely and can be stored without any special 
care. No degenerative changes in the sense of 
atheromatosis or calcification have to be reckoned 
with when Ivalon sponge grafts are used. By the 
recent use of contrast-providing threads it has be¬ 
come possible to show the wall of the graft in the 
roentgenogram and hence to follow tlie outline of 
the graft in the roentgenogram and to prevent oc¬ 
casional complications by aneurysmatic dilatations. 
Careful conb'ol for additional years will, however, 
be required to obtain definite proof of the superior¬ 
ity of the h’alon sponge grafts over the homeo¬ 
plastic grafts. 

Hazards Attending the Use of Esophageal Tam¬ 
ponade. H. 0. Conn. New England J. Med. 259: 
701-707 (Oct. 9) 1958 [Boston]. 

E.vperience u'ith the Sengstaken-Blakemore tube 
at the Grace-New Haven (Conn.) Community Hos¬ 
pital suggested that complications during the use 
of esophageal tamponade are more frequent, more 
^'aried, and more serious than generally recognized. 
The Sengstaken-Blakemore tube was employed on 
81 occasions in 50 patients with esophageal varices 
who were hospitalized from 1950 to 1957 at this 
hospital. The nasogastric tube was usually passed 
according to the directions supplied by tlie' manu¬ 
facturer. The gastric balloon was ordinarily inflated 
with 100 to 250 ml. of air; the pressure maintained 
in tlie esophageal balloon ranged from 20 to 40 mm. 
Hg. The average period of intubation was 78 hours, 
ranging from 10 minutes to 12 days. The total 
duration of intubation per patient was 121 hours, 
ranging from 30 minutes to 30 days. In 19 of these 
patients major complications developed during 
esophageal tamponade; 9 of them died as a direct 
consequence of these complications. In 6 additional 
patients factors complicating esophageal tamponade 
contributed directly to the fatal outcome; rupture 
of the esophagus occurred in 1 of these. Potentially 
fatal abnormalities in the use of esophageal tam¬ 
ponade occurred during 55 of the 81 episodes. Ob¬ 
struction of the airway, which was caused either 
by regurgitation and bronchial aspiration of bloody 
gastric secretion or by the displaced esophageal 
balloon, was the most serious complication. In ad¬ 
dition to major complications, such as 2 deep ero¬ 
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sions in the proximal portion of the esophagus just 
below the arytenoid cartilage, there were minor 
complications which led directly or indirectly to a 
fatal result. Only 10 patients were entirely free of 
these difficulties during esophageal tamponade. 
Fortj'-one of the 50 patients died. 

Considering these fatal complications, the ques¬ 
tion arises: Should this form of therapy be aban¬ 
doned? Despite these disturbing statistics, eso¬ 
phageal tamponade still plays an important part in 
the treatment of patients with bleeding esophageal 
varices, especially those unable to tolerate surgical 
intervention. Bleeding seemed to be controlled, at 
least transiently, by this treatment in approximate¬ 
ly 70% of the patients. In view of the high mortalih’ 
among patients with hemorrhages of esophageal 
varices, regardless of the tyqre of therapy employed, 
it is reasonable to assume that many patients of this 
series who died of complications of esophageal 
tamponade would have died of other causes. 

To prevent the most serious hazards of this 
therapy, more emphasis should be placed on a bet¬ 
ter understanding of the apparatus and on more 
careful observation of the patient. A new tube 
should be used for each treatment, and the gastric 
contents aspirated iromediatly after intubation. 
Constant, or frequent, intermittent gastric suction 
should be performed to empty the stomach and to 
evaluate control of the bleeding. Nothing should 
be administered orally. When esophageal tam¬ 
ponade is being used, one error of technique or 
judgment or a single unlucky accident may be 
enough to set in motion a series of events leading 
to death. It behooves those who employ this ap¬ 
paratus to know it intimately, to use it carefully, to 
avoid predictable pitfalls, and to anticipate unpre¬ 
dictable complications. '' 

Pulmonary Resections for Metastatic Lesions. J. L. 
Ehrenhaft, M. S. Lawrence and D. M. Sensenig. 
A. M. A. Arch. Surg. 77:606-612 (Oct.) 1958. [Chi¬ 
cago]. 

The results of surgical treatment of proved 
metastatic pulmonary malignancy at the University 
Hospitals, State University of Iowa, Iowa City, are 
given. Fifty-five carefully selected patients under¬ 
went e.xploratory thoracotomy. Pulmonary' resec¬ 
tions were carried out in 37 of these patients. In 
the group of 28 patients who had resections for 
carcinoma, 3 are alive from 2 to 7 y'ears postopera- 
tively. Of 15 patients undergoing e.xploration but 
witlrout resection, 3 are alive from 1 to 2 years 
after the operation. In the group of 9 patients who 
had resections for sarcoma, 1 patient is alive 5 years 
and 2 patients are alive 2 years after the operation. 
The 3 patients with metastatic sarcoma who had 
e.xploration but not resection died within 4 months, 
The number of patients involved is small, but the 
figures do not give the impression that the results 
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are better among the patients with metastatic sar¬ 
coma than among those witli metastatic carcinoma, 
as found in data from another study. No indication 
fJiat salr’age of t))c patient i.s l elated to tlie type of 
pulmonary resection was found. In this series there 
is no correlation of the length of time behveen 
.treatment of the primary lesion and the appearance 
of pulmonary metastatic disease with salvage of the 
patient. A long interval is not neeessarily associated 
with an increased survival rate. The type of tumor 
and its biological behavior are probably the most 
important factors.' The results of surgical treatment 
of metastatic pulmonary breast cancer have been so 
discouraging that it appears that pulmonary resec¬ 
tion is not justified. Yet when distressing pulmonary 
symptoms can be relieved, operation seems justified, 
even though prolonged survival after removal of 
pulmonary metastatic neoplasms may not be ob¬ 
tained. Tin's comple.v problem needs periodic re- 
porttng of results. Pulmonary resection for meta¬ 
static lesions is indicated in carefully selected 
patients, as a small percentage of them will be 
cured of their disease and others will receive pallia¬ 
tion of distressing symptoms, 

OPHTHALMOLOGY 

Glaucoma Following Radiotherapy. R. F. Jones. 
Brit. J. Ophth. 42:636-6.38 (Oct.) 1958 [London]. 

The author reviews previously reported cases of 
glaucoma after radiotherapy and presents another 
case. The patient was a 40-year-old woman, who 
complained of nasal obstruction on the right side. 
A large polyp was removed, which proved to be a 
mucoid adenocarcinoma. Between December, 1954, 
and January, 1955, the area was treated by radio- 
tlierapy. Later a right-sided Caldwell-Luc operation 
with removal of the right middle turbinate bone 
was undertaken, and, as a recurrence of the carci¬ 
noma was found in the middle turbinate, a jrartial 
posterior fenestration of the right side of the palate 
was performed with intercavity irradiation by 
radium. 

The patient noted that the right eye was dry and 
the vision blurred in April, 1956, and sought an 
opinion on May 7, after 3 weeks of visual disturb¬ 
ance. The ocular tension (Schiotz) was 32 mm, Hg 
in the right eye and 27 mm. Hg in the left. Gonios- 
copy showed the angles to be of medium width. In 
the right eye newly formed tortuous blood vessels 
occupied the angle and overlaid the peripheral iris. 
On June 11, the ocular tension had reached 45 mm. 
Hg. A week later the visual acuity had deteriorated, 
and corneal edema was present. The ocular tension 
was then 50 mm. Hg, and the fundus remained 
hidden after that date. The patient was now in 
pain, and cyclodiathermy was performed on June 
21. After this, ciliary injection, corneal edema, and 
an anterior chamber flare developed, and the ocular 


tension remained between 42 and 45 mm. Hg 
(Schiotz), although pilocarpine and Diamox were 
administered. Later cyclodiathermy was repeated, 
the patient became free of pain, and the tension 
fell to 22 mm. Hg. The visual acuity was now the 
ability to count fingers. 

Theoretically, the radiotherapy could have dis¬ 
turbed the inflow-outflow balance by producing an 
occlusion in the anterior ciliary veins, in the vortex 
veins, or in the central retinal vein. However, the 
finding of dilated, tortuous, varicose, newly formed 
vessels in the iris and angle after radiotherapy may 
be considered the causative factor in the onset of 
glaucoma. 

THERAPEUTICS 

Acute Meprobamate Poisoning. L. W. Powell Jr., 
G. T. Mann and S. Kaye. New England J. Med. 
259:716-718 (Oct. 9) 1958 [Boston]. 

A review of the literature revealed 11 cases of 
attempted suicide with large quantities of mepro¬ 
bamate. The patients took amounts ranging from 
10 to 40 Gm. of this drug, and all recovered. The 
s^Tnptoms varied from sleepiness through stupor 
and coma to complete respiratory and circulatory 
collapse. Coma, areflexia, and lowered blood pres¬ 
sure occurred in most patients. The pulse became 
rapid in most, but was slowed to 40 per minute in 
one. One patient was cyanotic, and another had 
slightly cyanotic lips. Four patients had pinpoint 
pupils, and 2 had dilated, fixed pupils. Treatment 
was in accordance with the symptoms. Gastric 
lavage occasionally recovered a considerable part 
of the ingested drug, and an oral airway was in- 
.serted in several patients to insure unobstructed 
respirafa'on. Tracheal aspiration relieved respiratory 
embarrassment in one patient. A variety of central 
nervous system stimulants were used, such as dextro 
amphetamine sulfate, amphetamine sulfate, caffeine'- 
and sodium benzoate, pentylenetetrazol, picrotoxin, 
and coffee. The prognosis was generally good 
regardless of which analeptics were used. Mepro¬ 
bamate poisoning is often associated with hypoten¬ 
sion which has been treated svith intravenous 
infusions and vasopressor substances, such as 
phenylephrine and levarterenol bitartrate. Over¬ 
hydration, however, should be avoided in these 
patients because of their flaccid state. 

The autopsy findings for 2 women who succeeded 
in committing suicide by taking 12 and 20 Gm. of 
meprobamate are interesting, because they are ap¬ 
parently the first cases of death resulting from this 
tranquilizing drug. One woman weighed 110 lb. 
(50 kg.), and the other weighed 125 lb. (57 kg.). In 
tlie first woman 12 Gm. of meprobamate would 
represent a dose of 240 mg. per kilogram of body 
weight, and in the second woman 20 Gm. would 
represent 350 mg. per kilogram of body weight 
both of which are below the lethal dose in animals’ 
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The fact that other persons have survived the in¬ 
gestion of much larger amounts of meprobamate 
suggests that early symptomatic treatment may 
sometimes be lifesaving in certain cases, although 
there may be individual variation in susceptibility 
to the acute toxic effects of the drug. 

A New Depot Penicillin; Bipenicilb'nate of Diphen- 
ylpiperazine. H. Beerens and V. Macquet. Presse 
mcd. 66:1418-1419 (Sept. 17) 1958 (In French) 
[Paris]. 

Bipenicillinate of diphenylpiperazine (BPDP) 
(2,5-diphenylpiperazine bis-benzjdpenicillin G) is a 
new penicillin salt composed of 2 molecules of 
•penicillin G joined by a diphenylpiperazine link— 
a comparatively simple link free from toxicity. The 
new product is slow to dissolve in water or serum, 
and this probably explains its prolonged action. It 
has an antibiotic activity of 1,310 units per milli¬ 
gram. E.xperiments showing that the drug was well 
tolerated and that it produced high concentrations 
in the blood were soon followed by clinical trials 
in which equally good results were reported. The 
findings so obtained have been confirmed by the 
present studj’ in which the authors investigated the 
levels of penicillemia found in patients after the 
intramuscular administration of BPDP, procaine 
penicillin, and Bipenicillin (a mixture of 600,000 
units of procaine penicillin and 400,000 units of 
penicillin G). 

Comparison of the 3 sets of figures obtained 
showed that, while the blood levels produced by 
each of these forms of penicillin were identical 3 
hours after administration, the subsequent rate of 
decline was lowest for BPDP, so tliat 9 hours after 
administration the le^'els produced by this drug 
were higher than those produced by the other 2. 
Die injection of one million units of BPDP pro¬ 
duced blood levels of more than 1 unit per milliliter 
in 15 minutes, and a ma.ximum concentration of 
more than 3 units per milliliter in one hour. The 
.prolonged action of the new penicillin was shown 
by the fact that effectiv'-e therapeutic concentrations 
were still present 12 and 24 hours after injection. 
Tolerance for BPDP was perfect; the intramuscular 
injections were painless, and none of the patients 
suffered any cutaneous or anaphylactic reactions. 

A Clinical and Laboratory Comparison of the 
Effects of Commonly Used Vasodilator Drugs on 
Arterial Diseases. J. M. Stallworth, W. H. Lee, 
C. Belisle and D. B. Nunn. Am. Surgeon 24:700-708 
(Oct.) 1958 [Baltimore], 

Arlidin, Ilidar, Priscoline, and Drug 5029 were 
used in this investigation. Nylidrin (Arlidin) h 3 'dro- 
chloride is a synthetic compound belonging to the 
epinephrine-ephedrine group. Its primarj^ sjm- 
pathomimetic actions are to dilate the small vessels 
in skeletal muscle and to increase cardiac output. 


Azapetine (Ilidar) hydrochloride is a dibenzasepine 
adrenergic blocking drug. It has been described as 
being adrenoljdic and s\anpatholydc, having direct 
vasodilating effect on arteries and having an epi¬ 
nephrine reversal property. Tolazoline (Priscoline) 
hydrochloride is related to both sympathomimetic 
amines and liistamines. This drug is reported to act 
sj'nergistically with epinephrine on the animal heart 
and to increase cardiac output. In addition, it sup¬ 
posedly is an adrenolytic and sjnnpatholytic agent. 
Phenoxyisopropylnorsuprifen (Drug 5029) is a Euro¬ 
pean product. Reports on tliis drug indicate that 
its properties and structure resemble those of nyli¬ 
drin hj'drochloride. 

Fifteen patients with peripheral vascular dis¬ 
eases underwent detailed laboratory studies before, 
during, and after infusions of the 4 vasodilators. 
None of fire drugs showed consistently good results 
in all tj'pes of vascular diseases. The responses 
varied not only between persons with similar dis¬ 
eases but also from one extremity to anotlrer in the 
same person. Ilidar and Priscoline proved most 
effecdve in the majority of patients, especially as 
indicated by the detailed plethysmographic and 
temperature studies. There is excellent correlation 
between the effects of these drugs on the conjunc¬ 
tival vessels and tire small vessels in tlie extremities, 
vessels that are easily accessible to photography in 
the testing of vasodilator drugs. 

Vasodilator drugs that increase cardiac output 
must be administered with great caution in patients 
with heart disease. Additional studies on laboratory 
animals are indicated witli regard to the effects of 
these drugs on the cardiac contractile force. It is 
postulated that each major system of arteries has 
its own “chemoreceptor mechanism,” causing tre¬ 
mendous variations in the effects of vasoreactive 
drugs in different parts of the body at the same time. 

Penicillin Treatment as Cause of Difficulties in the 
Diagnosis of Neurosyphilis. M. C. Mackenzie-Van 
Der Noordaa and F. M. Haagsma. Nederl. tijdsclm. 
geneesk. 102:1595-1597 (Aug. 16) 1958 (In Dutch) 
[Amsterdam]. 

\Dien patients with neurosy'philis are treated 
noth penicillin, the ty^pical signs of dementia para¬ 
lytica may disappear from the cerebrospinal fluid 
within a year, despite the fact tlrat the patient’s 
condition becomes progressively worse and the 
diagnosis of dementia paralytica has been con¬ 
firmed. Dre authors observed this in 4 patients. If 
a patient has the clinical syonptoms of dementia 
paralytica, although the spinal fluid does not show 
the characteristic changes, it should be borne in 
mind that a recent course of penicillin treatment 
may' have masked the spinal fluid signs. Neuro- 
sy'philis is most likely to develop in patients who 
received inadequate or no treatment for their pn-, 
mary syphilitic infection. Therefore, peniciflio 
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should never be given to patients who happen to 
have a positive Wasscrmann reaction, unless tlie 
spinal fluid has first been tested for evidence of 
, neurosj'philitic changes. 

Clinical Experience with Warfarin Sodium. M. 
Toohey. Brit. M. J. 2:S92-S9S (Oct. 11) 1958 [Lon¬ 
don], 

Warfarin sodium is a unique coumarin compound 
in that it can be given intravenously as well as by 
mouth. It has been stated that warfarin sodium is 
the "anticoagulant of choice.” This paper describes 
observations on its use in 175 patients, most of 
whom had cardiovascular disease (myocardial in¬ 
farction or cardiac failure) and the remainder had 
phlebothrombosis and pulmonary embolism. Ti'eat- 
ment was controlled by the simultaneous use of 
Quick’s and Owren’s methods. A therapeutic level 
of bebveen 2 and 3 times the normal control time 
(ideally 2% times) was maintained when assessing 
results by Quick’s method. For Owren’s technique 
a level of between 10 and 14% was aimed at. War¬ 
farin sodium was found to be a rapidly acting drug 
in that 95% of all patients reached a therapeutic 
prothrombin time in 36 hours. With daily doses of 
tlie drug just sufficient to maintain a therapeutic 
prothrombin time, the duration of action is approx¬ 
imately 36 hours. In large doses warfarin sodium 
has a sustained effect of up to 4 or 5 days. Therefore, 
large doses should be avoided. The usually recom¬ 
mended initial dose of 60 to 75 mg, proved far too 
much in this series; 35-to-50-mg. doses proved per¬ 
fectly adequate for initial therapy, and it is inadvis¬ 
able to exceed 50 mg. as an initial dose. The over-all 
average maintenance dose was 9 mg., and 80% of all 
patients were maintained on daily doses of between 
5 and 15 mg. 

Warfarin sodium proved extremely easy to con¬ 
trol, and it probably ranks with phenindione as one 
of the 2 best anticoagulant drugs available for 
short-term therapy. Initial experience with warfarin 
sodium shows that it is also a useful anticoagulant 
for long-term therapy. In prescribing the anticoagu¬ 
lant, great care must be taken to allow for its 
cumulative effect. In this respect warfarin sodium 
resembles phenylpropyl-hydroxycoumarin, which 
has proved a reliable anticoagulant for long-term 
therapy. To obtain the best results with warfarin 
sodium, it is necessary to have available a strengtli 
of tablet with which to prescribe variations in dose 
of 0.5 mg. Scored 3-mg. and 5-mg. tablets would 
be ideal. 

Clinical Evaluation of “Miradon.” G. Kellaway. 
Brit. M. J. 2:889-891 (Oct. 11) 1958 [London]. 

Since the introduction of bishydroxycoumarin 
(Dicumarol) a number of hydroxycoumarin and 
indanedione derivatives, causing depression of the 
prothrombin activity of blood, have become avail¬ 


able for use as anticoagulants. They all suffer the 
disadvantage of being potentially dangerous and 
require frequent estimations of the prothrombin 
time for their control. The new anticoagulant, 
anisindione (Miradon), appears to be more rapidly 
effective than, and just as readily controlled as, any 
anticoagulant in current use. In previous tests on 
animals Miradon had given no evidence of toxicity. 
This report is concerned with its therapeutic use 
in 25 patients requiring anticoagulant therapy. 

The initial response to a loading dose of 300 mg. 
was rapid, and some effect upon prothrombin time 
was evident in most subjects in 6 hours. More than 
50% of die patients had prothrombin levels within 
the desired therapeutic limits (prothrombin activity 
of 10 to 20%) at 24 hours, and 86% of subsequent 
estimations of the prothrombin time were within 
similar limits. Normal prothrombin levels were 
recorded between 36 and 72 hours after cessation 
of treatment, and an even response was evident 
during ther,apy. Vitamin Ki produced a rapid re¬ 
versal of anticoagulant action. Compared with 
otlier anticoagulants, Miradon appears to approach 
more closely to the “ideal” for a short-term anti¬ 
coagulant than any at present in common use. The 
uniformity of response to a single daily dose sug¬ 
gests that it would prove satisfactorily also in long¬ 
term therapy. 

Contribution to Problem of Failure of Oral Therapy 
in Patients with Diabetes Mellitus. S. E. Strauzen- 
berg, H. Haller and H, Meyer. Miinchen. med. 
Wchnschr. 100:1535-1540 (Oct. 3) 1958 [Munich, 
Germany]. 

The authors report on 1,000 patients with diabetes 
mellitus who were treated with orally administered 
sulfonylurea compounds. From the beginning of 
their administration these drugs did not exert any 
effect on the carbohydrate metabolism of 202 
(20.3%) of the 1,000 patients, who therefore were 
considered as primary failures. Twelve patients 
(1.2%) responded to the drugs for a short period 
ranging from 2 to 4 weeks, and after that the sul¬ 
fonylurea compounds became rapidly ineffective; 
tliese patients were considered secondary failures. 
Seven hundred eighty-six patients were satisfac¬ 
torily controlled by the sulfonylurea compounds 
for periods ranging from 6 to 8 weeks and also for 
much longer periods. The drugs then became in¬ 
effective in 33 (4.2%) of tliese 786 patients who were 
considered as genuine late failures. Not a single 
case of recent diabetes mellitus was observed 
among these 33 patients; the shortest duration of 
the disease was 2 years and the longest, 33 years. 

No relationship was observed between age and 
body 1)^)6 of the patient and the incidence of late 
failure to respond to the sulfonylurea compounds 
There was, however, a definite relationship between 
the incidence of such late failures and tlie quality 
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of the control of the carbohydrate metabolism by 
the sulfonylurea compounds. Of 448 patients who 
were easily and satisfactorily controlled with the 
aid of these drugs, 0.6% were late therapeutic 
failures, as compared with 7% of 280 patients who 
had shown only a moderate response to the drugs 
(with an abnormal daily amount of 10 to 20 Gm. 
of sugar in the urine) and 13% of 120 patients who 
had been unsatisfactorily controlled \vith the aid 
of these drugs (the abnormal daily amount of sugar 
in the urine varjung from 20 to 30 Gm.). In this last 
group complete failure of response to the sulfo¬ 
nylurea compounds occurred most rapidly. These 
findings strongly suggest that prolonged therapy 
with sulfonylurea compounds should be limited to 
patients with die most favorable response to these 
drugs. 

Late failure to respond to the sulfonylurea com¬ 
pounds is to be considered as a manifestation of 
the progressive course of the disturbance of metab¬ 
olism, such as may be observed with similar fre¬ 
quency in other patients who had not been treated 
with sulfonylurea compounds. The fact that the 
metabolism can no longer be controlled with the 
aid of the sulfonylurea compounds is explained by 
the authors’ concept of the mechanism of action of 
these drugs. According to this concept, the sulfony¬ 
lurea compounds no longer exert an effect on the 
carbohydrate metabolism when the production of 
insulin in the patient’s body is cut off to such a 
degree that a certain required amount of insulin is 
no longer available. The authors do not share the 
opinion of other workers tliat exhaustion of beta- 
cell activity may be caused by the sulfonylurea 
compounds. 

Two Years’ Experience with Viomycin Pantothen¬ 
ate Sulfate (Vionactan) in Treatment of Pulmonary 
Tuberculosis, G. F. Scalfi, P, Pontiggia and G. Rossa. 
Minerva med. 49:3343-3356 (Sept. 5) 1958 (In Ital¬ 
ian) [Turin, Italy]. 

An Italian preparation, viomycin pantothenate 
sulfate (Vionactan), alone or in combination witli 
other antibiotics, was administered to 48 male pa¬ 
tients, between 19 and 49 years of age, with pul- 
monar}^ tuberculosis for a period of 2 to 6 months. 
Vionactan was administered in a daily dosage of 

2 Gm. every 2 or 3 days to S patients with chronic 
disease, «'ho had been previously receiving other 
antibiotics for at least 2 years. Vionactan and 
isoniazid in a daily dosage of 5 mg. per kilogram 
of body weight were administered to the patients 
at the same time after it had been proved that the 
tolerance of the patients to Vionactan was good. 
Vionactan alone Avas given to another group of 13 
patients. The daily dosage consisted of 1 or 2 Gm. 
of tlie drug given every other day for a period of 

3 to 5 months. The early phases of pulmonary 
tuberculosis were present in 4 patients. Vionactan 


brought about radical improvement in 2 patienfs 
and marked improvement in 2. [By “radical im¬ 
provement” is meant a substantial retrogression of 
the roentgenographic shadoAvs; by “marked im¬ 
provement” is meant a retrogression of exudative 
processes and shrinking of cavities.] The chronic 
phase of the disease Avas present in 9 patienfs. 
Vionactan therapy resulted in slight improvement 
in 2 patients; there Avas no change in 2 other pa¬ 
tients, and the condition of 2 became AA'orse. 

A combination of Vionactan and other antibiotics 
was given to 35 patients. TAA’enty patients (includ¬ 
ing 8 patients of the first group) received orally the 
combination of Vionactan and isonazid. Slight im¬ 
provement resulted in 5 patients, marked improve¬ 
ment in 9, and radical improvement in 3; there was 
no change in 3 patients. The combinafa'on of Vionac¬ 
tan and aminosalicylic acid Avas administered by 
intravenous infusion to 13 patients. It brought 
about slight improvement in 2 patients, marked 
improvement in 5, and radical improvement in 2; 
there Avas no change in 4 patients. The combination 
of Vionactan and streptomycin Avas given to 2 pa¬ 
tients. It resulted in slight improvement in one 
patient and no change in one. The patients tolerated 
Vionactan very Avell. A slight degree of albuminuria 
developed in all the patients, being the only ob¬ 
served sign of renal reaction to the (irug. Headache 
and vertiginous disorders attributed to the 8th 
cerebral nerve AA'ere noted in 2 patients. Xfionactan 
combined AA’ith either isoniazid or aminosab'cylic 
acid gave e.xcellent results in patients in the early 
phase of pulmonary tuberculosis, Avho had not pre¬ 
viously received or had received only a small 
amount of other antibiotics. This combination gave 
good results in patients Avith chronic disease Avho 
had not preA’iously recewed any chemotherapy, and 
it gave fair results in those chronically ill patients 
Avho had previously received otlier antibiotics. The 
authors suggest that Vionactan combined Avith 
either isoniazid or aminosalicylic acid can be use¬ 
fully employed for the treatment of the early phase 
of pulmonary tuberculosis, or the chronic phase 
Avithout previous chemotherapeutic treatment, 
Avhereas the combination Avith streptomycin and 
other antibiotics can be left for succeeding thera¬ 
peutic management requiring a prolonged mainte¬ 
nance therapy. 

Clim’cal Experiences AA'ith the Ncav Broad-Spectrum 
Antibiotic Reverin Injected by Intravenous Route. 
K.-F. Albrecht. Chirurg 29:445-448 (Oct.) 1938 (1^ 
German) [Berlin]. 

Reverin is the trade name given to a German 
preparation, pjarolidinomethyltetracycline, Avhicn 
Avas developed by partial synthesis from pure tetra¬ 
cycline. This ncAv tetracycline derivative shosA'S m 
physiological pH areas a definitely improved solu' 
bility as compared AA’ith other tetracycline deriva- 
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lives. The strength of its action and the broadness 
of spectrum are c.vactly equivalent to those of tetra¬ 
cycline hydrochloride. At the surgical clinic of the 
University in Marburg on the Lahn (Germany) this 
new broad-spectrum antibiotic was given by in¬ 
travenous route to 174 either hospitalized or am¬ 
bulatory patients. Some of these patients had 
inflammatory conditions, such as furunculosis, sup¬ 
purative bursitis, empyema of joint cavities, osteo¬ 
myelitis, diabetic gangrene, peritonitis after per¬ 
forating appendicitis, perforation of stomach, ileus, 
acute pancreatitis, and pneumonia, or urologic in¬ 
fections (to the exclusion of those caused by Proteus 
organisms and Pseudomonas aeruginosa). Other pa¬ 
tients with paraurethral abscesses, surgically re¬ 
movable sequestrums, phlegmons of the palm, and 
paronychia received Reverin as an adjuvant to sur¬ 
gical therapy. The drug was also administered in 
intracranial operations, surgical intervention on 
pharTOgoesophageal diverticula, gastrointestinal re¬ 
sections, cholecystectomy, prostatectomy, mastec¬ 
tomy, recurrent hernia operations, ureteral bougie¬ 
nage, removal of renal and ureteral calculi, 
cystectomy, and urologic plastic operations, as well 
as in fracUires of the base of the skull, for prophy- 
]axis of infections. 

In most of these patients one intravehous injec¬ 
tion of 275 rng. of Reverin daily for 4 to 7 days was 
suflBcient for therapeutic and prophylactic purposes. 
Patients with severe infections or with those caused 
by pathogenic agents with reduced sensitivity to 
tetracycline u'ere given 2 daily injections, and occa¬ 
sionally 4 or 5 daily injections were given. One in¬ 
travenous injection of 5 to 25 mg. per kilogram of 
body weight proved to be sufficient in children. 
The satisfactory local tolerance of the drug made 
it possible to perform the intravenous injection 
within one minute. The resulting high initial con¬ 
centration in the serum of the patient is apparently 
of essential clinical significance. Signs of irritation 
were not observed in the veins even with repeated 
injections made into the same blood vessel. No 
undesirable side-effects were observed except for 
insignificant sensations of bitter taste on the tongue 
which occurred in 70% of the patients. 


PATHOLOGY 

Copper Metabolism in Normal Adults and in Clin¬ 
ically Normal Relatives of Patients with Wilson’s 
Disease. F. C. Neale and M. Fischer-Williams. 
J. Clin. Path. 11:441-447 (Sept.) 1958 [London]. 

Increased copper content of the liver, brain, and 
other tissues, increased urinary excretion of copper, 
a decreased level of copper in the serum, and an 
associated decreased level of the copper-containing 
plasma protein coeruloplasmin are some of the bio¬ 
chemical abnormalities that are found in hepatolen¬ 
ticular degeneration (Wilson’s disease). Amino¬ 


aciduria, not necessarily accompanied by an ab¬ 
normal blood level of amino acids, is also found in 
hepatolenticular degeneration. This familial disease 
is inherited in a recessive, autosomal way. Bio¬ 
chemical abnormalities have occasionally been re¬ 
ported in clinically normal relatives of patients 
with hepatolenticular degeneration, namely, an ex¬ 
cess aminoaciduria and a low coeruloplasmin level. 
The authors investigated the serum level and the 
urinary excretion of copper in 48 clinically un¬ 
affected relatives of patients with‘hepatolenticular 
degeneration. 

The copper values obtained in serum and urine 
in these 48 persons are reported together with a 
control study of 106 normal adults. The urinary 
copper excretion was normal in all the relatives. 
The mean value for serum copper was found to be 
100 meg. per 100 ml. in normal males and 108 meg. 
per 100 ml. in normal females, and this sex differ¬ 
ence is statistically significant. Interpreted in the 
light of these control values, 35 of the 48 relatives 
bad normal serum copper levels. Two child-bearing 
relatives showed high values. The parents of pa¬ 
tients with hepatolenticular degeneration may be 
biochemically normal or abnormal. Eleven asymp¬ 
tomatic relatives showed low serum copper levels, 
and 5 of these were undoubtedly abnormal (47 to 
70 meg. per 100 ml.). Since half of these relatives 
were beyond the age at which hepatolenticular de¬ 
generation manifests itself, it may be concluded 
that some of the unaffected relatives have abr 
normally low serum copper levels. 

Cutaneous Petechiae in Fatal Coronary Artery Dis¬ 
ease. L.'M. Gerlis. J. Clin. Path, 11:391-395 (Sept.) 
1958 [London]. 

In the clinical recognition of myocar-dial ischemia, 
the nature and distribution of the referred pain 
which frequently accompanies it are of considerable 
diagnostic importance. Unfortunately in cases of 
sudden death there may be no such history, and 
not always is an unequivocal fatal cardiac lesion 
found, such as a recent or ruptured infarct or an 
acute occluding lesion of a coronary artery. In some 
there is little to indicate why or how the patient 
actually died, as tlie only cardiac lesions found are 
of long standing. In 7 autopsies in cases of acute 
coronary death, cutaneous petechiae were observed 
at sites commonly associated with referred pain of 
cardiac origin. No such lesions were observed in 
any deaths not of coronary origin. These petechiae 
were all outside the area of cutaneous postmortem 
hypostasis, and in no case was there any evidence 
of generalized hemorrhagic disease. It is Suggested 
tiiat this sign may be of diagnostic significance in 
the postmortem diagnosis of coronary insufficiency. 

In the first patient presented, a 72-year-old wom¬ 
an, who died in a collapsed state with dyspnea and 
pain in tte left shoulder 3 weeks after she had ex- 
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perienced an attack of gripping pain in the retro¬ 
sternal region, autopsy revealed fine recent pete- 
chiae over the deltoid region and in the submam- 
marj' region on the left side. The heart showed 
e.vtensive recent infarction. Autopsy on another 
patient revealed a localized area of fine recent 
petechiae on the right side of tlie chest extending 
as a horizontal band, 7.5 cm. long and 5 cm. wnde, 
just below the right nipple and fading out over the 
right border of the sternum. In still anodier pa¬ 
tient small recent petechiae were seen over both 
shoulders and between die shoulder blades. 

Two of the 7 patients had been subjected to fre¬ 
quent clinical examinations before death, but in 
neither case had cutaneous petechiae been noticed, 
nor have similar lesions been recorded among the 
clinical manifestations of coronary' disease. Al¬ 
though fatal coronary disease is common, these 
petechiae are rare. Five of the 7 cases were from 
a personally studied series of 360 deaths due to 
coronarj' insufficiency in which a search for pete¬ 
chiae was specifically made, giving an incidence 
of 1.7%. These cutaneous petechiae may be caused 
by intense efferent stimuli along a sjmipathetic 
nerve pathway similar to that involved in referred 
pain, possibly by agonal relaxation of blood vessels 
which had been damaged by prolonged spasm. It 
is suggested tliat the presence of such localized 
petechiae is supporting esndence of acute coronary 
insufficiency, particularly in those cases in which 
the coronary arteries themselves show no recent 
culpable organic lesion. In 4 of the cases hemor¬ 
rhagic lesions were found in direct relationship to 
the coronary arteries. 

Simplified Technique of Cytodiagnosis in Cancers 
of the Esophagus: The “IVich” Procedure. C. De¬ 
bra)', J.-P. Hardouin, A. Deporte and E. Martin. 
Presse med. 66:1451-1452 (Sept. 24) 1958 (In French) 
[Paris]. 

The somber prognosis of esophageal cancer and 
the seriousness of the therapeutic measures it re¬ 
quires make it essential to establish die diagnosis 
by histological study. Esophageal biopsy and cyto¬ 
diagnosis, die diagnostic methods now in use, have 
certain disadvantages. Thus, esophageal biopsy 
often produces negative results, because, for one 
reason or another, the specimen was not correctly 
obtained, while cytological diagnosis as usually 
practiced by lavage of the lesion uses large quanti¬ 
ties of fluid requiring special centrifuges and neces¬ 
sitates the examination of a great number of slides. 
These disadvantages are overcome by a simplified 
mediod involvnng examination of cells deposited 
by contact on a rough fabric—that of a cotton wick. 

Tlie originality of the wick method lies in the 
manner in which the specimens are obtained. An 
ordinary oil-lamp vnck ivith a diameter just large 
enough to fit over a Camus sound is sterilized and 


fastened in place over the sound, close to tlie knob, 
widi a few twists of linen thread. The patient, who 
must be fasting, is given a preliminary injection of 
promethazine, and the prepared sound is intro¬ 
duced gentl)', and usually without difficulty, into 
the esophagus until it reaches the stenosis. The 
whole procedure is managed under radioscopic 
control. The sound is then advanced through the 
stenosed segment with special care to avoid false 
routes or perforations. Sometimes the passage can 
be accomplished easily; sometimes the patient must 
help to carry it out by expedients such as turning or 
swallowing a little water, or an injection of atropine 
may be given; sometimes, again, the attempt must 
be abandoned, because in no case should force be 
used. When the stenotic area has been cleared, 
the patient lies down for an hour during vhicli the 
sound, with its wick, remains in contact with the 
lesion. It is then wididrawn; the wick is slit length¬ 
wise and laid out flat; and specimens of the ad¬ 
herent film of mucus are removed for study. The 
material is usually abundant and can easily be 
analyzed after Papanicolau staining. Several speci¬ 
mens must be taken, however, because the cells 
found, even in one lesion, %vill vary according to 
tlie area from which they were obtained. Thus, red 
blood cells will appear predominantly in one slide, 
inflammatory elements in another, and, finally, 
cancer cells in a third. 

Utilization of this technique produced positive 
results in 12 of 18 patients with cancer and negative 
results in 6 with non-neoplastic lesions. The 6 fail-- 
ures were due in 3 cases to failure of the sound to 
clear the stenotic arfea—in one, to a technical error 
by which the cells failed to adhere to the slide; 
in one, to the fact that the cells were necrotic and 
could not be analyzed; and, finall)', in one, to the 
fact that the cancer was submucosal and tliere was 
no change in the mucosa. The wick procedure was, 
therefore, successful in 86% of the cases in which 
the stenotic area was satisfactorily cleared, exclud¬ 
ing the one last mentioned in which there were no 
mucosal changes. 

Myocarditis svith Endocardial Elastomyofibrosis 
(EEMF). E. R. Fisher and E, R. Davis. Am. Heart J: 
56:537-552 (Oct.) 1958 [St. Louis]. 

The authors report on a 23-year-old Korean war 
veteran with myocarditis, associated with severe 
endocardial elastomyofibrosis who died of cardiac 
failure about one year after the onset of the heart 
disease. Laboratory studies revealed a leukocytosis 
of 20,000 leukocytes per cubic millimeter, with 60% 
eosinophils, an elevmted erythrocyte sedimentation 
rate, and hypochromic anemia. Ancylostoma and 
Ascaris ova were identified by stool examination, 
and a Trichinella skin test was positive on one oc¬ 
casion. There was a slight elevation of temperature 
to 100 F (37.8 C). In the earlier part of the patients 
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CAUSE OF PEPTIC ULCER 

Lester R. Dragstedt, M.D,, Ph.D., Chicago 


n HE BELIEF that gastric and duodenal ul¬ 
cers are caused by the digestant action of 
the gastric juice de\'eloped from the reali¬ 
zation that these lesions occur only in 
those regions of the gastrointestinal tract tliat come 
in contact with the gastric secretion. It was sup¬ 
ported by the discovery that medical measures 
whicii neutralize or dilute the hydrochloric acid 
of the gastric secretion exert a healing effect 
and that surgical procedures, such as gastric resec¬ 
tion, which reduce the quantity of gastric secretion 
are also beneficial. Recent work in the laboratory 
and clinic has supported this view and has led to 
the widespread adoption of the term “peptic ulcer’ 
for these lesions. 

The older workers realized that, under normal 
conditions, the mucosa is not digested away, and 
so it seemed necessary to postulate that in patients 
with ulcers a local decrease in the resistance of an 
area of the mucosa must precede the digestion of 
the tissue. In the intervening years, it has been 
suggested that this decrease in resistance is brought 
about by thrombosis or embolism in the terminal 
branches of the gastric or duodenal arteries, by 
local vascular spasm, by local allergy, by decrease 
in the antienzyme content of the cells, by deficiency 
of protective mucus, or by general debility of the 
mucosa cells as a result of anemia, malnutrition, or 
speeific vitamin deficiency. 


Patients with duodenal ulcer are regularly 
found to have from 3 to 20 times the normal 
amount of hydrochloric acid in the fasting 
stomach at night. Such hypersecretion, when 
induced in dogs, regularly causes duodenal 
ulcers to form. Cutting the vagal nerve supply 
to the stomach reduces the fasting nocturnal 
secretion below the normal level. When the 
operation of vagotomy is combined with gas¬ 
troenterostomy done in such a way as to pre¬ 
vent stasis of food in the pyloric antrum, the 
duodenal ulcers heal and remain healed. This 
has been demonstrated in 500 patients with 
duodenal ulcer. Gastric ulcer, however, most 
commonly arises in patients whose stomachs 
are atonic and display a fasting secretion less 
than normol. Stasis of food in the stomach 
causes excessive gastric secretion of humoral 
origin and consequent ulcer formation, while 
gastroenterostomy, which relieves the stasis, 
exerts a healing effect on gastric ulcers. 
Measurement of the nocturnal fasting acid 
secretion is therefore of great value in decid¬ 
ing whether the surgeon should perform va¬ 
gotomy combined with antrum resection or 
gastric resection alone for gastric ulcers. 


From the Department of Surgery, University of Clu'cago. 

Read as the E. Starr Judd Lecture in Minneapolis, March *.!, 


1958, and as the I. Ridgeway Trimble Lecture in Btiltimorc, April 16, 1938. 
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PEPTIC ULCER-DRAGSTEDT 


\Wien resection of portions of the stomach for 
the treatment of peptic ulcer became popular, 
Konjetzny,' in Germany, examined the gastric and 
duodenal blood vessels in a large number of re¬ 
sected specimens but failed to find evidence of local 
arteriosclerosis, thrombosis, or embolism. In tlie ex¬ 
perimental laboratory it was found that even exten¬ 
sive ligation of the gastric blood vessels did not 
produce lesions in the mucosa because of the abun¬ 
dant collateral circulation. When the critical point 
was e.xceeded, portions of the stomach became 
gangrenous but peptic ulcers were not produced. A 
similar result has been recorded in man when the 
blood supply to the stomach has been too greatly re¬ 
duced in the effort to extend it high in the chest 
after resections of the upper part of tire esophagus 
for carcinoma. Here again, when tire critical point 
has been exceeded, necrosis of tire stomach ratlier 
than peptic ulceration has resulted. In the surgical 
treatment of gastric and duodenal ulcers, local 
excision of the lesions was tried but found to be 
ineffective. New ulcers appeared in other areas. If 
the essential defect causing the ulcer was local 
thrombosis or embolism, excision of tire involved 
area should have given a better result. Duodenal 
ulcer occurs predominantly in young and otherwise 
healtlry adult males in whom evidence of arterio¬ 
sclerosis, malnutrition, vitamin deficiency, or other 
systemic disease is not conspicuous. For these 
reasons it is exceedingly doubtful that a local de¬ 
crease in resistance of die mucosa can account for 
any large number of the peptic ulcers seen in man. 

Tlie destructive effect of the gastric content is due 
to the concentration of hydrochloric acid and pepsin 
prorided by die gastric juice. Tlie other materials 
present, namely, swallowed food, saliva, mucus 
from the pyloric antrum, and regurgitated duodenal 
secretions, all e.xert a protective effect by buffering 
and diluting the gastric secretion. The key to the 
ulcer problem was provided by the discovery that 
pure gastric juice as it is secreted by tiie fundic 
glands has die capacity to digest and destroy all 
Imng tissue, including the mucous membrane of 
die jejunum, die duodenum, and the stomach itself. 
Tliis central fact was made erident by the finding 
diat the legs of living frogs are digested away if 
immersed in pure gastric juice obtained from acces¬ 
sory stomach pouches in dogs, that die drainage of 
pure gastric juice from such accessory stomach 
pouches into the empty small intestine regularly 
produces ti^pical peptic ulcers, and that die totally 
isolated stomach iridi intact vagus innen'ation with 
abundant secretion regularly develops progressive 
peptic ulcers." 

\Wiile there can be no doubt that mucus and the 
anatomic folds of the gastric mucosa help to protect 
it from peptic digestion, these factors are less im¬ 
portant than dilution and neutralization of the gas¬ 
tric juice secreted by the fundus. Several years ago. 
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I" found diat organs such as die spleen and kidney 
are not digested away if implanted into defech 
made in the gastric wall of dogs and subjected to 
the digestive action of the usual gastric content If, 
however, diese organs were transplanted into de¬ 
fects made in isolated stomach pouches where tliev 
were e.xposed to the digestant action of the pure 
fundic secretion, tlmy were promptly digested away. 
One must conclude that, under normal conditions, 
the mucosa is not digested aw'ay because it is not 
e.xposed to pure gastric juice or to a content that 
resembles pure gastric juice in acid and pepsin 
concentration for any prolonged period of time. 

In tlie intervals between meals, a continuous 
secretion of gastric juice in the empty stomach is 
regularly found in normal persons. This secretion 
is chiefly of nervous origin, and, in a 12-hour period 
at night, an average of 560 cc. of secretion with a 
free acidity of 30 clinical units may be aspirated 
from die stomach. The output of free hydrochloric 
acid varies between 15 and 20 mEq. With the inges¬ 
tion of food, a profound augmentation, in tiiis secre¬ 
tion occurs, first, due to secretory' impulses in tlie 
vagus nerves, aroused reflexly by the sight, odor 
and taste of die food and, subsequently, due to the 
stimulating effect of the gastric secretory hormone 
gastrin, liberated from the antrum of the stomacl 
as a result of gastric peristalsis and the contaci 
between substances in the food and die antnm 
mucosa. If neutral or partially acidified food escape 
dirough die pylorus into the duodenum, hormone; 
are released from the duodenal musoca which alst 
stimulate gastric secredon. This is the so-callec 
intestinal phase of gastric secretion. Wien the pf 
of die gastric content reaches appro.ximately 2.5 t( 
3, further secretion of gastric juice is inhibited 
While the cause of diis inhibition of gastric secre 
don is not finally settled, it appears to be due to tin 
fact that acid of adequate concentration in contac 
wadi the antrum mucosa prevents the release o 
gastrin and that acid of adequate concentration ii 
the duodenum releases from the duodenal mucosi 
a hormone which inhibits the secredon of gastri; 
juice. It is interesting in diis connecdon that fairly 
pure preparations of pancreatic secretin produced 
when injected intravenously, a profuse secredon ol 
pancreadc juice and a simultaneous inhibition ol 
gastric secretion.® 

If an e.xcessive secretion of gastric juice occurs, 
it is readily apparent that the neutralizing and 
diluting effect of swallowed food, saliva, gastric 
mucus, and regurgitated duodenal secretions could 
eventually be overcome and there accumulate in 
the stomach a gastric content resembling purs 
gastric juice in pepsin and acid concentration. Tliis 
should more readily be achieved if the secretion 
occurred in the empty stomach in the absence of 
the stimulating and also neutralizing effect of food- 
taking. Several years ago, I proposed the concept 
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that peptic ulcers are due to a hypersecretion of 
gastric juice rather than to a local decrease in the 
resistance of the mucosa. It was further suggested 
that the hypersecretion of gastric juice in patients 
with duodenal ulcer is usually of nervous origin, 
whereas the hypersecretion of gastrie juice in those 
with gastric ulcer is usually of hormonal or humoral 
origin.'' 

Duodenal Ulcer 

The evidence that duodenal ulcers are usually 
due to a hypersecretion of gastric juice of nervous 
origin may be summarized as follows: First, if ade¬ 
quate collection methods are employed, it has been 
found that patients with duodenal ulcer put out 
from 3 to 20 times as much hydrochloric acid in the 
fasting empt)' stomach at night as do normal per¬ 
sons. Measurement of the fasting night secretion in 
these patients has been a routine procedure at this 
clinic for the past 16 years. During this time, data 
\ have been secured on approximately 1,300 patients 
with various types of peptic ulcer. Most patients 
with duodenal ulcer put out between 60 and 70 
mEq. of free hydrochloric acid during a 12-hour 
period at night, as compared with 10 to 20 mEq. 
by normal persons. Many patients with duodenal 
ulcer put out over 100 mEq., and two have been 
encountered who put out the remarkable total of 
352 and 358 mEq. respectively. This hypersecretion 
is a good criterion of the severity of the ulcer prob¬ 
lem and can be used as a guide for appropriate 
tlierapy. If the acid output is 50 mEq. or greater, 
the likelilrood of medical management proving 
permanently successful is remote and surgical in¬ 
tervention is definitely indicated. On the other 
hand, if the acid output varies between 20 and 30 
mEq., further trials wth medical management 
should be undertaken. 

Second, if a hjqpersecretion of gastric juice of the 
extent found in patients with duodenal ulcer is re¬ 
produced in dogs, ulcers of the duodenum regularly 
form. We are indebted to Hay and co-workers ° for 
this highly significant experiment. A continuous 
hypersecretion of gastric juice was induced in dogs 
and other animals by implanting pellets of hista¬ 
mine in beeswax into the subcutaneous tissues. 
MTien the output of acid roughly approximated tliat 
found in patients with ulcer, typical progressive 
ulcers in the duodenum were produced. These ob¬ 
servations have been repeatedly confirmed in the 
laboratory of the department of surgery at the 
University of Chicago as well as elsewhere. 

Third, when the vagus nerves of the stomach are 
completely divided in patients with duodenal ulcer, 
the output of acid in the fasting nocturnal gastric 
secretion falls below the level found in normal 
people." This fact, established in over 1,200 patients 
subjected to vagotomy for duodenal ulcer in the 
University of Chicago surgery clinic, together with 


a great many elsewhere, constitutes strong evidence 
that the fasting hypersecretion of gastric juice in 
patients with duodenal ulcer is of nervous origin. 
It is attractive to speculate that in some way the 
stresses and strains of modem life produce a secre¬ 
tory hypertonus in the vagus nerves and, thus, that 
the centi'al nervous system plays an important role 
in the disease. For a long time, physicians have 
called attention to the high incidence of duodenal 
ulcer in persons whose occupations subject them to 
long continued an.xiety, competitive effort, and 
mental strain. The lesion has been referred to as a 
wound strqre of civilization and as a psychosomatic 
disease. 

The postulate that the hypersecretion of gastric 
juice in patients with duodenal ulcer may be in part 
due to tire hypothalamus-anterior pituitary-adrenal 
stress mechanism has not been supported by work 
in this laboratory." While it may be conceded that 
physical stress, and possibly also mental stress, is 
accompanied by the increased elaboration of ACTH 
and cortisone into the blood stream, these sub¬ 
stances do not stimulate gastric secretion sufficiently 
to be effective in the production of peptic ulcers. In 
a series of patients widi duodenal ulcer in whom 
the fasting night secretion was determined for 
several days before operation and also for the first 
five or six days of the postoperative period, interest¬ 
ing results bearing on this question were obtained. 
Almost uniformly, the fasting secretion of the pa¬ 
tient with duodenal ulcer was markedly increased 
on the night before the operation. This could prob¬ 
ably be due to the anxiety experienced by most 
patients concerning the coming surgical ordeal. 
During the first five days after the operation, the 
output of hydrochloric acid in tlie fasting 12-hour 
night secretion remained below 10 mEq. This indi¬ 
cates tliat hypersecretion characteristic of duodenal 
ulcer is abolished by vagotomy and, furtlier, that the 
trauma of operation does not stimulate the secretion 
of gastric juice in the vagotomized stomach. 

Fourth, when the vagus nerves to the stomach in 
patients with duodenal ulcer are completely divided 
and when this operation is combined with an effec¬ 
tive drainage procedure so that stasis of food in the 
antrum of the stomach is prevented, the duodenal 
ulcers heal and remain healed. A good deal of con¬ 
troversy about this operation has developed both 
in the United States and abroad. This controversy 
has almok always revolved about a comparison of 
the relative efficiency of vagotomy and gastro¬ 
enterostomy as compared with subtotal gastric re¬ 
section as a method of treatment. No one seems to 
have questioned the observation drat division of 
the vagus nerves exerts a markedly beneficial effect 
on the healing of duodenal ulcers. In my experience, 
this has been directly parallel to the reduction in 
the fasting secretion of gastric juice produced by 
the operation! 



86/206 


PEPTIC ULCER-DRAGSTEDT 


Jan. 17,1939 


Operation for Duodenal Ulcer 

A few words concerning the conduct of tlie opera¬ 
tion itself and the aftercare of patients treated in 
this way may prove useful. In the selection of pa¬ 
tients, tliose witli objective evidence of crater or 
duodenal deformih' sufficient to account for sub¬ 
jective sjTnptoms are apt to give the best results. 
This is particularly true if the fasting night secretion 
of free hydrochloric acid e.xceeds 50 mEq. Vag¬ 
otomy combined vdth a drainage procedure should 
not be done in women unless there is fluoroscopic 
evidence of a crater as well. It is a misconception 
to regard vagotomy as an operation for nervous 
patients. Vagotomy is no more effective in the treat¬ 
ment of psychoneurosis than is gastric resection. 

On the night before the operation, a small rubber 
tube is introduced through tire nose into the 
stomach and the gastric content recovered by as¬ 
piration for a 12-hour period. Vffien compared wdtli 
pre\'ious estimates, it will usually be found that on 
the night before the operation the patient secretes 
50% more hydrochloric acid than at otlier times. 

General anesthesia with good relaxation is neces¬ 
sary'. Tlie abdomen is opened by a high midline or 
left paramedian incision. The abdominal organs 
are e.xplored, and if a duodenal ulcer is found the 
operation is continued. Tlie omentum is packed to 
one side by a laparotomy pad placed below the 
spleen. While the surgeon pulls down on tlie left 
lobe of the liver, his assistant dii'ides the suspensory 
ligament. The left lobe of the liver is then retracted 
at the right and tlie upper part of the stomach e.\- 
posed. The center of the esophagus is identified by 
palpating the rubber tube, and a short incision is 
made through the diaphragm about 1 cm. above 
the hiatus or midway’ between the esophageal hiatus 
and the transverse diaphragmatic vein. 

It is my practice to make a small opening in die 
diaphragm with scissors and to enlarge tliis opening 
by blunt dissection in an attempt to avoid trouble¬ 
some bleeding. If the opening is made immediately 
over the esophagus, there is little danger of opening 
the pleura. Tlie fingers are then introduced into the 
mediastinum, gently separating the esophagus from 
the surrounding tissue. The fingers'are then swept 
around the esophagus, picking up all of tlie vagus 
fibers and pulling tliese together with the lower 
part of the esophagus through the opening into the 
abdomen. Great care must be observed not to 
insinuate tlie fingers between die right vagus trunk 
and the esophagus or die tnmk wall be pushed aside 
and missed. The main trunks are easily separated 
from die esophagus by finger dissection, and a seg¬ 
ment 2 to 3 cm. in lengdi is e.xcised behveen liga¬ 
tures of silk or linen. After the main trunks have 
been dmded, a forceps is used to pick off all strands 
of fascia, small blood vessels, or nonyielding strands 
which niay represent nerve fibers. Vffien this is 


completed, the lower 2 in. of die esophagus is de¬ 
nuded of all tissue, e.xposing the bare longitudinal 
esophageal musculature. Occasionally, a nerve fiber 
must be pried out of the esophageal muscular wall. 
With the fingers of the right hand in die mediasti¬ 
num, it is possible by doiraward traction on the 
stomach to make sure diat no fibers passing to the 
lesser curvature are overlooked. 

The esophagus is then permitted to fall back into 
the mediastinum, and the opening in the diaphragm 
is closed with two interrupted catgut sutures. Tlie 
left Jobe of the liver is permitted to fall back in 
place, but the ligament is not restored. If the pydonis 
is not too greatly deformed by scar tissue or dis¬ 
torted by the hy'peremia and edema of a large 
penetrating ulcer, a pyloroplasty of the type de¬ 
scribed by Weinberg is then carried out. A short 
longitudinal incision is made in the stomach midway 
between the greater and lesser curvatures and e.v- 
tending to the py’lorus. If tlie finger is then intro¬ 
duced tlirough the pylorus into tlie duodenum, the 
presence of obstruction can be determined and the 
incision extended into the duodenum past tlie in¬ 
volved area. A corresponding length of incision is 
then made in tlie stomach and die opening closed 
transversely with a single layer of interrupted silk 
sutures placed approximately 3 mm. apart. Infolding 
of the suture line should not be done, but omentum 
may be placed over the incision if desired. A stab 
wound is then made in the body of the stomach 
near the greater curvature, a Foley catheter in¬ 
serted, and the bag filled sritli 15 cc. of water. The 
stomach is infolded about the catheter witli two 
pursestring catgut sutures. Omentum is then 
wrapped around the catlieter, and it is brought out 
to the left of the incision just below the costal 
margin. The catheter is then pulled upward to 
bring the stomaeh and omentum snugly against 
the abdominal wall. Gauze tied about the catheter 
holds it in place for 24 to 48 hours or until ad¬ 
hesions have formed. 

The stomach is decompressed by means of this 
Foley catheter gastrostomy for five days. During this 
time, it is wise to collect a 12-hour night secretion 
and determine the output of free hydrochloric acid 
as was done before the operation. If the vagus 
nerves have been successfully divided, the output 
of acid is usually less than 10 mEq. Gastrostomy 
decompression of the stomach is much more ac¬ 
ceptable to the patient than is decompression by an 
esophageal tube. There is also a decreased inci¬ 
dence of pulmonary complications. 

It is my practice to leave the Foley catheter in 
place until the patient leaves the hospital. On the 
sixth day, gradual feeding witli liquids followed by 
semisolid foods begins and increments are made in. 
the diet, guided by satisfactory emptying as evi¬ 
denced by aspiration on the catheter in the evening. 
UTien the catheter is pulled out on the lOtli or lltb 
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clay, the stab wound heals promptly without leak¬ 
age of gastric content. The patient is then instructed 
to eat small meals for the first three or four weeks 
and to stop eating if sensations of distention appear. 
With this prolonged period of decompression and 
gradual resumption of food-taking, almost all pa¬ 
tients remain comfortable and the formerly noted 
complications of belching, sensations of distention, 
and diarrhea have not occurred. These are ap¬ 
parently due to stagnation of food in a relatively 
anaeid stomach which permits bacterial fermenta¬ 
tion. As the acid production by tire stomach is 
markedly reduced, bacteria normally found in the 
colon and lower ileum migrate higher in the gas¬ 
trointestinal tract and may even become established 
in the stomach. If decompression has been inade¬ 
quate to permit resumption of normal gasti’ic mo¬ 
tility, antibiotics such as succinylsulfathiazole 
(Sulfasu.xidine) or oxytetracycline (Terramycin) 
may be used to restrict bacterial growtli. The oral 
administration of dilute hydrochloric acid before 
and after meals is also helpful in these patients. 

A careful follow-up study is advisable, and all 
patients should return to the hospital after six 
months for a measurement of the fasting night se¬ 
cretion and an x-ray examination of tlie stomach 
to determine the degree of healing and whether 
stasis of food in the antrum exists. In this connection 
it is wise to take .x-ray pictures at intervals of six 
and eight hours after the administi'ation of the 
barium meal. Simple demonstration that barium 
leaves tlie stomach by way of the new opening is 
not sufficient. If the fasting night secretion has been 
reduced below die level found in normal persons 
and if stasis of food in the stomach is not present 
the probabilities are great that the patient will re¬ 
main free of his disease. 

In the first 500 patients with duodenal ulcer 
treated by vagotomy and gastroenterostomy in this 
clinic in whom die follow-up period has been five 
years or more, 90% received a good to excellent 
result. They were relieved of ulcer symptoms and 
objective evidence of ulcer and were able to eat a 
normal diet without medication. Only 0.4% died 
from the operation, and failure to secure a good 
clinical result was usually due to incomplete va¬ 
gotomy, an inadequate drainage procedure, or bodi. 
In diis connection it was found that a gastro¬ 
enterostomy with the stoma located in the body or 
fundus of die stomach often did not prevent stasis 
of food in the antrum of the stomach. This was 
particularly evident in patients with high-grade 
pyloric stenosis in whom x-ray examination might 
reveal barium in the antrum distal to the gastro¬ 
enterostomy stoma from 9 to 12 hours after ingestion 
of the meal. Careful appraisal of results after diese 
factors have been recognized will probably reveal 
fewer failures. 


Gastric Ulcer 

Tlie evidence that gastric ulcers are usually due 
to a hypersecretion of gastric juice of humoral or 
hormonal origin derives in part from experimental 
studies on the mechanism of gastric secretion and in 
part from reflections on the results of surgical treat¬ 
ment of peptic ulcer. Laboratory studies have 
established the validity of Edkins’ theory, which 
holds that food in the stomach stimulates gastiic 
secretion by causing the manufacture and release 
of a hormone, gastrin, from the antrum of the 
stomach which passes into the circulation and stim¬ 
ulates the secretory activity of parietal cells in the 
corpus and fundus of die stomach. 

It has been further demonstrated that not only 
contact of the antrum mucosa with food but also 
intragastric tension, such as that provoked by an¬ 
trum peristalsis or contraction, is also a potent 
stimulus for the release of gastrin. Indeed, contact 
of the antrum mucosa with food plus the stimulat¬ 
ing effect of antrum contractions is a more effective 
stimulus than eidier factor alone. Both become 
ineffective when the gastric content becomes acid in 
reaction. 

There is some disagreement concerning die 
mechanism by means of which die increasing 
acidity of the gastric content inhibits furdier gastric 
secretion. Some hold to the view that under these 
conditions an inhibitory hormone is released from 
die antrum mucosa.® Experiments in diis laboratory 
support the view that acid in contact with the 
antrum mucosa prevents the release of gastrin, 
possibly in a manner similar to diat produced by 
cocainization of die mucosa." l\flien neutral or 
faintly alkaline food enters the duodenum, stimula¬ 
tion of gastric secretion results, mediated by die 
release of a gastrin-like hormone from the duodenal 
mucosa. This is the so-called intestinal phase of 
gastric secretion, ^^^len, however, the material leav¬ 
ing the stomach is definitely acid in reaction, the 
contact of this acid food with the duodenal mucosa 
brings about an inhibition of gastric secretion 
through the liberation of an inhibitory agent from 
the duodenal mucosa. In this connection, it is in¬ 
teresting that preparations of pancreatic secretin 
suitable for intravenous use in man, when given to 
animals, produce a vigorous secretion of pancreatic 
juice and a simultaneous inhibition of gastric secre¬ 
tion. Tliis preparation of pancreatic secretin is not 
a pure substance, so the possibility remains that a 
second chemical fraction is jiresent which specifi¬ 
cally inhibits the release of gastrin from the antrum. 

Comment 

These data permit die following summary. Under 
normal conditions a constant or continuous secre¬ 
tion of gastric juice occurs in the empt)' human 
stomach even diough the patient is shielded from 
the sight, odor, or taste of food. The amount of acid 
in this secretion varies between 10 and 20 mEq. in 
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a 12-hour period at night and is largely nervous 
in origin, as indicated by the fact that it is almost 
completely abolished by division of the vagus 
nerves to the stomach, A marked augmentation in 
gastric secretion occurs with the ingestion of food, 
brought on in part by secretory impulses in the 
vagus nerr’es aroused refle.xly by the sight, odor, 
and taste of food. The entrance of food into the 
stomach initiates gastric peristalsis, which brings 
food in contact with the antrum mucosa. Gastric 
secretion initiated by vagus impulses is continued 
by the stimulating effect of gastrin. It is likely that 
in many patients at the beginning of the meal 
some neutral or faintly acid food escapes through 
tlie pj'lorus. This would cause the liberation of a 
gastrin-like hormone from the duodenal mucosa, 
and for a short time this intestinal phase of secre¬ 
tion is operati\'e. However, when the acidity of the 
gastric content becomes optimal for peptic diges¬ 
tion, further release of gastrin from the antrum 
ceases and the acid chyme entering the duodenum 
provokes the liberatioir of pancr eatic secretin, which 
stimulates pancreatic secretion and also inhibits 
further secretion of gastric juice. It seems clear 
that, in this mechanism, stimulation of gastric 
secretion adequate for gastric digestion is provided, 
and there arc also factors which limit secretion and 
protect the mucosa against its corrosive action. 

In e.\perimental animals, a hypersecretion of 
gastric juice of hormonal origin sufficient in extent 
to produce typical, progressive ulcers in the 
stomach, duodenum, or jejunum can be induced by 
transplanting the airtrum into the colon as a divertic- 
ulum.*'’ Tire cause of this hypersecretion appears 
to be the liberation of gastrin from the transplanted 
antrum provoked by the peristaltic activity of the 
colon and continuing because the colon content 
does not become acid in reaction. In this new sitira- 
tion, the acid cut-off mechanism which operates 
when the antr-urn is in its normal location is absent. 
It may well be that the potent ulcerogenic action 
of tire excluded antrum after the Finsterer-Devine 
operation is due to a similar cause. Food regurgi¬ 
tating tlrrough the duodenum and into the excluded 
antrum is apt to be neutralized by duodenal secre¬ 
tions and so provide a continuing stimulation for 
gastrin release. Stasis of food in the stomach ap¬ 
pears to be the event in human pathology most 
likely to cause a prolonged or e.xcessive secretion 
of gastric juice of humoral origin. Stasis of food 
plus hjirermotility of the stomach probably occur 
in most patients with duodenal ulcers which pro¬ 
duce pj'loric stenosis. The secondary development 
of gastric ulcers in such patients has long been 
knosvn" and can be attributed to an excessive 
secretion of gastric juice caused by prolonged lib¬ 
eration of gastrin from tlie antrum as a result of 
botli contact with food and antrum hj-permotility. 

Experimental evidence indicates that pyloric 
stenosis in dogs will produce a h>'persecretion of 
gastric juice of humoral origin sufficient in degree 


to be ulcerogenic. It is quite likely that this factor 
of pyloric stenosis brought about by organic 
changes or by spasm may be an additional factor 
in many patients udth ulcer. The initial hypersecre¬ 
tion is of nervous origin, the lesion is produced, 
pyloric stenosis then develops, and, as a result of 
this, there is a furtlier stimulation of gastric secre¬ 
tion of humoral origin. It seems likely that only 
about 20% of gastric ulcers occur in patients with 
previous duodenal ulcers producing stenosis at the 
pydorus. In the remainder, stasis occurs as a result 
of gastric atony. These patients display a fasting 
gastric secretion of less amount tlian in normal 
people, and this may indicate a decreased tonus ol 
the motor and secretory fibers in the gastric s’agi. 

E.xperience from the clinic supports these con' 
cepts. Gastroenterostomy, which relieves gastric 
stasis, exerts a healing effect on gastric ulcers, anc 
resection of the antrum, as in the Kelling-Madlenci 
operation, will usually bring about healing of; 
benign gastric ulcer in the region of the esophagu: 
which has been left in situ. When gastroenterostomj 
or low gastric resection were employed in the treat 
ment of duodenal ulcer, a relatively large numbe 
of these patients developed secondary gastrojejuna 
ulcers. As a result of this experience, resection o 
from two-thirds to three-fourths of the stomach ha 
become the more common procedure. Wien, how 
ever, gastroenterostomy' or low gastric resectioi 
was employed in the treatment of gastric ulcei 
very few secondary gastrojejunal ulcers formed. 

A rational explanation for these phenomen 
would seem to be that in patients witli duodena 
ulcer the cause of the hy'persecretion of gastri 
juice is of vagus or neural origin and is not coi 
rected by gastroenterostomy or excision of th 
antrum, and, as a consequence, neu' idcers form i 
the e.xposed gastrojejunal mucosa because of con 
tact w’ith the excessively acid gastric content. On tli 
other hand, when the antrum is resected in patient 
with gastric ulcer, the cause of the hy'persecretio; 
of gastric juice is removed and for this reason sec 
ondary gastrojejunal ulcers do not form. The bene 
ficial effect of gastroenterostomy in the latter ma; 
be attributed to the relief of stasis which prevent 
the abnormal or continued liberation of gastrin pre 
viously caused by prolonged contact of food witl 
the antrum mucosa. 

It is quite possible that the few gastrojejuna 
ulcers that have been encountered after gastro 
enterostomy or gastric resection for gastric ulcei 
have actually occurred in patients who have had 
both a gastric ulcer and a preexisting duodenal 
ulcer. In these patients it seems likely that the 
duodenal ulcer developed first as a result of a 
hypersecretion of gastric juice of nervous origin, 
and, subsequently, because of pyloric stenosis and 
retention of food in the stomach a hypersecretion 
of gastric juice of humoral origin was superim¬ 
posed. In such a patient, resection of the antrum or. 
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indeed, a gastroenteiosTomy might relieve the 
hypersecretion of gastric juice of humoral origin, 
hut the hypersecretion of nervous origin would 
persist and so the patient would be liable to the 
development of a stoma ulcer. It is in a situation 
such as this where measurement of the fasting night 
secretion is of great value. The night secretion 
seems to be almost entirely of nervous origin, and, 
if ft c.vceeds 20 mEq. of hydrochloric acid in a 
12-hour period, vagotomy combined with antrum 
resection should be performed rather than gas¬ 
trectomy alone. 

Summary 

The idea that peptic ulcers are due to a local de¬ 
crease in the resistance of the mucosa to the diges- 
tant action of the gastric content has failed to 
receive either clinical or experimental support. On 
the other hand, it has been demonstrated that pure 
gastric juice, as it is secreted by the fundus of the 
stomach, has the capacity to digest all living tissue, 
including the nuiscosa of the stomach and duo¬ 
denum, and to produce a defect'which closely re¬ 
sembles progressive peptic ulcer as encountered 
in clinical practice. A gastric content resembling 
pure gastric juice is present in patients who secrete 
such large volumes of gastric juice that the neutral¬ 
izing effect of food and alkaline secretions is over¬ 
come. 

Peptic ulcers are usually caused by a hypersecre¬ 
tion of gastric juice rather than a local decrease in 
the resistance of the mucosa. The hypersecretion 
of gastric juice in patients with duodenal ulcer is of 
nervous origin, whereas in those wth gastric ulcer 
it is usually of humoral or hormonal origin. Evi¬ 
dence from both tlie laboratory and the clinic 
supports these concepts. Gastrojejunal ulcers de¬ 
velop after low gastric resection for duodenal ulcers 
because the cause of the hypersecretion is nervous 
and is not corrected by excision of the gastric 
antrum. The relative absence of gastrojejunal ulcers 


after low gash'ic resection for gastric ulcer is at¬ 
tributed to the fact that removal of the antrum 
abolishes tire cause of the hypersecretion of gastric 
juice in these patients. 

950 E. 59th St. (37). 
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T IC DOULOUREUX,—Neurosurgeons have been reluctant to inject alcohol into 
the gasserian ganglion or root, because of the risk to ophthalmic fibers and to 
other cranial nei-ves. However, in the bands of some experts the procedure 
seemed satisfactory. . . . Preliminary radiographic study determines the entry point 
of the needle and the exact position of the head required. Then the needle is inserted 
vertically downward. Further radiographic study indicates the precise relation of the 
needle to the base of the skull and permits accurate adjustment of its depth. Procaine 
(2 per cent, 0.03 cc.) is injected to determine the position of the needle within the 
posterior root (pars triangularis); the needle is further adjusted if necessarx-. The pa¬ 
tient’s neck is straightened so that he faces the ceiling squarely. Finally from one to 
six therapeutic injections of 0.05 cc. of absolute alcohol are made, guided by careful 
sensory and motor testing. The goal is to prevent further attacks of pain with the 
least sensory' loss. This procedure requires patience, cooperation, and a precise 
knowledge of anatomy. Over a period of 36 months we have found it safe and effec¬ 
tive in relieving tic douloureux in 45 consecutive patients. Arthur Ecker, M. D., and 
Theodore Perl, M. D., Alcoholic Gasserian Injection For Relief of Tic Douloureux, 
Neurology, June, 1958. 
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ATRIAL SEPTAL DEFECT-RESULTS OF SURGICAL CORRECTION IN 

ONE HUNDRED PATIENTS 

S. Gilbert Blount Jr., M.D., D. Hywel Davies, B.M. 

and 

Henry Swan, M.D,, Denver 


The indications for operation in a given condition 
depend inevitably on the risk of the procedure as 
weighed against the potential gain from its suc¬ 
cess. \^dien the procedure is known to be curative 
and the risk steadily diminishes as experience is 
gained, a point is eventually reached when the 
diagnosis of the lesion becomes a firm indication 
for its correction. Tliat point was arri\'ed at several 
j'ears ago in the case of the atrial septal defect. 'We 
here report the results of operation, based on this 
precept, in 100 consecutive cases. 

The patients ranged in age, at the time of sur¬ 
gery, from 10 months to 45 years. There were 68 
females and 32 males in the series. Some were 
without symptoms, while others were severely dis¬ 
abled. Likewise, the physical and other findings 
varied from normal to gross derangement. 

Preoperative Evaluation 

The assessment of the patient’s condition was 
based on history, physical examination, electro¬ 
cardiography, fluoroscopy, and, in many cases, car¬ 
diac catheterization. It is believed that the diag¬ 
nosis can be achieved accurately on clinical grounds 
in over 90% of patients in tire age group covered by 
tlris report, except, of course, the recognition of 
anomalous pulmonary venous connections. 

It is also considered that the common atrioven¬ 
tricular lesion can be distinguished clinically; none 
of the patients operated on with the diagnosis of 
atrial septal defect secundum was found to have 
the former lesion.’ 

Hisforj/.—The variability of symptoms in atrial 
septal defect has been frequently emphasized. In 
this series, incapacity in some patients was severe 
and in others it was absent. Though there were 
obvious exceptions, by and large tlie symptoms ap¬ 
peared in the third decade. Before that they were 
either absent or slight in most instances. Tlie most 
IDrominent complaints were shortness of breath, 
fatigue, and palpitations (“pounding in the chest”), 
tliough tliere were a number of other symptoms 
e.xpressive of ill health in general rather tlian heart 
disease in particular. Of the 100 patients, 38 were 
asxnnptomatic, 29 mildly incapacitated, 23 moder¬ 
ately incapacitated, and 10 severely so. Only eight 
gave a history indicative of congestive cardiac fail- 

From the departtncnU of medicine and surgery. University of Colo¬ 
rado Medicttl Center. Dr. Davies is now registrar at He.irt Hospital, 
London. 


One hundred consecutive patients, rang¬ 
ing in age from 10 months to 45 years, with 
a diagnosis of atrial septal defect secundum, 
were operated on. Of the 100 patients, 38 
were asymptomatic, 29 mildly incapacitated, 
23 moderately incapacitated, and 10 severely 
so. Only eight gave a history indicative of 
congestive cardiac failure. The most prom¬ 
inent complaints were shortness of breath, 
fatigue, and palpitations (pounding in the 
chest). Operation was performed under con¬ 
ditions of hypothermia and inflow-outflow 
occlusion. After the second year of life, the 
earlier the operation is performed the better. 
Surgery in a relatively asymptomatic child be¬ 
tween the ages of 2 and 10 years carries a 
minimum of risk and in all probability will in¬ 
sure a normal cardiovascular system when 
maturity is reached. A high pulmonary vascu¬ 
lar resistance increases the risk and decreases 
the gain that can be anticipated from opera¬ 
tion. 


ure. We did not find a marked increase in the inci¬ 
dence of respiratory infection in tlrese patients, no: 
did we note a predilection for rheumatic fever. 

Physical Signs.—The classic slight build (gracile 
habitus) was noted in most of the children in this 
series, and sometimes this was particularly marked. 
However, it was by no means an invariable find¬ 
ing; a few of the older patients were, in fact, stocky 
rather than slender. 

The normal or small arterial pulse was in most 
cases in sharp contrast to tlie marked hyperactivity 
of the precordium. However, as with so many other 
findings, this activity' tends to be much more pro¬ 
nounced and obvious in tlie y'oung patient when the 
chest wall is very' thin and less marked in the adult 
when it is thick. Uie venous pulse was not consid¬ 
ered uniformly remarkable, though when tricuspid 
insufficiency was present the characteristic sy'stolic 
wave was seen. A left precordial bulge was present 
in 40 patients. A systolic thrill was felt in seven, 
and in most patients the increased activity’ of the 
liy'perdynamic right ventricle was detectable on 
palpation to the left of the sternum. 0\’er the pul- 
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nionaiy area there wa.s usually a systolic thrust, 
followed by a shock due to pulmonary valve closure 
—again, particularly in the younger patients. 

A systolic murmur, most irrominent in the second 
or third left intercostal space, was heard in every 
patient. It was rarely loud or harsh but was rather 
of the quality of the “flow-murmur.” Tliis murmur, 
resulting from functional stenosis of the pulmonary 
valve, v’as easily distinguished from the high- 
iritched, blowing, pan-systolic murmur of tricuspid 
insufficiency. The latter was heard in 10 patients, 
usually at the lower sternal edge. A short, early, 
low-pitched, diastolic murmur due to increased 
blood flow through the tricuspid valve was audible 
in 51 patients, and a high-pitched, blowing, dias¬ 
tolic murmur signifying pulmonary insufficiency 
was found in 5. 

In no case was the diagnosis of Lutembacher’s 
syndrome (atrial septal defect with mitral stenosis) 
seriously considered, nor was a true pulmonary 
stenosis suspected in any case. 

The second sound was widely-split and fixed with 
respect to the respiratory cycle in almost all pa¬ 
tients who did not have a raised pulmonary vascu¬ 
lar resistance. In the latter event it was louder and 
tlie split was narrower; at least this was the impres¬ 
sion on auscultation. 

Electrocardiogram.—The electrocardiogram 
showed all gradations from normal “crista supraven- 
tricularis pattern,” through “right ventricular out¬ 
flow tract hj’pertrophy,” to undoubted “right ven¬ 
tricular hypertrophy.” “ We believe that the rSR' 
complex so frequently found in patients with atrial 
septal defect secundum is a manifestation of right 
ventricular outflow tract hypertrophy or dilatation 
and that it is not due to a conduction defect. This 
subject will be dealt with in greater detail in an¬ 
other paper. In only one case was the electrocardio¬ 
gram normal for age. 

Fiuoroscopi/.—Fluoroscopy was, in this series, an 
indispensable part of the diagnostic study. Together 
with examination of the x-ray films, it provided 
valuable information. Several features were found 
to be particularly helpful. The vascular markings 
of the lung fields were accentuated and noted well 
out to tlie periphery. The heart was enlarged, as 
were the main, left, and right pulmonary arteries. 
The increased activity of these structures was also 
obvious, in contrast to the lack of prominence of 
tlie aorta, left atrium, and left ventricle. Taken to¬ 
gether, these features make up a pattern which 
becomes quite characteristic of atrial septal defect; 
departure from it at once arouses suspicion of 
either an additional lesion or a different diagnosis. 

In this series, the heart was enlarged in 95 cases, 
sometimes slightly and sometimes massively, tliough 
in most cases the enlargement was considerable. In 
all cases except one, tlie typical outline of the atrial 
septal defect was seen. 


Cardiac Catheterization.—Early in the develop¬ 
ment of our understanding of the diagnostic pat¬ 
tern, cardiac catheterization was used as an aid to 
diagnosis and provided a wealth of data with which 
the postoperative findings could be compared. 
Ninety-three patients were studied in this fashion 
before operation, either at this center or at others 
prior to referral here. At the present time, eatheteri- 
zation is not performed unless there are specific 
features which require clarification. 

Selection for Operation 

On the basis of the considerations outlined briefly 
above, 100 patients were operated on, each with 
the diagnosis of atrial septal defect secundum. Two 
patients were given diagnoses preoperatively of 
patent ductus arteriosus in addition and eight of 
anomolous pulmonary venous connections. These 
lesions were found to be present in each case. 
Another seven patients were found at operation to 
have anomalous pulmonary venous connections pre¬ 
viously undiagnosed. No cases of the Lutembacher 
syndrome or of pulmonic stenosis were found. 

When the patient is between tlie ages of 2 and 
45 years, the diagnosis of an uncomplicated atrial 
septal defect is a firm indication for operation. In 
older patients, other factors tend to weigh more 
heavily and must be carefully considered before 
operation is strongly advised. In the younger groups 
the problem of when not to advise operation is a 
more diflBcult one and is centered largely on tlie 
level of the pulmonary vascular resistance. The 
higher this is, and the lower the pulmonary blood 
flow, the higher is the risk of operation and the 
less tlie gain. We believe that the ideal time for 
operation is when the patient is between the ages 
of 2 and 10 years, the risk then being minimal and 
the gain from successful surgery the greatest. With 
the period of maximum growth still to come, ob¬ 
literation of the defect gives such patients an excel¬ 
lent chance to have a completely normal circulatory 
system in adult life. 

Operation was performed under conditions of 
hypothermia and inflow-outflow occlusion, accord¬ 
ing to techniques previously described.^ No longer 
is there any doubt of the superiority of open-heart 
surgery in the handling of this lesion. It is essential 
that the exact relationships between the defect and 
the orifices of the various vessels entering the 
atriums should be accurately assessed visually. 
Since the success of the procedure depends on the 
reestablishment of a completely normal circulation, 
we are certain that direct vision is vital. Whether 
this is achieved by the use of hypothermia or the 
extracorporeal circulation is outside tlie scope of 
tliis article, and opinions will var)' from center to 
center. 
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Results 

Operative Motlaliftj.~Seven patients died as a 
direct consequence of operation, all in the first 43 
cases. There were no operative deaths in the suc¬ 
ceeding 57 cases. Tliree patients died from post¬ 
operative thrombosis (one of pulmonary embolism, 
one of internal carotid artery thrombosis, and one 
of internal jugular vein dnombosis). One patient 
died as a result of postoperative bleeding; two pa¬ 
tients w'tli a high pulmonary vascular resistance 
died a few days after operation from congestive 
cardiac failure. In the remaining case, the cause of 
death was not clear. The changes in blood-clotting 
mechanisms during hypothermia and anesthesia are 
discussed by von Kaulla and Swan.-'* It is felt that 
cooling to below 30 C (86 F) greatlj' increases die 
liabiliti' to diese complications and also that the 
early postoperative institution of anticoagulant 
dierapy, as soon as sanguineous drainage from the 
chest tubes has ceased, minimizes the risk of throm¬ 
bosis. Of the seven patients who died, four were 
“good risk” patients and three “poor risk,” having 
a high pulmonari' I'ascular resistance. 

One other patient, aged 39, died at home eight 
weeks after operation. The cause of death is said 
to have been a cerebellar hemorrhage; she was re¬ 
ceiving anticoagulant therapy at the time. Of the 
remaining 92 patients, we have recent information 
on 91. 

Postoperative Assessment.—The success of opera¬ 
tion is measured by the changes which occur after 
operation in symptoms, signs, electrocardiogram, 
radiologic findings, and, in 44 patients, postopera¬ 
tive catheterization. If the defect has been com¬ 
pletely closed, the results of evaluation by all these 
methods show tiiat there has been regression toward 
normal. If this regression does not occur within a 
few months, the question must at once be asked: 
“I'iTiy not?” 

Eight>'-one patients are considered cured by all 
methods of evaluation. Three others are clinically 
cured; normal regression of symptoms, signs, elec¬ 
trocardiographic findings, and heart size occurred 
after operation, but postoperative cardiac catheteri¬ 
zation in these three still showed some left-to- 
right shunt at the atrial level. One of these patients 
was the last on w'hom interrupted sutures were 
used to close the atrial defect, and it is possible 
tliat some small gaps remain between sutures. One 
patient may still have a pulmonary vein draining 
into the right atrium. The third also had before 
operation anomalous pulmonarj' venous connec¬ 
tions into the right atrium. In none of these three 
patients is the shunt of any apparent hemodynamic 
importance. 

Two patients have left-to-right shunts at the 
atrial level w’hich are of consequence. One is a 
12-year-old boy; he w'as operated on in August, 


1954. Postoperative catheterization showed com¬ 
plete obliteration of the shunt, and he has remained 
■without significant symptoms. However, the elec¬ 
trocardiogram failed to reveal any regression to¬ 
ward normal and further catheterization recently 
has revealed that there is now' a shunt. He was also 
a patient in one of the early cases, on whom inter¬ 
rupted sutures were used. The other patient is a 
45-year-old w'oman w'ith an e.vtremely large heart 
and tricuspid insufilciency but a low pulnionarj’ 
vascular resistance. Repeated catheterization seven 
months after operation shou'ed persistence of the 
shunt at the atrial level, and she is unimprov'ed._ 

One patient, now' aged 18, did well in all respects 
for 18 months after operation but since then, over 
the succeeding two j'ears, has become progressively 
more disabled by dyspnea and fatigue, accompa¬ 
nied by the development of central cyanosis and 
finger clubbing. Tire cause of this has recently been 
established to be the shunting of inferior vena caval 
blood directly into the left atrium. 

Tw'o patients ha\'e been troubled by postopera¬ 
tive arrhytlimias. One of these, aged 37, has palpi¬ 
tations and some dyspnea on effort due to atrial 
flutter. The other, aged 31, had a grossly enlarged 
heart at operation and had been in cardiac failure. 
In her case, the arrhythmia has been inimical to 
her progress.’ Our latest report, si-x months after 
surgery, indicates that she is now' improving. 

One patient, aged 18, also had a large heart pre- 
operatively and still has some breathlessness on 
effort one year after operation. How'ever, he has 
show'n improvement. Finally, a housewife 33 years 
of age, w'ho had severe pulmonary vascular changes 
before operation, has shown no regression of her 
pulmonary hy'pertension in the nine months since 
operation, despite successful closure of her atrial 
septal defect. Tliough she says that she feels better, 
she is still mildly incapacitated and show's no ob¬ 
jective evidence of improvement. 

Thus, of the 91 patients of whom we have recent 
information, only 4 give grounds for serious con¬ 
cern, 2 due to the persistence of a significant left- 
to-right shunt, one due to the development of 
central cyanosis, and one due to the presence of 
apparently irreversible pulmonary vascular disease. 

Summary 

At tlie present time, 125 patients w'ith an atrial 
septal defect of the secundum type have been op¬ 
erated on at this center under conditions of hypo¬ 
thermia, inflow-outflow' occlusion, and direct-vision 
open-heart surgery. This report briefly analyzes the 
experience gained in the first 100 consecutive cases. 

There were seven deaths due to surgerj', all m 
the first 43 patients. In the last 82 patients there 
have been no deaths. The indication for operation, 
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in patients under 45 years of age, is the diagnosis 
of tho' uncomplicated anomaly. It is considered 
that, after the second year of life, the earlier tlie 
operation is performed the better. Surgery in a rela¬ 
tively asymptomatic child between the ages of 2 
and 10 years carries a minimum of risk (less than 
2%) and in all probability will ensure a normal 
cardiovascular system when maturity is reached. 

With use of current methods, closure of the de¬ 
fect is almost assured. Only a small proportion of 
patients were not improved sub]ecti\'ely or objec¬ 
tively. A high pulmonary vascular resistance in¬ 
creases the risk and decreases the gain that can be 
anticipated from operation. 

4200 E. 9th St. (20) (Dr. Blount). 
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PREGNANCY IN THE PATIENT WITH ILEOSTOMY AND COLECTOMY 

Fred O. Priest, M.D., Richard K. Gilchrist, M.D. 

and 

John S. Long, M.D., Chicago 


To deny a young woman the right to have a baby 
is a severe sentence to hand down. For the childless 
woman tlie effect of such a decision may be irrepa¬ 
rable psychological trauma. The existence of an 
ileostomy per se does not warrant such a sentence. 
Our experience with the patient after ileostomy 
and colectomy leads us to the conclusion that she 
may undergo pregnancy and delivery without un¬ 
due risk. The type of delivery is dictated not by 
the existing ileostomy, but by those factors which 
decide the type of delivery in any obstetric patient. 

Although pregnancy complicated by idiopatliic 
ulcerative colitis does not fall within the scope of 
this discussion, it seems pertinent to point out the 
following facts. Pregnancy brings about adverse 
and unpredictable effects in the majority of in¬ 
stances. These patients must be watched very care¬ 
fully, and it may become necessary to interrupt the 
pregnancy in the interest of the life of the motlier. 
There seems to be less chance of an e.xacerbation of 
the disease the longer it has been quiescent before 
the onset of pregnancy, however, the risk of a 
flare-up is always present. We feel tliat pregnancy 
should be discouraged in those women in whom 
the disease is moderately active. Abramson and 

From Ihe departments of general surgery and obstetrics and gyne¬ 
cology, Presbyterian-St. Luke’s Hospital. 

Read before the Section on Surgery, General and Abdominal, at the 
107th Annual Meeting of the American Medical Association, San 
Francisco, June 27, 1958. 


Surgeons have been reluctant to perform 
ileostomy for intractable ulcerative colitis in 
young women because the existence of the 
ileostomy was believed to militate against 
pregnancy and subsequent parturition. This 
belief is unsettled by o study of seven pa¬ 
tients with ileostomy and colectomy. In all 
there were 13 subsequent pregnancies, of 
which 3 terminated in early spontaneous 
abortions while 10 went on to term and re¬ 
sulted in live births. In 9 of the 10 term preg¬ 
nancies the patient was delivered per vagi- 
nam, and only one had to be delivered by 
cesarean section. There was no maternal mor¬ 
tality. In the past, unpredictable exacerba¬ 
tions of ulcerative colitis have been a serious 
danger in pregnancy. The experiences here 
recorded show that young women with other¬ 
wise intractable colitis can be treated by 
ileostomy and colectomy without fear of sub¬ 
sequent inability to bear children. 


co-workers ’ made similar observations and reported 
a fairly high mortality in the puerperal period. 
Bacon “ in his recent and excellent treatise on ul- 
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cerative colitis reviewed the literature thoroughly 
and concluded that, aldiough tire colitis may have 
little effect on the pregnancy itself, the pregnancy 
may cause severe and unpredictable effects on the 
colitis. 

During die past 15 years ileostomy or ileostomy 
and colectomy have been done more and more 
frequently in uncontrolled cases of ulcerative colitis 
with its various complications. Quite obviously 
then, we shall encounter many young women who 
have had such surgery and who are desirous of 
having children. Our advice should mean much to 
diem and particularly to the childless woman. 
Certainly, the presence of an ileostomy does not 
make it more difficult for her to become pregnant. 
In fact, the improvement in her general health 
after an ileostomy and colectomy may increase her 
chances of becoming pregnant. 

The most likely questions from diese women will 
be; 1. After this surgery can I, widi a fair degree 
of safety, go through pregnancy? 2. ’\^^lat arc the 
chances of difficulty with the ileostomy? 3. Do I 
need special care during the pregnancy? 4. What 
type of delivery may I anticipate? To answer diese 
questions honestly and intelligently each of us 
needs to keep accurate records of such patients 
coming under our care and to report our results. 

We have advised those j'oung women who have 
ulcerative colitis and who are contemplating mar¬ 
riage that they can e.vpect a nonnal rate of concep¬ 
tion after excision of the colon and the rectum. 
Because of the possibility of die uterus becoming 
fixed in retroversion, one of us (R. K. G.) has made 
it a practice to fix the fundus w'idi two mattress 
sutures of 00 absorbable chromic surgical suture 
(catgut) to the lower end of die incision in the 
anterior abdominal wall. Also, at die time of re¬ 
construction of the pehnc peritoneal floor, we have 
made certain that both tubes and ovaries lie free 
mdiin the abdominal cavity. Each of our young 
women so treated has become pregnant, and has 
been able to care for her children and household 
dudes. 

During the past seven years all of our operations 
have been ileostomy, total colectomy, and abdom¬ 
inoperineal resection of the rectum in one stage. 
The ileostomy has been constructed u'ith a short 
rosebud undi mucosa to skin sutures. 

The rectovaginal fistulas so commonly seen in 
diese patients before resection have healed and 
have given no trouble at the dme of delivery. 
Partial intestinal obstnicdon during the latter 
months of pregnancy has at rimes been due to im¬ 
paction in the terminal ileum. This may be reh'eved 
by gentle irrigation tlirough a cadieter passed 
through Ae ileostomy. 

Let us review some of the larger series of cases 
of pregnancy after ileostomy, colectomy, and ab¬ 
dominoperineal resection. Scudmore and co-work¬ 
ers ® report seven pregnancies in five women, svith 


one early abortion (14%) and six live birtiis (86%). 
In this group some mild complications with the 
ileac stoma were encountered. Two patients had 
partial intestinal obstruction which responded to 
medical management. The six infants were de¬ 
livered per vaginam. The episiotomy in three 
instances healed slowly. 

Bacon “ reports seven pregnancies in seven wom¬ 
en after ileostomy and total colectomy, all of whom 
were delivered per vaginam at term without com¬ 
plications. He pleads for delivery through the 
vagina instead of by elective cesarean section 
simply because the rectum had been removed. 

A colleague of ours. Dr. Clarence Dennis of 
Brookljm, N. Y., has mitten us that he has had 
eight pregnancies in seven women after total colec¬ 
tomy. All of tliem were carried to full term and 
seven of the eight infants were delivered by elec¬ 
tive cesarean section. A section had been planned 
for the eighth patient, but she surprised her ob¬ 
stetrician by a normal delivery with no complica¬ 
tions. We cannot agree uith his choice of deliver}' 
by section unless it is dictated by other factors. In 
agreement with tlie metlrbd of delivery by Dennis, 
how'ever, Hull and Magee ' state tliat after removal 
of the rectum the perineum is fixed and inelastic, 
thus making vaginal delivery dangerous, if not 
impossible. Along w'itli Bacon ° and Scudmore and 
co-w'orkers ’’ we have found no such difficulty. 

To the above 22 pregnancies with 21 term de¬ 
liveries after ileostomy and colectomy w'e should 
like to add our series w'hich includes 13 pregnancies 
in seven w'omen witli the following outcome: 10 
term pregnancies (77%) and 3 earl}' spontaneous 
abortions (23%). Of these 10 term pregnancies, 9 
(90%) patients were delivered per vaginam. One 
(10%) was delivered by cesarean section. By in¬ 
cluding our 10 patients there is a total of 31 term 
pregnancies, all of w'hich terminated in live birtlis, 
w'ith no maternal mortality. We have had no diffi¬ 
culty W’ith the perineum at delivery. An adequate 
episiotomy can be made w'ith safety in the absence 
of the rectum. One of our patients, a multipara, re¬ 
quired no episiotomy. 

Report of Cases 

Case 1.—A patient developed symptoms of ulcerative 
colitis at tile age of 12. By the age of 20 she had undergone 
two operations for rectoperineal fistulas. Fifteen years after 
the onset of her disease an ileostomy and colectomy were 
performed, with a rapid recovery. Two years later she be- 
c,ame pregnant; her weight increased to 155 lb. (70.3 kg.), 
.she delivered normally after a 12-hoiir labor. She again be¬ 
came pregnant after three months. This pregnancy also 
ended uneventfully. Since that time she has had two early 
spontaneous abortions without complications. She is well and 
is an advocate of tliis operation before pregnancy. 

Case 2.—Tliis patient had her first symptoms of acute 
ulcerative colitis at tlie age of 23. Tw’o months later she 
entered the hospital and remained four and one-half months 
on medical management. One and one-half years later an 
ileostomy and colectomy were performed. Ten months later 
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slic became preKiiant. Diirinc prcKiwiicy she remained well 
and coinforlalile except for an oeeasional cramping xensation 
near the ileostomy stoma, She gained 25 Ib. (11.3 kg.) and 
her hcmogloI)in lex'cl rose from 10 to 13 Cm. per 100 cc. 
She was delivered by ontlcf fnrcep.s after an ll-honr labor. 
The postpartum course was nncventfnl. Although lier condi¬ 
tion rcmainetl good, she had a x’aginal Pomeroy sterilization 
six years later. 

CASt 3.—This patient was unmarried. Ulcerative colitis 
was diagnosed at age 13. Four 5 'ear.s later an ileostomy was 
pcrfonnetl, and two years lalc'r the last stage of the colostomy 
was completed. Ten years after treatment for the colitis, 
she was hosiritalized for pnlmonaty tnbcrcnlosis, and while 
still under inilmonary therapy she became pregnant. She 
gained 19 lb. (8.6 kg.) in tbe pregnancy. In the seventh 
month of gestation she had evidence of a partial bowel ob- 
stniction which responded to conservative management. She 
w.is delivered by low forceps at tenn after a 14-bour spon¬ 
taneous labor. There were no postpartum complications. 

Case 4.—This woman, aged 31, had her first .symptoms of 
ulcerative colitis at age 16. Two years later she weighed 
SO lb. (3C.3 kg.) and entered the hospital for colectomy and 
ileostomy. She was free of complications from that time on. 
Seven years after surgery .she delivered a 6-lb, (2,721 Cm.) 
infant in her 38th week after a 13-hour labor. A central 
episiotomy was used. Two years later she bad another un¬ 
eventful pregnancy and delivered nonnally a 6-lb, infant 
in breech presentation after a seven-hour labor. Her hemo¬ 
globin level ranged between 11.5 and 12 Cm. per 100 cc. 
with each pregnancy. 

Case 5,—This woman had one pregnancy prior to the onset 
of her ulcerative colitis. She had one pregnancy and a thera¬ 
peutic abortion after tbe onset of her disease. There was 
almost continual bleeding and the development of several 
fistulas in tbe four years irrior to her colectomy and ileostomy. 
Five years after this operation she became pregnant and 
progressed satisfactorily until the seventh month, at which 
time she developed a partial intestinal obstruction svhich re¬ 
sponded to conservative treatment. She delivered two weeks 
before tenn a 6-lb. 15-oz. (3,147 Cm.) baby after a five-hour 
labor. Her hemoglobin level was 11 Gm. per 100 cc. Four 
years later she delivered an 8-lb. 3-oz. (3,714 Gm.) infant 
normally after a four-hour labor. She has been well since 
then. 

Case 6.—This patient, aged 34, developed symptoms of 
ulcerative colitis at age 26 after the birth of her first child. 
Eight months after tbe onset of her disease an ileostomy was 
performed. The colon continued to be infl.amed and 11 
months later a hemicolectomy was perfonued. Several months 
Later she had a spontaneous abortion. The remaining colon 
was removed one and one-half years later. Her fourtli preg¬ 
nancy, or tbe second since the colectomy, occurred six years 
after her primary surgery. She had an uneventful pregnancy 
and delivered a 7-lb. (3,175 Gm.) infant normally after a 
five-hour labor. Her hemoglobin level on admission was 14 
Gm. per 100 cc. One month later she developed an abdomi¬ 
nal wall abscess adjacent to tire ileostomy which required 
incision and drainage. Recox'ery was rapid and complete. 

Case 7.~This woman, aged 32, first developed ulcerative 
colitis at age 14. Six years later she had an ileostomy. The 
remaining colon was removed in two stages the following 
year. Her only complaint thereafter was an occasional en¬ 
teritis. Ten years after the ileostomy .she became pregnant. 
In the sixth month she developed an intussusception of the 
terminal ileum which had to be rexosed. The pregnancy was 
marked by nausea above the usual amount and an occasional 
episode of diarrhea. She was delivered at term by a low 
fundal cesarean section after a 22-hour trial of labor witli 
the breech presenting. Seventy-two hours after delivery she 
developed a x'olvulus with gangrene of the terminal ileum 


which was resected and revised. She was discharged im¬ 
proved and remained that way for one year when she devel¬ 
oped acute abdominal pain with a transient partial obstnic- 
tion, which responded to conserx'ative therapy. 

Conclusions 

It is relatix'ely safe for the young woman with 
an ileostomy and colectomy to go through preg¬ 
nancy. Early and adequate prenatal care is of the 
utmost importance. The care of each patient should 
be individualized in the joint decision of the sur¬ 
geon, the gastroenterologist, and the obstetrician. 

Seven u'omen had 10 live births in 10 term preg¬ 
nancies. Three pregnancies terminated in early 
spontaneous abortions. Tliere was no maternal 
mortalit)'. In 9 of the 10 term pregnancies the pa¬ 
tient was delivered per vaginam; one was delivered 
by cesarean section. No difHculty with the perineum 
was encountered at vaginal delivery. 

Three patients had evidence of partial small in¬ 
testinal obstruction. Each of them responded to 
medical management. One patient developed an 


Pregnancy in Patients with Ileostomy and Colectomy 




Wt. of 
Baby. 

Gesta¬ 

Dura¬ 
tion of • 

Labor, Tyijcot 

He- 

mo- 

glo- 

bin 

Lev¬ 

el. 

Gm./ 

100 

Case 

Age 

Gin. 

tion 

Hr. 

DeHyerj' 

Cc. CompHcatfoDS 

1 

31 

3,430 

Tenn 

10 

Xormul 

13 None 


32 

3,402 

Term 

8 

Normal 

12 None 

2 

30 

3,2SS 

Term 

11 

Outlet 

forceps 

13 None 

3 

27 

3,175 

Term 

14 

Low 

forceps 

12 Obstruction, 7 mo.; 
bled from ileostomy 

4 

20 

2,721 

3S wk. 

13 

Normal 

12 None 


31 

2,721 

Term 

7 

Breech 

n.8 None 

o 

34 

3,147 

38 wk. 

5 

Nonnal 

11 Obstruction, 7 mo. 


38 

3,714 

Term 

4 

Normal 

12 None 

G 

34 

3,232 

Term 

5 

Normal 

14 Abdominal wall 
abscess 

7 

29 

3,005 

Term 

22 

Cesarean 13 8 Volvulus, 7 mo.; post¬ 
section I>artum obstruction 


intussusception at si.x months gestation and re¬ 
quired a rex’ision of the ileostomy. This patient was 
delivered by cesarean section, after which she de¬ 
veloped obstruction requiring resection of the 
terminal ileum. 

We feel that the young woman with ileostomy 
and colectomy may lead a relatively normal life and 
may undergo pregnancy with the e.vpectation of a 
normal delivery in most instances. 

720 N. Michig.in Ave. (11) (Dr. Priest). 
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MEDICAL-LEGAL ASPECTS OF INJURIES TO THE NECK 

Charles J. Frankel, M.D., Charlottesville, Va. 


The term “whiplash injury” was fathered by the 
medical profession and popularized in an article by 
Gay and Abbott which appeared in The Joubnal 
in 1953.’ Since 1954, the term "whiplash injury” has 
become the darling of the plaintiff’s attorneys and 
the bane of the defendant’s atorneys. A persuasive 
lawyer with a modicum of histrionic ability can 
almost make a jury follow the course of his client’s 
head and neck as it snaps backward two or three 
feet and is then propelled forward. Today, because 
of the confusion engendered by tire faulty teimi- 
nology, most physicians would like to rename the 
monster they created. One well-known authority 
has suggested “necklash injury,” That substitution 
would still lead to confusion, inasmuch as many 
of the injuries sustained by the bony elements of 
the neck are not caused by any real lashing move¬ 
ment. It might be more useful to return to our phys¬ 
ical findings as a source of our descriptive termi¬ 
nology. Why not call a sprain a sprain, a concussion 
a concussion, and a fracture exactly what is it? 

Where equally competent and reputable physi¬ 
cians draw conclusions that are almost completely 
contradictory and opposite, it is no wonder that 
attorneys, simply by reading the medical literature, 
can find any varietj' of opinion that will best serve 
their purpose. In a law journal recently, an editorial 
which introduced a s>mposium on whiplash injury 
stated: 

It is amazing how attorneys can support tlieir tlieory of 
the case, whether for the plaintiff or for the defense, by 
showing adverse doctors specific supporting medical literature 
on whiplash from autlioritative journals—like The Joubnai. 
of the American Medical Association or journals of llie spe¬ 
cialties of neurosurgery or orthopedics. 

When it is a matter of convincing a doctor or lawyer on 
medical causation or evaluation of disability, current perti¬ 
nent medical articles or books pertaining to whiplash will 
invariably impress diem with the reliability of the medical 
basis for one’s theories. 

Some recently reported cases have shown how ef¬ 
fectively articles on whiplash from The Joubnal 
can be used in effective cross-examination of de¬ 
fense medical wdtnesses. It may be proper for plain¬ 
tiff’s counsel to test the knowledge and accuracy of 
defendent’s physician on cross-examination by read¬ 
ing pertinent e.xtracts from The Joubnal pertaining 
to whiplash and to ask whether he disagrees witli 
what has been read. Confronted with the authority 
of The Joubnal, most physicians on the witness 
stand would be inclined to agree witli what had 
been \witten therein. This, of course, is influential 
in reducing the weight of adverse medical tesd- 

Rcad before the Section on Orthopedic Surgeo" nt the 107lh Annual 
Meeting of the American Medical Association, S.an Francisco, June 
23. 1938. 


It is fallacious to speak of all injuries to 
the neck in automobile accidents as whiplash 
injuries and to classify all patienfs with true 
whiplash injuries into one group. There is a 
gamut of injuries from the inconsequential to 
the fatal, and injuries to the neck vary not 
only in degree but also in kind. Confusion 
and injustice can be avoided only if all par¬ 
ties, including lawyers and physicians, are 
objective, explicit, and honest in handling 
cases of personal injury. The physician who 
is consulted should be thorough in his exam¬ 
ination, keep good records, be prepared to 
translate his medical phrases into practical 
terms, and bring charts, models, or other 
visual aids with him to court for the informa¬ 
tion of judge and jury. A just settlement de¬ 
pends On the mutual respect and cooperation 
of the medical and legal professions. 


mony even wlien a physician disagrees with what 
has been stated in The Joubnal. Attorneys may 
effectively demonstrate to the fact finders (the jur)') 
that the physician is disagreeing mth a ividel.v 
accepted authority. However, there are certain dan¬ 
gers in using articles or textbooks to discredit medi¬ 
cal witnesses, if the attorney improperly quotes per¬ 
tinent and favorable sections from them to the jur)’ 
on summation. This is especially so when an attor¬ 
ney confronts an adverse medical witness with a 
dozen or more accepted medical authorities whicli 
he refuses to admit as authoritative and/or dis¬ 
agrees with entirely. Uien, in the closing argument, 
the attorney emphasizes to the jur}' the fact that 
the adverse physician maintains his own opinion in 
the face of a dozen other widely accepted medical 
authorities whose opinions were contrary to his own. 
This may contribute to prejudicial error. 

Attorneys will find, in reading the medical litera¬ 
ture, information which will best support their the¬ 
ories for defense or prosecution in present or future 
whiplash cases. It is imperative to bear in mind 
that generalized conclusions drawn from one physi¬ 
cian’s study of 100 or more cases are not of necessity 
representative of the conclusions that might he 
drawn if 1,000 or more, treated by physicians from 
all sections of the United States, were evaluated. 
Thus, the reports by Gay and Abbott,’ Gotten,’ 
and others simply represent their findings, and the 
many variables that come into play in the possible 
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causation of neck injuries cannot be taken into ac¬ 
count. Among tliese variables are pree.xisting ar¬ 
thritis or disease, the normal or abnormal posture of 
the patient, the age, the force with which the ve¬ 
hicle was struck, and the position of the patient in¬ 
side the vehicle. A statistical study—which must in¬ 
clude more than 1,000 cases, would be more truly 
representative. The editor of the law journal con¬ 
cludes: 

From tlie point of view of inodic.il tcnninology and whip¬ 
lash, there arc advantages in using one of several accepted 
niedic.il tenns for whiplash dis.ibility. Certain plaintiff’s 
inedic.ll terms in the fonn of ‘‘whiplash injury” or ‘‘disc in- 
jiir>’” ill the neck, will give an implication of a greater amount 
of disability. On the other hand, medical tenns like ‘‘neck 
strain” or ‘‘cervic.il syndrome" could effectively be used by 
tlie defense and imply less disability. Since .ill of tliese terms 
are accepted medical diagnosis today, it is important that one 
case should be prosecuted or defended on the basis of such 
specific diagnosis—depending on whether one is representing 
the plaintiff or defendant. 

It is difficult to deny tliat confusion does arise 
whenever neck injuries producedlSy a whiplash-like 
mechanism terminate in a court of law. A reevalua¬ 
tion of the symptom complex of injuries to the neck 
may, therefore, serve a useful purpose if only to 
place the physician where he belongs, namely, as 
an impartial agent whose sole interest is providing 
for the welfare of his patient instead of being an 
advocate for plaintiff or defendant. 

The National Safetj' Council has estimated that 
15% of all automobile accidents occur when a car 
is struck from behind, usually when the forward 
vehicle is stopped. An indeterminate number of 
vehicles are struck from the side and front. Such 
forces are likely to be responsible for a more dis¬ 
abling type of injury tlian is usually found after die 
fle.xion or extension movement of the head. Becbtol 
used dummies to demonstrate that accidents and 
crashes at 10 miles per hour were responsible for 
mpre damage than were crashes at higher speeds. 

Mechanics of the Injury and Anatomy 

It has been recognized tiiat forced motion of the 
head and neck in one direction xvith the body as a 
base is often followed by a sharp motion in the op¬ 
posite direction. The various forces that may be 
transmitted to the neck are compression, disten¬ 
tion, bending, shearing, and torsion. If tiie forward 
motion of the body within the carrier suddenly 
stops, die head continues forward, but if die body 
and the carrier are suddenly propelled forward, as 
in rear-end collisions or in catapult launchings, 
the head is whipped backward. Then, in rebound, 
it is driven forward, completing the first full so- 
called lash movement. If the head and neck are 
turned at the time of impact or if die impact comes 
from the side, severe torsional forces may then be 
transmitted to the neck and the structures xvithin. 

The mechanical structures of the neck are so 
constituted that the neck can tilt forward, back¬ 


ward, and sideward and rotate by a gliding motion 
in the facets. Extremes of motion are limited by the 
anterior, posterior, and lateral ligaments as well as 
the capsule and fibrous tissue structures which sur¬ 
round the joints. 

The relationship of the covertebral joints to the 
vertebral artery and the cervical nerve roots must 
be und^erstood before one can begin to appreciate 
and believe the injured patient’s complaints and 
symptoms. The nature of the intervertebral disk, 
the physical chemical properties, and its newly dis¬ 
covered though meager nerve supply must also be 
more fully understood. With loss of water content 
and concomitant loss of height of the disk, tliere 
may be an altered mechanical alignment of the 
cervical spine. There may result abnormal compres¬ 
sion force on the posterior ligaments tlwough which 
the peripheral and autonomic nerves must pass, 
hence, the not uncommon sensory% motor, and sym¬ 
pathetic nerve manifestations which are often de¬ 
monstrable by electromyographic studies.® 

The normal fundamental anatomy of the neck 
must also be understood if deviations from the nor¬ 
mal are to be recognized. The special design of tire 
atlas and the axis permits nodding, rotation, and 
lateral bending movements of the head. Motions 
in the other cervical joints consist of forward flex¬ 
ion, extension, lateral bending, and rotation. The 
last two movements occur together. 

The ligaments are lax enough to allow normal 
movement. Abnormal laxity may give rise to dislo¬ 
cations or allow an abnormal amount of movement 
to occur, thereby increasing the wear and tear and 
stress on the joints. Excessive movement of the at¬ 
lantoaxial joints is controlled by the strong check 
ligaments. The odontoid process of the axis may be 
fractured. When such injuries are accompanied by 
tears of the check ligaments and capsule, posterior 
dislocation of the atlas can occur. Anterior disloca¬ 
tions may occur when tlie ligaments and capsule 
are tom." 

The secondary' joints or intervertebral disks are 
narrower in the cervical region. The vertical diam¬ 
eter anteriorly is from two to three times greater 
than posteriorly. The nucleus pulposus is more an¬ 
terior dian in other disks and is, tlierefore, less sub- 
jeet to rupture than is the nucleus in the lumbar 
disk. 

The shape and inclination of the primary articular 
processes and the slight la,xity of the ligaments and 
capsule structures contribute to the range of normal 
motion. The important joints of Luschka ® are small 
synovial articulations measuring 2 by 4 to 3 by 6 
mm. They are situated between the five lower cer¬ 
vical vertebrae and lie anteromedial to the mixed 
nerve root and posteromedial to the X'ertebral ar¬ 
tery, veins, and sympathetic nerve supply. The sig¬ 
nificance of injuries involving Luschka' joints is 
based on their proximity to the important nerve 
and vascular structures as well as the ligaments. The 
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lower cervical nerve roots, being relatively fixed in 
position, may be exposed to trauma or compression, 
particularly when the neck is flexed at tlie moment 
of impact, as when a vehicle is struck from behind. 
Pain may be referred from nerve roots which, as 
they leave the bony outlet or foramens, are com¬ 
pressed by inflamed ligaments and capsules, adhe¬ 
sions, and pressure from osteophytes and thick¬ 
ened soft tissues, including a thickened ligamentum 
flavum. 

It is thought that the Lusclika joints restrict later¬ 
al flexion of the neck and may prevent lateral herni¬ 
ation of tire nucleus pulposus. Morton states that 
nerve symptoms are more frequently caused by 
Luschka joint exostoses than b)' osteophytes arising 
from the apophysial joints. Exostoses from Luschka 
joints may encroach on the vertebral artery and be 
partially responsible for the so-called shoulder- 
hand syndrome. The complications from lateral or 
oblique flexion forces must not be minimized, since 
such forces are responsible for injuries to the 
Luschka joints and to the surrounding sensitive and 
important soft tissue structures. 

An analysis of 75 patients with preexisting de¬ 
generative changes in the neck revealed only 7 with 
a definite diagnosis of herniated disk. It may be 
that clinical sj’mptoms pertaining to cervical nerve 
roots are more often due to the arthritic and de¬ 
generative changes of the synovial joints of Luschka. 
It has been suggested that many of the hard pro¬ 
trusions removed by neurosurgeons are spurs and 
calcareous deposits formed on or near the Luschka 
joints. This is a field of inquirj' uhich has not been 
pursued too well. 

The joints between the sixth and seventh cervical 
vertebrae are freely movable; however, the less 
mobile joints between the fourth and fifth and fifth 
and sixth vertebrae are more vulnerable to stress 
and injury. Careful x-ray examination is necessary 
to localize injuries in this area. 

The absence of posterior joints between the head 
and the atlas and the atlas and the axis leaves the 
first two spinal nerves witliout an intervertebral 
canal. The other five vertebrae do have foramens 
through which passes a spinal nen'e. Whenever 
the head is turned, there is a gliding motion be- 
tu'een the lateral intervertebral joints. Forced mo¬ 
tion may subject the roots and the accompanying 
blood vessels to irritation and injun^ 

Sympathetic Nenmus System 

In order to more fully understand the picture of 
• the ceix'ical nerv’e root irritation, the role of the 
svmpathetic nervmus system must be e.xamined and 
understood. The cerwcal nen^e roots are composed 
of motor and sensorx' fibers only. The dorsal and 
upper two lumbar roots contain specialized com¬ 
municating elements, which in die case of the upper 
two dorsal roots ser\'e to join die cervical roots and 
precede upward to die cemcal ganglions. From 


the cervical ganglions fibers pass to the cenical 
nerves, the cranial nerves, the heart, the arteries 
of the head, neck, and arms, arid other important 
structures. Odier fibers contact or communicate 
■H'ith small special meningeal nerves before they 
run back through the intervertebral foramens to 
supply the dura. The special meningeal nen’es also 
supply a portion of the sensation of the ligaments. 

Irritation dflectly to the sympathetic nerves may 
give rise to symptoms which are identical uith 
those arising from primary' injury or irritation of 
the cervical roots. Conversely, primary irritation to 
the roots may secondarily irritate the sympathetic 
innervation and cause thorough confusion. It is 
because of this confusion that many.learned investi¬ 
gators agree that the explanation of the mechanism 
of pain in the neck and back is still incomplete. 

The soft tissues that surround the bony com¬ 
ponents of the neck are more frequently injured 
than are the vertebrae. The muscles attached to 
the upper two. vertebral bodies, as well as the 
blood vessels that supply' them, may be contused, 
stretched, or torn. Hematomas may form and give 
rise to pain e.xtending from the second vertebra to 
the undersurface of the scalp. The sternomastoid 
muscle is frequently injured by the oblique injury'. 
Pain in the angle of the jaw near the ear is not 
infrequent. The patient may also complain of a 
painful neuralgia which is often overlooked. 

As severe injuries to the muscles in the surround¬ 
ing fascia heal, small neuromas or fibrocytic nodules 
may form and create painful “trigger points.” Mo¬ 
tion of the neck may thus be limited. Prolonged 
supportive measures may be responsible for the 
development of fibrosis. Prolonged and unrelieved 
muscle spasm may lead to the same complications. 
When to begin movement and how to relieve spasm 
calls for sound medical thinking and judgment. 
Muscle relaxants, rtaction, and other physiothera-. 
peutic measures are often used. 

Eye, Ear, and Balance 

Ege.—Pupils of the eyes and the associated struc¬ 
tures can provide many valuable clues in the diag¬ 
nosis of residual trauma from injuries about the 
neck. Interruption or dysfunction of the sympa¬ 
thetic pathway's to the head may produce Horner's 
sy’ndrome: (1) dropping of upper ey'elid, (2) con- 
sti'iction of pupil, and (3) loss of ability to tear 
or water. Patients with so-called whiplash injuries 
frequently' complain of blurred vision or difficulty 
with focusing. Dilated pupils and a flattened lens 
may' result from sy'mpathetic stimulation. The study' 
of pupillary' oscillations with the slit lamp may well 
become a routine office procedure when the reali¬ 
zation of the part that eye changes play in evalu¬ 
ating neck injuries becomes more apparent.. 

Ear.—Cervical trauma rarely produces sy'mptoms 
of otological significance other than pain to the 
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ear. The patient’s complaints of dizziness of a tran¬ 
sitory nature, loss of hearing, and pain require a 
careful ear, nose, and throat examination. 

Bfiloiicc.—The tonic neck refle.ves act in adjusting 
the tone of postural muscles throughout the body. 
A change in the position of the head brought about 
by even a slight asymmetrical tension in the head 
or neck may make tasks requiring accuracy very 
difficult. Injuries to nerves, muscles, and tendons of 
the neck can seriously decrease the quality of per¬ 
formance of highly skilled industrial workers. 

Symptoms 

Jn;t(rg.—Collision from behind usually thrusts the 
head acutely backrvard. The neck muscles attempt 
to compensate and right the position of the head; 
instead, overcompensation may develop, and the 
neck is forced forward. It is the latter movement 
that is thought to produce the greatest damage 
through the mechanism of deceleration. 

Concussion to the spinal cord ahd the base of 
the brain may develop during the acceleration ex¬ 
tension movement and, more often, during the de¬ 
celeration oscillation of the head. The capsular 
tissues and the accessory ligaments may stretch or 
tear. Swelling within these structures from hemor¬ 
rhage may compress the nerve roots. Lateral or 
rotational forces, as when a vehicle is struck from 
the side, may alter the size of the intervertebral 
foramens and further irritate a cervical nerve root. 
Extensive tears o^the ligaments and capsular struc¬ 
tures may allow anterior or posterior dislocations 
of the vertebral bodies. Such injuries to tlie soft 
tissues are, of course, not visualized by x-rays. 

Individuals past 30 years of age and those with 
a history of trauma or disease of the bony and soft 
tissue elements of the neck often may show evi¬ 
dence of degenerative changes about the articular 
processes of the lateral joints of Luschka or on the 
forward lips of the vertebral bodies. These spurs 
or osteophytes diminish the normal flexibility and 
mobility of the ligaments and joints and tend to 
give the neck a diminished resistance to the shock 
of severe forces which have been applied to the 
area. Spurs may be broken loose, and, when such 
an injury is so demonstrated by the x-ray examina¬ 
tion, the e.xaminer should be alerted to the pres¬ 
ence of injuries to the contiguous ligaments and 
soft structures. IVhat is seen by x-ray then may 
be only the minor manifestations of a more serious 
injury to the soft tissues. The more troublesome 
complications often go unheeded, since the x-rays 
are capable of showing only- bone shadows clearly. 

Symptoms may be divided into six categories: 
(1) transient sprain, (2) cerebral concussion, (3) 
cervical radiculitis and soft tissue injuries, (4) sub¬ 
luxation, (5) fractures with or witirout subluxation, 
(6) disk involvement, and (7) psychoneurotic 
changes. 


Transient Sprain.—When a veliicle is struck from 
behind and the occupants have been forewarned, 
they can often brace themselves and avoid the 
severe muscular forces that are exerted on relaxed 
tissues. Paradoxically, forces from cars which strike 
at e.xcessive speeds may do less damage than those 
from cars which strike at 10 miles per hour or less. 
The greater impact may dislodge the occupants 
as well as the seats, thus dissipating some of the 
force applied to the neck. The patient may com¬ 
plain of transient stiffness in the cervical muscles 
and may exhibit, on x-ray, a temporarj' loss of the 
normal cervical curve.- Response to rest, heat, and 
sedation is usually rapid. 

Cerebral Concussion.—The deceleration injury 
may, in a large number of cases (22-30%), produce 
concussion to the frontal and occipital areas of 
the brain. Torsional forces may, likewise, involve the 
brain stem, the area of the brain just above the 
spinal cord. The symptoms range from loss of con¬ 
sciousness for a varied period to confusion, dizzi¬ 
ness or vertigo, headache, inability to concentrate, 
and disorientation. Some of the symptoms have 
been found to last for several years. 

Cervical Radiculitis and Soft Tissue Injuries.— 
Symptoms of pain along the course of specific 
ner\'e roots or into a particular muscle area are 
common. More than one-third of my patients could 
be classified as having such findings and com¬ 
plaints. The most common complaint is of pain 
and rigidity in the muscles on one or both sides of 
the neck posteriorly. When the injury has been 
fairly severe, the patient may complain of swelling 
or edema due to irritation and injury to the under¬ 
lying ligaments and muscles in front of the cervical 
vertebrae. This finding is transitory and can only 
be elicited by the physician who sees the patient 
immediately or soon after the accident occurs. 
There may be change in the reflexes of the arms 
(biceps and triceps), and pain may radiate into 
the occipital region, shoulder, arms, chest, hands, 
and jaw. Pupils may be dilated, and transitory^ ver¬ 
tigo is not uncommon. 

Injuries to the neck do not always give immedi¬ 
ate symptoms. Often the onset of pain may occur 
several days after the injury or, in stoic persons, 
may not come to the attention of any physician for 
several weeks. Slight pain on motion of the neck 
with progressive increase of the pain and secondary' 
splinting, or rigidity of the muscles, is perhaps tire 
most common finding in this type of injury’. Too 
often, the patient who first complains of pain sev¬ 
eral days after the accident is accused of malinger¬ 
ing, It is not uncommon for patients who have 
sustained fractures of the vertebrae to complain 
of little or no pain for periods of several days to 
several months. 

Objective findings or symptoms which persist 
for a month or more suggest the jrossibility of a 
chronic course which may last for as long as two 
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or three years. Persistent rigidity in the muscle 
groups may lead to irreversible changes in the 
make-up of the muscles and the ligaments. Rela¬ 
tively flexible tissues may be converted into flexi¬ 
ble, almost avascular scar tissue, with a lower 
resistance to reinjur)'. It is for this reason that im¬ 
mobilization of the muscles of the neck for pro¬ 
longed periods is often contraindicated, since this 
ty^pe of overtreatment may, in itself, lead to the 
same irreversible changes that develop after serious 
injuries. 

Siibhixation.—Rupimes of the ligaments and cap¬ 
sular tissues may allow forward or backward dis¬ 
locations of the vertebrae, depending on which 
ligament is torn and hov' severe the injury may be. 
Such dislocations may reduce themselves spon¬ 
taneously and may not be noted unless special 
x-ray techniques are used. These include careful 
lateral x-rays taken \vith the neck in flexion and 
e.xtension. Muscle splinting and rigidity' may' have 
to be released by the use of orally given mus¬ 
cle relaxants or by the injection of local anesthetic 
agents. Extreme care must be taken to avoid un¬ 
guarded excursion of the neck and possible sub¬ 
sequent injury to the cord. 

Posterior dislocation may occur witliout evidence 
of accompanying fracture. This displacement usu¬ 
ally follows a severe hy'perexTension force. Anterior 
dislocations may occur when the neck is in fle.xion, 
particularly at the time of impact. Directly after 
such an injury (dislocation) there may be spon¬ 
taneous correction and maintenance of correction 
by muscle splinting or spasm. Infrequently, with 
severe dislocations there may be cord involvement 
either by contusion and swelling with transient 
paresis or paraly'sis or by severance of the cord 
and subsequent irreversible paraplegia or quadri- 
plegia. 

Fractures.—Compression forces, such as in lash 
injuries, may fracture or crush to a varying degree 
the vertebral bodies, particularly the fifth and sixth 
cervical vertebrae, which are relatively immobile. 
Fractures of the odontoid process are rare and are 
often overlooked. Special x-ray techniques may 
have to be used to identify the fractures. 

Fractures of the spinous processes are also rare. 
I have only seen one such case resulting from a 
lash injury. Dislocations can accompany fractures 
of the cervical arches. Torsional lash stresses are 
thought to be responsible for this more serious ty'pe 
of injury. 

Cervical Disk Involvement.—The use of the term 
“cerv’ical disk” unfortunately has been taken to 
indicate that a rupture has taken place and is re¬ 
sponsible for irritation of nerves which are thought 
to, but do not, lie immediately posterior to the 
disks. The disks have a high water content, and it 
is the liquidity' of the mass that makes up the disk 
which allows it to absorb some of the shock of 
weight-bearing of falls which \y'Ould otherwise be 


transmitted directly to the spinal-cord and brain 
and cause concussion and permanent injury'. The 
nucleus pulposus is embedded forward of the mid¬ 
dle of the disk in the cervical area. Surrounding the 
w'hole disk is the tough ligamentous structure, the 
annulus fibrosus, which may be tom or ruptiircc 
during tlie e,xtension-fle.xion movement of the neck 

Immediate symptoms of pressure on the cord oi 
the nerve roots are most unusual from lash type 
of injury. Gay and Abbott * have estimated that W, 
of -their patients develop full-blowm cases of thi 
ruptured disk syndrome 18 to 24 months after tin 
initial injury. It is my belief, and other authoritie 
agree, that symptoms from the so-called rupture 
cervical disk syndrome are more often caused b 
injuries to the lateral intervertebral joints whici 
are in continguity w'ith important nen'es and artei 
ies. ^Vhere there is a severe tear in the annulus an 
posterior longitudinal ligament, ruptures of th 
cervical disk may be more likely, to compress tb 
cord rather than the cervical nerve roots. The ai 
torney w'ho e.vamines the e.xpert w'itness must df 
termine tire witness’s aw'areness of tliis relative! 
new' knowledge of the anatomy and pathology’ < 
injuries to the intervertebral joints of Luschka. 

Psi/chonenrosis.—Emotional upsets may be immi 
diate or delayed. Stoic persons may show little < 
no change. People, tliough, are different physicall 
and emotionally, and resistance to disease varies i 
does response to injury'. Many' patients develop 
fear reaction over tlie know'ledge of possible cor 
plications from injury to the spinal cord and brai 
Hostility toward the drh'er of the otlier car is cor 
mon and is often the basis of an emotional reactio 
Frustration from an obvious or imagined lack of i 
terest by the phy'sician and accusation of malinge 
ing may produce a state of tension which protrac 
the period of pain and may lead to psy'choneurot 
reactions. 

It is necessary for lawy'ers, as well as mai 
equally badly informed physicians, not to confu 
nen'ous tension with intentional malingering. Gc 
ten, a neurosurgeon, in an often quoted pap^ 
which appeared in The Joubnal, concluded thi 
54-85% of traumatized patients showed total i 
moderate improvement after financial settlemen 
The injury, according to Gotten, has been used I 
the pjatient as a lever for personal gain. Gotten 
data are somewhat untenable. Most patients d 
show' some or marked improvement after t»v 
y'ears (two years represents the average time b( 
fore litigation was completed in Gotten’s cases 
It is impossible for me to believe that 85% of an 
group could be conscious or unconscious malingei 
ers. Gotten’s data w’ere evaluated by medical str 
dents, who cannot be expected to understand th 
complexities of the whole already confused pictur 
of neck injuries. Generalizations are dangerou 
and inaccurate. Every case must be judged on d 
ow’n merits. 
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Diagnosis 

Preexisting Coiulitions.—lf the injury occurs to a 
patient who has had preexisting osteoarthritis, spurs 
or osteophytes may be broken and cause irritation 
and ligaments which are rendered inflexible by old 
scars may rupture more easily. Disks which have 
undergone previous degeneration and have become 
dehydrated may suffer further injury, and the proc¬ 
ess of degeneration may be speeded. Patients who 
have had long debilitating illnesses may be subject 
to dislocations because of increased la.xity in mus¬ 
cles and ligaments which surround the vertebrae. 
It must be emphasized that distress or physical 
signs need not have been observed prior to the 
neck injur)' despite x-ray evidence of degenerative 
processes which must ha^'e been present for a long 
time. 

Congenital anomalies, such as congenital fusion 
of several vertebrae (usually the second and third 
cervical vertebrae), may be responsible for throw¬ 
ing undue stress on the vertebrae above and below. 
Arteriosclerosis, particularly of the vertebral artery, 
may make this artery more vulnerable to compres¬ 
sion. Sclerotic vessels are subject to tearing and 
may be responsible for hemorrhages, swelling, and 
secondar)' irritation to contiguous structures. 

Making the Diagnosis.—A careful history and e.x- 
amination is of utmost importance. All injuries are 
sources of potential litigation. The physician must 
realize that his duty does not end with examination 
and treatment of the patient. Accurate records must 
be kept and careful physical examinations must be 
done. The eyes, ears, throat, neck, low part of the 
back, and extremities must be examined. The neu¬ 
rological changes, if any, should be noted on special 
charts, which should be available. 

Electromyographic studies may help localize the 
site of injur)', but the method is still subject to many 
sources of error in application and interpretation. 
These studies can furnish information about stages 
of nerve degeneration and signs of nerve regenera¬ 
tion. Often, signs of nerve regeneration may be 
demonstrated two months before voluntary move¬ 
ment in a muscle occurs. The electromyogram will 
not show whether an affected nerve will proceed to 
complete degeneration. 

A form on which a great deal of information can 
be noted may be used. When the examining physi¬ 
cian is unable or unwilling to examine the whole 
body, particularly the eyes, ears, and throat, or he 
finds the examination calls for skills and experi¬ 
ence he does not possess, he should refer the patient 
to one or several who can conduct the necessar)’ 
thorough examination. 

The x-ray examination should include routine 
anteroposterior and oblique films of the neck. Spe¬ 
cial views to visualize the odontoid and to deter¬ 
mine the presence of dislocations are also needed. 
When symptoms or complaints persist despite pre¬ 


vious negative x-ray findings, special views devised 
by Abel have been found to be most helpful. Abel 
reported the finding of fractures in a large number 
of patients whose routine x-rays were interpreted 
■ as showing normal findings. Some radiologists, how¬ 
ever, question Abel’s findings and interpretation of 
his films and have, within the judicial process, cast 
some doubt on the value of a statement of positive 
findings based on his suggested technique. Until 
the radiologists resolve this difference of opinion, 
there will remain some understandable confusion 
in the minds of the lawyers, doctors, and patients. 

A persistent loss of the normal cervical curve sug¬ 
gests muscle spasm secondary to an underlying irri¬ 
tation (injury or infection). If x-rays of the neck 
have been taken for one reason or another prior 
to the accident, the comparative films can be of 
great value. Evidence of a normal curvature lost 
after an accident certainly points to the accident 
as the most likely causal factor. 

Myelographic studies may be used in cases in 
which accurate diagnosis is difficult and symptoms 
are conflicting. Supposedly, the use of radiopaque 
material is perfectly safe, particularly in the lumbar 
spine. Davis ’ and other authorities admit that 
myelography is a valuable aid in the diagnosis of 
intraspinal lesions, but they have reported complica¬ 
tions, including persistent headache, nerve irrita¬ 
tion, arachnoiditis, stiff neck, leg cramps, and back¬ 
ache. The contrast medium should be removed, but 
often a small amount remains and may be the cause 
of these difficulties. Admittedly, these diflSculties 
are rare, but they do occur and must be taken into 
account in the evaluation of a patient’s persistent 
complaints. 

Therapy 

Prevention is, of course, the best therapy. Better 
engineering in cars should include neck extension 
to the seat back, shock absorbers on the bumpers, 
and waist and shoulder belts. Driver education and 
better medical examination for prospective drivers 
would help eliminate the physically incompetent 
driver. The danger from the use of certain drugs, 
including tranquilizers, antihistamines, and barbitu¬ 
rates, may be as important as the elimination of 
alcohol from the diet of the average driver. 

Patients who have persistent symptoms and com¬ 
plaints should be evaluated by a team of physi¬ 
cians. Ideally, such an examination should be done 
early and repeated after various forms of treatment 
have been tried. Patients whose complaints and 
symptoms persist for two months or longer usually 
can be e.xpected to have a more protracted period 
of convalescence and inability to return to normal 
activities. The average period of disability in such 
a case has been from 18 to 36 months. The opti¬ 
mum time for settlement is 18 months in cases with 
severe injuries. Patients whose settlements are de¬ 
layed longer often manifest neurotic tendencies 
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which make subsequent settlements extremely diffi¬ 
cult. Again, it must be reiterated that neurotic man¬ 
ifestations can and do develop in patients who have 
suffered real and serious injuries. 

The treatment should be indmdualized and 
should begin immediately after the completion of 
the examination. Hospitalization for one to two days 
or longer is useful for disturbed patients who have 
just been subjected to a severe crash injury. Com¬ 
plaints that are not noticed immediately^ after in¬ 
jury may come to light in 24 to 48 hours or later. 

The patient is advised to rest on a firm bed for at 
least 24 hours. Analgesics and sedatives may be 
given at regular intervals. Where neck muscles are 
painful, a Thomas collar or other type of cotton or 
plastic collar is applied to place the muscles at rest. 
Traction of an intermittent ty'pe may be used, with 
weight from 7 to 15 lb. Wet or dry heat can be 
applied to the neck, and painful muscles may be 
injected and orally given muscle relaxants used. If 
the physician honestly feels encouraged, he should 
reassure his patient and educate him to understand 
the process of injur 5 ^ healing, and convalescence. 

The outlined treatment, then, should include (1) 
reassurance. (2) heat, (3) massage, (4) traction, 
(5) injection and orally given relaxants, (6) cor¬ 
rection of faulty body mechanics, (7) immobiliza¬ 
tion, (8) drugs, (9) psychotherapy, (10) consul¬ 
tation or reference to specialists, where necessary', 
and (11) operative intervention, only wlien the 
indications are clear. 

Comment 

Conclusions of Plaintiffs’ Affornej/s.—Plaintiffs’ at¬ 
torneys, after studying the inadequate statistics, 
have made the following conclusions. Headache is 
complained of in about 55% of the cases. In 90%, 
pain is present in the neck on one or both sides, 
and in 25% there is pain in the chest. Stiffness in 
the neck is noted in about 80% of the patients; 
whiplash victims ordinarily are unable to comb 
their hair, button their shirts, or get their hands in 
their hip pockets. Blurring of wsion is seen in vic¬ 
tims with recent injury; there may be a loss of bal¬ 
ance in about 15% of the cases. Numbness and tin¬ 
gling of the fingers is an annoying complication; 
there may even be blackouts indicating an injury 
high in the neck. Weakness of the arm is a fre¬ 
quent complaint, and in 15% weakness of the grip 
is noted. The refle.xes, which are also valuable ob¬ 
jective ewdence, may, nevertheless, be entirely' nor¬ 
mal. Another valuable objective piece of evidence 
is definite difference in the blood pressure reading 
of each arm; pressure may be as much as 10 to 20 
mm. Hg higher on tire involved side. Dilation of 
the pupil is a valuable objective sign which is fre¬ 
quently found immediately after a whiplash injury'. 

Painful areas need not always follow consistent 
nerve patterns, because tlie final distribution of a 
cervical nerve may not be confined to its corre¬ 
sponding origin in the neck. There may be an over¬ 


lapping of spinal nerve distribution to the arm, 
hand, and forearm. Hadley ® states that one of the 
most important permanent deformities after nliip- 
lash is angulation of the neck. This may result in a 
permanently stiff deformed neck. Hadley conlinned 
these clinical observations with autopsy examina¬ 
tions on cadavers. Degeneration of the cerx'ical in¬ 
tervertebral disks after whiplash injury is not un¬ 
common and may appear a year or two after the 
injury. Twenty per cent of patients who have fairly 
severe injuries develop ruptured disk syndromes 
within 18 to 24 months after injury'. It is important 
to note that acute symptoms may be initiated or 
precipitated by a new injury or by some triA'ial non- 
legal activity, such as stooping over, turning over 
in bed, or reaching backward. 

Conclusions of Defendants’ Attorneijs.—'The de¬ 
fendants’ attorneys have, from equally insufficient 
data, made the following conclusions. The greatest 
problem confronting the defense in these cases in 
the fact that most doctors are inclined to accept, at 
face value, the plaintiffs complaint. They give full 
credence to all he says about his pain and his com¬ 
plaints without taking into consideration the mo¬ 
tives or the possibility that he has a damage suit 
pending. Where there is an allegation of irritation 
of the cervical nerve roots, the defense should bear 
in mind that the greatest percentage of these cases 
occur in persons in the third or, fourth decade of 
life. A complaint of cervical nerve root irritation in 
plaintiffs under the age of 30 y'ears should be re¬ 
garded with suspicion by the defense. Where there 
is an allegation of severe whiplash injury with the 
additional allegation of complication of pain and 
disability caused by irritation of the nerve roots, 
there are certain other intrinsic nontraumatic medi¬ 
cal conditions which could be the sole or substan¬ 
tial cause of the disability'. Patients’ physicians 
sliould be asked the following questions: Did y'ou 
ascertain whether the patient’s neck pain could be 
reflexly' referred from visceral structures, such as 
disease of the heart or lungs? Did you determine 
whether the pain and disability could have resulted 
from an irritation of a nerve or branch of a ners'e 
other than those arising from the neck? Did you de¬ 
termine whether the pain or disability could have 
been caused by some other focus within or without 
the spinal cord? Did you determine whether the 
pain could have resulted from a possible brain le¬ 
sion, tumor, or small cerebellar hemorrhage? Did 
you determine whether the patient’s pain and dis¬ 
ability about the neck could have been substantially 
due to psychogenic or psychosomatic origins which 
predated the injury? In a large proportion of the 
cases, the so-called whiplash symptoms are only 
incidental. Certain postures and occupational atti¬ 
tudes can cause chronic hyperextension of the neck 
similar to that seen in whiplash injuries. Patients 
who are under general anesthetic and who have 
been handled unnecessarily or rougWy may have an 
injury' to the ligaments and muscles about the neck; 
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this history must be looked into. Congenital anom¬ 
alies, per se, can cause narrowing of the canals in 
which the nerves are found. Such degenerative 
changes may be a part of the aging process and 
have nothing to do with the injury. No result of 
whiplash injury is possible in the lower part of the 
hack because the lower jrart of the back does not 
have tlie extreme mobility that the neck has. More 
than 88% of patients with so-called whiplash injur>' 
get well after settlement. Fifty-four per cent have 
no residual complaints, and 34% have only minor 
sjTuptoms not requiring any medical treatment. 
There is some evidence that whiplash injury may 
be used by patients as a convenient lever for per¬ 
sonal gains. Rupture of the cervical disk after whip¬ 
lash is almost unknown. 

' The accusation that lawyers can buy any type of 
medical opinion that they desire is unjust and un¬ 
true. In retrospect, it is now obvious that order 
can be restored from the chaos that exists only 
through the good ofBces of medical organizations. 
The American Academy of Orthopedic Surgeons 
Mali, in 1960, present a symposium on whiplash 
injuries in which every aspect of the anatomy, pa- 
tholog\f, diagnosis, and treatment will be discussed. 
A review of tbe infonnation that has been accumu¬ 
lated to date and a study of cases treated by dozens 
of surgeons from all parts of the United States will 
be useful. 

Expert IFifncsses.—The physicians best suited to 
evaluate a lash injury include orthopedic surgeon, 
neurosurgeon, neuropsychiatrist, ear, eye, nose, and 
throat specialist, and, where the orthopedist is un¬ 
able to supervise the physiotherapy, a physiatrist 
or a physician who specializes in physical medicine. 
A competent radiologist is often needed to interpret 
the .complex x-rays. The physician should unda*- 
stand that his reports will probably be used in liti¬ 
gation and that he will be asked to translate the 
medical terminology into terms any layman could 
understand. Visual aids, such as charts, models, or 
drawings, should be brought to court so as to prop- 
. erly inform the judge and jury. 

Summary 

The term “whiplash injury” should be replaced 
by more accurate and descriptive terminology. The 
anatomy of the cervical area is complex, and it 
must be understood before the complaints of the 
client or patient can be evaluated. Injuries to the 
neck are common and may be severe. Cursory e.x- 
aminations of the patient may lead to misdiagnosis 
and protracted symptoms.' Neurosis and medicah 
legal complications may develop in badly handled 
cases. Evaluation in prolonged cases requires medi¬ 
cal teamwork. Preexisting conditions may aggra¬ 
vate the symptoms of whiplash injury. Such pre¬ 
existing conditions may have been entirely without 
symptoms and unknown to the patient. Most or 
the injuries are minor sprains and respond to treat¬ 
ment quickly. Tliose cases with delayed convales¬ 


cence offer a more guarded prognosis, and accurate 
evaluation in these cannot be made in less than 12 
to 18 months. 

Treatment should be begun early. Reassurance 
and psychotherapy, not necessarily by a psychia¬ 
trist, are important. Pain from tension heightened 
by neurosis should not be confused with malinger¬ 
ing. Physicians should keep accurate records afad 
refer patients to specialists when necessary. The 
treatment of an injured patient does not always end 
in the physician’s office. The just settlement, which 
often depends on his testimony, maj' be more ther- 
aireutic than medication. 

Cervical disk ruptures are an uncommon imme¬ 
diate complication of neck injuries. Injuries to the 
lateral intervertebral joints of Luschka are perhaps 
the most common complications and cause of cervi¬ 
cal radiculitis. Extremes of opinions should be 
avoided. Those who imply that as many as 84% of 
these patients are malingering are as wrong as 
those who state that all neck injuries are serious 
and compensation should be given on the basis of 
total permanent disabilities. 

Each case should be carefully examined, reexam¬ 
ined, evaluated, and reevaluated on its individual 
merits. It is fallacious to classify all patients with 
lash injuries into one group—particularly since the 
findings, may run the gamut from inconsequential 
sprain to fracture dislocation and cord damage. 
Physicians and law'ers who handle personal in¬ 
jury cases must begin to think in terms of sjonp- 
toms, such as concussion, sprain, radiculitis, dis¬ 
location, and fracture. Finally, the dishonest or 
incompetent lawyer who deliberately exaggerates 
his client’s claims is often supported by equally 
dishonest or incompetent medical experts. Fortu¬ 
nately, the vast majority of the members of both 
professions are upright, honest citizens. Only 
through mutual respect and cooperation can the 
client patient expect a just settlement. 
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PROBLEMS IN REHABILITATION OF THE HEMIPLEGIC PATIENT 

Miland E. Knapp, M.D., Minneapolis 


In recent years the attitude of the medical pro¬ 
fession tou’ard tlie hemiplegic patient has changed 
from one of hopelessness and rejection to one of 
optimism and enthusiasm. This is the result of the 
development of advanced rehabilitation techniques 
applicable to the hemiplegic patient. The previously 
prevailing philosophy contended that, since hemi¬ 
plegia is the result of brain damage and there is 
no regeneration within the central nervous system, 
recovery is impossible and no treatment is indi¬ 
cated; therefore these unfortunate people were 
given diagnoses and treatment was instituted to 
save life. But when the physician was reasonably 
sure that death would not ensue, the patient was 
discharged to his home or a nursing home where 
he existed as a bed-patient, occasionally hobbling 
about the room or sitting in a chair but requiring 
care from relath'es, friends, or professional per¬ 
sonnel in order to stay alb'e. This course of treat¬ 
ment was the natural result of medical training 
which emphasized the patient’s disability and 
disease witho\it consideration for his remaining 
abilities. 

This has been replaced by a new philosophy. 
Attention is now paid not only to the disabled area 
and the crippling disease but also to the portions 
of the bod)' u-hich remain functional and rvith 
which the patient may be able to carry on fairly 
normal activities, not only living but enjoying life. 
For example, when the weatherman states that 
tomorrow will be partly cloudy, he could as well 
say that it will be partly clear. Emphasis can be 
transferred from the cloud)' to the sunny, from 
pessimism to optimism. In rehabilitation the empha¬ 
sis is transferred from disabilit)' to ability. 

However, as isjusual with new things in medi¬ 
cine, the pendulum tends to swing too far, and this 
has been the case with our attitude toward hemi¬ 
plegia. Certainly we should be optimistic and en¬ 
thusiastic about the improvement in the treatment 
of these patients, but, at the same time, we should 
realize that there are certain very serious problems 
which must be taken into consideration in the 
treatment of these patients. 

In this presentation my discussion will be limited 
primarilv to tu'o problems which certainly are not 
satisfactorily resolved at the present time. These 
are {1) the significance of brain damage in limit¬ 
ing the final goals of rehabilitation of the hemi¬ 
plegic patient, and (2) the necessit)' for early at¬ 
tention to the muscular problems of the hemiplegic, 
together with some suggestions for obtaining ade¬ 
quate early treatment in the acute disease hospital 

Director of Rehahilitition, Elizabeth Kenny Institute. 

Chairman’s address, read before the Section on Physical Medicine 
at the 107th Annual Meeting of the American Medical Association, 
San Francisco, June 25, 1958. 


The new philosophy of the treatment of 
hemiplegia emphasizes attention to the por¬ 
tions of the body that remain functional. But 
it must be recognized that brain damage 
limits the goals of rehabilitation. Among the 
122 patients here studied, there were 23 
judged to be physically able to return to work, 
but of the 11 with right-sided hemiplegia, 6 
are now employed, while of the 12 with left- 
sided hemiplegia, only 2 are now employed. 
Vocational rehabilitation was thus more likely 
in patients with involvement of the dominant 
hemisphere. Much can be done for the pa¬ 
tient during the first 7 to 10 days of flaccid- 
ity, during the ensuing period of spasticity, 
and finally daring the period of retraining in 
ambulation and self-care. By early and per¬ 
sistent use of what is available, especially in 
the choice of assistive devices, many hemi¬ 
plegic patients can be made self-sufficient, 
thus relieving their families and friends of 
much of the burden of their care. 


without rehabilitation facilities. This discussion ii 
based on my observations on 122 patients admittec 
to Elizabeth Kenny Institute from Jan. 1, 1956, t( 
April 1, 1958. Since Kenny Institute is an inpatien 
rehabilitation facilit)' not connected wdth an acuti 
disease hospital, these w'ere made mainly on thos( 
patients wbo could not be treated satisfactorily ii 
an .acute disease hospital or an outpatient rehabili 
tation program. Of these, 105 were classified a 
having had cerebrovascular accidents includinj 
thromboses, hemorrhages, and embolisms. Tli( 
conditions of the remaining 17 were ascribed t( 
miscellaneous causes such as trauma, tumor, en 
cephalitis, brain abscess, congenital anomaly, o> 
operation. There w'ere 60 males and 62 females 
The paralysis was right-sided in 57 patients, left¬ 
sided in 64 patients, and bilateral in one. Theii 
ages ranged from 3 to 80. 

Brain Damage 

The location and extent of brain damage deter¬ 
mines the S)’mptoms and physical findings in the 
patient. At first there is a period of flaccidity, which 
usually lasts for from 7 to 10 days. During this 
period, treatment directed tow'ard prevention of 
contractures can be instituted with the best hope 
for permanent results. Therefore, the rehabilitation 
of the patient actually should be started during his 
stay in the acute disease hospital. During the sec- 
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ond week spasticity usually develops. This will 
vary according to the severity of the lesion and 
the location of involvement and may be the major 
cause of disability. It is not possible to prevent 
spasticity if sufficient damage has occurred, but 
it is usually possible to avoid the .development of 
contractures. Incipient tightness should receive vig¬ 
orous treatment, beginning during the state of flac- 
cidity, in order to prevent contractures which may 
totally incapacitate the patient. 

Sensory areas in the brain may be involved with 
or without tlie involvement of motor areas. Loss of 
jcnsation and, particularly, loss of proprioception 
may cause almost as much motor disability as the 
desb'uction of motor areas. Occasionally a patient 
will manifest unilateral pain on the hemiplegic side. 
This is probably central in origin and is thought to 
be the result of thalamic involvement. 

Right-sided hemiplegia is the result of damage to 
the left side of the brain. In a right-handed person 
this is likely to result in speech difficulty of the 
aphasic type as well as paralysis of the extremities. 
The casual observer usually gets the-impression that 
the patient is mentally damaged because his speech 
is poor, he may not be able to recall the words 
necessary to e.xpress his thought, and his retention 
may be short. However, mentation is generally 
good in spite of severe speech difficulty. While diffi¬ 
culties in reading, witing, and arithmetic may be 
present, there is no difference between oral and 
written impairment, A great deal of work has been 
done in speech therapy for these patients. Many 
tests have been devised, from some of which, par¬ 
ticularly that devised by Mildred Schuell,* a prog¬ 
nosis for recover)' can be made with fair accuracy. 
Schuell’s prognostic groups in aphasia are as fol¬ 
lows: (1) defective recognition of names of com¬ 
mon objects, no functional speech, reading, or writ¬ 
ing; (2) impaired auditory retention span and audi¬ 
tory recall, resulting in defective speech, reading, 
and xvriting; (3) same as 2, with coe.xisting diffi¬ 
culty in recognizing and recalling symbols; (4) 
same as 2, with coexisting incoordination of speech 
movements; and (5) scattered auditory, visual, and 
motor findings, usually cranial nerve involvement, 
emotional lability, poor motivation, and limited 
initiative. 

Aphasia is a complicated condition involving 
speech, hearing, writing, retention, abstract think¬ 
ing, and recall of'symbols and is undoubtedly not 
localized to any small area, such as “Broca’s speech 
area.” It should be remembered that handedness is 
not the only criterion for the so-called dominant 
hemisphere. A naturally left-handed person may be 
trained to be right-handed, and some individuals 
use the right hand for certain functions and the left 
for others. The location of the dominant hemisphere 
may be difficult to ascertain. In our series every pa¬ 
tient with right-sided hemiplegia has exhibited 
some degree of language difficulty on Schuell’s test 
battery. Sometimes the difficulties are not readily 


recognized on casual examination but require de¬ 
tailed testing because they involve functional loss 
in only a few of the higher level areas of speech 
formulation or auditor)' retention of longer mate¬ 
rials. 

Left-sided hemiplegia is the result of damage to 
the right side of the brain. Patients have no obvious 
speech difficulty if this is the nondominant hemi¬ 
sphere; therefore, to the casual observer, they seem 
to have a high degree of intelligence. There is no 
apparent mental damage because tliey are able to 
.e.xpress tliemselves well, but careful examination 
shows some very serious defects, concerned with 
visuomotor, temporal, and spatial concepts and par¬ 
ticularly with judgment and abstract generaliza- 



Eig. 1.—Drawing of man made by left-sided hemiplegic 
patient. 

tions related to these concepts,' which may cause 
more difficulty in rehabilitation than would loss of 
speech. 

■Visuomotor and spatial disturbances are mani¬ 
fested clinically by a tendency to ignore the left side 
of the body and objects on tlie patient’s left. When 
drawing a man the left side is omitted or distorted 
(fig. 1). The patient may even state that the left 
arm and leg are absent although sensation is unim¬ 
paired. He may claim that the salad was omitted 
from the tray or that tire fork is missing. Frequently 
the salad is not eaten although the patient admits 
he saw it; he states he just did not think of eating it. 
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He tends to bump into objects that are on his left 
and may pay no attention to a person standing to 
his left. When the person moves to the right side, 
he is included in the patient’s sensorium. This is not 
tile result of a left homonymous hemianopsia, al¬ 
though this defect may occur in some patients. When 
a patient is able to see perfectly well but has funda¬ 
mental disturbances in visuospatial discrimination, 
not only does he ignore the person who is standing 
to Ins left or objects on his left but when reading a 
book he tends to omit the left side of the page, 
starting in the middle of a sentence, and, ei'en more 
serious than this, he may not recognize his mistake. 
We had one patient who was an excellent artist 
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tient. 


-Matliematical errors b)' left-sided hemipiegic pa- 


before his hemiplegia u’ho, when gii'en a picture to 
paint in occupational therapy, started with the mid¬ 
dle of the cani'as and painted only to the right of 
the middle. Such persons should be es’aluated thor¬ 
oughly before being permitted to drii'e a car. 

These patients ha\’e serious difficulties with writ¬ 
ten mathematics. This again is concerned with spa¬ 
tial concepts, ^because the errors are often due to 
difficult}' in arranging columns of figures in the 
proper order (fig. 2). Even more commonly they 
tend to become confused in the middle of the prob¬ 
lem and change the arithmetic process; the first digit 
may be multiplied and the second digit added. They 
do not have the same disturbance in oral arithmetic. 


The same person who will make serimis mistakei 
when writing down a problem miiy be able to solve 
it without error if it is “done in his head." These 
mathematical limitations are of great importance in 
certain vocations and certainly must be taken into 
account when the patient is returned to an occupa¬ 
tion. For instance, the patient rvith left-sided hemi¬ 
plegia should be studied very' carefully before he 
returns to an occupation such as pharmacy, medi¬ 
cine, or accounting where mistakes in witirn 
mathematics may be serious. Again, the most seri¬ 
ous drawback is the fact that the patient usually 
does not realize he has made a mistake and often 
cannot recognize it even when it is pointed out to 
him by the examiner. 

Disorientation as to time concepts may not he 
obvious and therefore may be the cause of friction 
among various members of the stafi and frequently 
between the patient’s family and the staff. The pa¬ 
tient may complain that he did not receive treat¬ 
ment at the specified time or did not receive certain 
types of care at all during the day. Accurate records 
are necessary 'to establish the actual facts. It is not 
uncommon for the family to refuse to believe that 
the patient is reporting inaccurately. 

We find the patient’s functional recovery depends 
more on the amount of brain damage than on the 
amount of extremity involvement, and these are not 
necessarily correlated. A patient with mild weak¬ 
ness and little spasticity may have impairment of 
memory to such an extent that re-training is almost 
impossible. For example, a vvoman was receiving oc- 
cuyrational therapy twice a day, yet each time she 
came to the occupational therajry department she 
would look around with an .e.xpression of surprise 
and say ‘AA^ell norv, this is a nice place, why haven’t 
I been here before?” It is difficult to get the left¬ 
sided hemiplegic patient back to employment in 
spite of his apparent intelligence and his verbal 
ability. 

Employment 

Twenty-three of these patients were judged to be 
physically able to return to work and were referred 
to the vocational counselor for evaluation and place¬ 
ment. Eleven had left-sided hemiplegia, one other 
was a left-handed left-sided hemiplegic patient, and 
H had right-sided hemiplegia. Of the 12 with left- 
sided hemiplegia, only 2 could be considered em- 
ploy'ed at the present time. One is attending the 
University of Minnesota and received satisfacton' 
grades for her first quarter’s work. The other is the 
left-handed, left-sided hemiplegic patient who was 
returned to work as a .physician but receives close 
supervision of his mathematics and prescriptions by 
other members of his clinical staff. Since he is left- 
handed he probably should be classified svitb the 
dominant hemisphere cases, although his tests 
showed mild language and severe v'isuospatial de¬ 
fects. 
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Of tlie 11 patients with right-sided liemiplegia, 6 
are now employed. Their occupations are hospital 
orderly, grain tester, bench worker, physician, exec¬ 
utive, and baker’s apprentice. Thus 2 of 12 patients 
with left-sided hemiplegia considered suitable for 
employment, or 16.6%, are actually employed (and 
one of these is left-handed and probably should be 
considered as having dominant hemisphere involve¬ 
ment), while 6 of 11 patients with right-sided hemi¬ 
plegia considered suitable, or 54.5%, arc actually 
employed at present. This series is admittedly small, 
and tile statistics are not conclusive. However, it 
demonstrates the care that should be taken to ana¬ 
lyze the cause of the disability ndien considering 
the jirobability of future employment. It also indi¬ 
cates that patients with dominant hemisphere in¬ 
volvement may be easier to rehabilitate vocationally 
than those n’ith nondominant liemisphere involve¬ 
ment. 

Physical Treatment in the Acute Stage 

Typical upper extremity deformities consist of 
adduction and internal rotation of the shoulder and 
flexion of the elbow, wrist, and fingers. In tlie low¬ 
er extremities the typical deformities are flexion of 
the hip, extension, or sometimes flexion of the knee 
and inversion and plantar flexion of the foot and 
ankle (fig. 3). 

The first phase of treatment is directed toward the 
prevention of these typical deformities. This treat¬ 
ment should be started as early as possible, certainly 
before spasticity develops. This means within the 
first week after the onset of damage. It therefore 
must be done in the acute disease hospital, where 
there are usually no special rehabilitation facilities 
available. For this reason it must be carried on by 
the nursing personnel. This can be satisfactorily 
done if the nursing personnel has had some special 
instruction. 

Use of Proper Bee].—On admission the patient 
should be placed on a bed that will not promote the 
development of deformities, such as a firm, long- 
fiber felt or foam rubber mattress resting on a sheet 
of plyxvood placed over the springs. Catch beds 
should never be used and only a very small pillow 
should be allowed under the head. The hips must 
be straight and no pillows placed under the knees. 
If ambulation is to be successful we must be sure 
to prevent flexion contractures of the hip and knee. 
Tliese are promoted by the ordinary hospital beds, 
particularly those where an inner-spring mattress 
allows flexion at the hip, or a Catch position allows 
flexion at the hips and knees. 

A special footboard should be used with a 6-in. 
wooden block to keep the mattress away from the 
footboard. This allows the foot to be kept at right 
angles without pressure on the heel while the pa¬ 
tient is supine and also allows the foot to be jplaced 
against the footboard without resting on the toes 


wlien the patient is prone. One of the best methods 
for preventing hip flexion contracture is to have 
the patient lie on his abdomen for a period of time 
each day. There is usually a tendency for the lower 
extremity to rotate externally. This can be pre¬ 
vented by the use of a roll of toweling under the 
greater trochanter of the femur to keep the foot 
in a directly vertical position. 

The upper extremity should be abducted, prefer¬ 
ably at a right angle, with the forearm in external 
rotation, at least to a 45-degree angle. This can be 
accomplished by placing a pillow under the fore¬ 
arm and in the a.xilla. It is important that the'wrist 
be in a cockup position and the fingers partially e.x- 
tended. This is done by fastening a hand roll 
around the patient’s hand and wrist. The position 
should be maintained for as much of the day as 
j)ossibJe when the patient is in bed. 



Fig. 3.—Typical deformities in hemiplegia. 


Use of Hot Packs and Barege of Motion Tech¬ 
nique.—Apphention of hot packs should be started 
before the development of spasticit)^ in order to 
prevent the development' of contractures. At the 
same time, a full range of motion may be carried 
out passively. The nurse can be instructed in the 
range of motion so that this therapy can be main¬ 
tained without any additional personnel. We have 
devised a technique whereby the range of motion 
exercises can be combined with the bed bath so 
that it does not take any material amount of e.xtra 
time on the nurse’s part. This is done very simply 
by moving the part through a full range of motion 
in each direction (flexion, e,xtension, rotation, ab¬ 
duction, and adduction) first during the soaping of 
the part, again when the soap is washed off, and a 
third time when the part is being dried with a 
towel. If physical therapy is available in the hos- 
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pital or if the patient can be transferred to a reha¬ 
bilitation center, muscle reeducation can be given to 
those areas where function is not present. "When 
voluntary function has developed, strength is in¬ 
creased by the use of strengthening exercises, par¬ 
ticularly progressive resistance exercises. 

Transfer from Bed to Wheel Chair.—A detailed 
technique for transferring from bed to wheel chair 
has been developed v’hich we have found of great 
value, particularly in those patients who have a 
short attention span and require specific instruction 
for each portion of the movement. These patients 
cannot get out of bed just by being told to get out 
of bed. Each individual motion must be outlined 
in detail in order to make the transfer from bed to 
wheel chair successful. These steps are as follows: 
1. The patient picks up the bad ann with the good 
arm. 2. He picks up the bad leg with the good leg. 
3, He turns on his side. 4. He ficks his legs off the 
bed, using the good leg to assist. 5. He slides for¬ 
ward on the bed so that his feet w'ill reach the floor. 
6. He locks the brakes on the wheel chair. 7. He 
grasps the far arm of the wheel chair with the good 
hand, 8, He bends forward at the v'aist, keeping 
his head down, and reaches the erect position. 9. He 
pivots and sits in the wheel chair. 10. He unlocks 
the brakes and moves the wheel chair away from 
the bed. 11. He swings the footrest into place. 12. 
He lifts his foot onto the footrest. We use a fooriest 
only on the involved side. The footrest is removed 
from tlie normal side. In tliis way he can propel the 
wheel chair using his good hand on the wheel and 
his good foot on the floor. These 12 essential steps 
are reversed in getting from the wheel chair into 
bed. 

Ambulation Training.—Ambulation training is 
best carried on in a rehabilitation center or physi¬ 
cal therapy department. If these are not available, 
however, nursing staff may start ambulation. When 
the patient is capable of carrying out walking ex¬ 
ercises, he stands using parallel or hemiplegic bars 
or some other good support. He then performs the 
preparatory' e,\'ercise of bending each knee alter¬ 
nately and returning to the straight position. He 
practices balancing on-the bad leg and strives to 
bear weight on the bad leg just as long as on the good 
. leg. It is important that the foot be &t on the floor. 
There is a tendency for the foot to invert because 
of overaction of the anterior tibial muscle, and if 
this occurs and there is some danger that the foot 
might come down on its lateral border, causing the 
patient to fall, a brace must be used. I usually start 
w'ith a spring-ty'pe brace which is fastened to the 
shoe with a screw. In most cases this brace can be 
removed at a later date when the patient has gained 
better control. If permanent foot support is needed, 
I use a brace with an inside iron and outside T- 
strap. A long leg brace is usually contraindicated, 
for if tlie patient cannot walk without the brace he 


probably cannot walk w’ith it. One exception to 
this rule is the patient who has pain in the knee 
from arthritis or some other , cause which can be 
overcome by the use of an ischial weight-bearing 
long leg brace. 

It is important w'hen training the patient 
to insist on a gait which approaches the nor¬ 
mal as nearly as possible.' The patient should 
flex the hip and knee, bring the leg forward, dorsi- 
flex the ankle, step down on the heel with the k-nee 
straight, rock forward onto the toe, and transfer 
his weight from leg to leg with an even rhythm. 
The common tendency of these patients to walk 
stiff-kneed w'ith a circumducted gait should be 
avoided. 

When the patient has mastered ambulation in 
the parallel bars or the hemiplegic bar, he pro¬ 
gresses to the use of a crutch, if necessary, then a 
four-legged cane, then to the Kenny or Lofstrand 
cane and finally to a regular cane. If his ambulation 
becomes quite good he w-ill walk w'ithout any sup¬ 
port. The great majority of patients can be taught 
to ambulate in some fashion or other. Only a few 
are totally unable to ambulate, usually as a result 
of severe brain damage which limits memory and 
comprehension rather than because of severe loss 
of muscle conh'ol. We can devise gadgets to sub¬ 
stitute for the physical but not for the mental dis¬ 
ability. 

Numerous devices have been invented for assist¬ 
ing the hemiplegic patient in self-care when the in¬ 
volved arm does not return to power. These include 
dressing devices, changes in the location of zippers 
and buttons so that the patient can reach them with 
the uninvolved hand, long-handled shoe boms, 
elastic shoe laces, hooks instead of eyelets for ^loe 
laces, devices for fastening kettles and pans onto a 
table by suction so the patient can use them for 
mixing foods \rith one hand, and devices for brush¬ 
ing teeth and dentures, for combing hair, and for 
carry'ing, on most of the other activities of daily 
living. 

By the use of early and persistent treatment for 
the physical disability, and by employing ingenuity' 
and imagination in the choice of assistive devices, 
the great majority of hemiplegic patients can be 
made self-sufficient, thus relieving their family and 
friends from the burden of their care. 

Summary 

Recent emphasis on rehabilitation techniques in 
hemiplegia has greatly improved the outlook for 
self-care and independence of these patients. Brain 
damage is the factor limiting recovery. Right-sided 
hemiplegic patients manifest speech and language 
defects but are more frequently returned to work 
than are left-sided hemiplegic patients, who exhibit 
visuospatial defects which militate against return 
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to competitive employment. A practical method of 
starting treatment in the acute disease hospital with¬ 
out specialized rehabilitation personnel is outlined, 
and a method of accomplishing partial self-care in 
the presence of severe retention loss is presented. 

920 S. Seventh St. (4). 
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EFFECT OF DIGITALIS AND DIURETICS ON EXERTIONAL DYSPNEA 

STUDY IN AMBULANT PATIENTS WITH CHRONIC HEART DISEASE 
Harry Gold, M.D., Theodore Greiner, M.D., Nathaniel T. Kwit, M.D., Harold L. Otto, M.D. 

and 

Leon Warshavv, M.D., New York 


This is a report of a study to ascertain whether 
digitalis or diuretics can increase the capacity for 
e.xertion without .st’inptoms, in patients with clironic 
heart disease in whom pltysical signs of congestion 
are minimal, equivocal, or absent and whose pre¬ 
senting problem is exertional dyspnea. 

The terms “heart failure” or “congestive heart 
failure” used in the text, unless otherwise indicated, 
refer to a clinical label applied to patients with 
heart disease, vsithout regard to the behavior of 
the heart muscle that is implicit in these terms, for 
the terms stand for a clinical entity defined by signs 
and/or symptoms—accepted diagnostic criteria 
which are not always sufficiently discriminating to 
reflect the performance of the heart itself. 

In congestive heart failure, breathlessness on 
effort is well knossm to be usually the earliest 
symptom. As tlie process ad\'ances it becomes in¬ 
creasingly troublesome and physical signs of con¬ 
gestion appear, such as pulmonary rales, enlarge¬ 
ment of the liver, edema of the legs, and effusions 
into serous cavities. When such patients respond 
to digitalis therapy, the signs of congestion recede 
in whole or in part and the capacity for physical 
exertion without respiratory discomfort greatly im¬ 
proves. However, physical capacity is rarely, if 
ever, restored t 0 |_ normal. An element of diminished 
reserve in the form of exertional dyspnea usually 
remains, placing varying degrees of limitation on the 
patient’s freedom to carry on in comfort. These pa¬ 
tients, therefore, reveal two varieties of exertional 
dyspnea, one of which remains in the face of con¬ 
tinued digitalization. The literature on heart disease 
and digitalis therapy draws no distinction between 
them in relation to either the mechanism or the 
utility of digitalization. 

From the Department of Phamiacology, Comeil University Medicrf 
College, the Cardiov'ascular Research Unit, Beth Israel Hospital, and 
the Cardiac Clinic, Hospital for Joint Diseases- 


The value of digitalizafion and diuretics for 
the control of exertional dyspnea in patients 
with established chronic heart disease was 
studied in a group of 93 ambulant patients 
without auricular fibrillation. They were se¬ 
lected from a total of 204 patients with the 
diagnosis of congestive heart failure, In terms 
of the conventional criteria, on the basis that 
exertional dyspnea was the presenting prob¬ 
lem, that physical signs of congestion were 
equivocal or absent, and that they were free 
of manifest complicating factors that might 
cause dyspnea. About three-fourths of them 
were in the older age groups with arterio¬ 
sclerotic and/or hypertensive heart disease. 
In this type of patient long-term treatment 
wifJi digitoxin failed to enhance the capacity 
for exertion without shortness of breath while 
the diuretic Imeralluride sodium) afforded re¬ 
lief in many. A therapeutic test was suggested 
to detect those in whom prolonged treatment 
wifh diuretics should be pursued, also a simi¬ 
lar test to detect the large numbers of pa¬ 
tients who are commonly subjected to long 
and intensive treatment with digitalis mate¬ 
rials, with high potentiality for toxic actions, 
but in whom there is little prospect of bene¬ 
ficial results. 


In accordance with conventional diagnostic cri¬ 
teria and concepts, patients with chronic heart 
disease who have become aware of breathlessness 
in the course of their habitual activities, provided 
complicating causes of dyspnea are excluded, are 
labeled as having congestive heart failure, even 
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though they are now and may always have been 
free of physical signs of congestion. Their dyspnea 
is believed to result from impaired contractile force 
of the heart muscle (left ventricle). It is the com¬ 
mon practice to place such patients on long-term 
digitalis tlierapy. We have pursued this practice in 
our cardiac clinics for many years. Under the usual 
conditions of management it is often difiBcult to 
escape the impression that digitalis has improved 
matters in a particular case, but there remains the 
fact that it is quite impossible to sort out the part 
digitalis plays in a therapeutic setting which in¬ 
volves several measures—chemical, physical, and 
psychological—applied simultaneously. Experience 
over many years with large numbers of ambulant 
patients with chronic heart disease classified as 
mild or early congestive failure, witli equivocal or 
no signs of congestion but witli persistent com¬ 
plaints and disability while under intensive treat¬ 
ment witli digitalis, brought into focus the question 
as to whetlier digitalis was doing much to enhance 
their capacit)' to carry on nridiout reshiction due 
to shortness of breath. In many of these patients 
we turned to long periods of treatment wadi 
"placebo” tablets in Ae place of digitalis. The 
results left the effect of digitalis for die control of 
e.xertional dyspnea in patients of this category un¬ 
impressive and equivocal. 

In the present study we e.xaniined the records 
of the past e.xperience more closely. Also, in view 
of die striking results with diuretics in some vari¬ 
eties of congestive failure in which digitalis is 
ineffectual, we explored the effect of the diuretic 
alone on the e.xertional dyspnea of diis type of 
patient and compared it nridi the effect of com¬ 
bined diuretic and digitalization therapy. 

Study Group 

Tlie investigation was started in 204 ambulant 
adult patients nrith chronic heart disease in attend¬ 
ance at our tivo cardiac clinics; it covered a period 
of appro.ximately three years. Of tiiese patients, 82 
turned out to be unsuitable for various reasons: 
insufficient data; irregularity in attendance; lack 
of reliability; complicating factors, such as infec¬ 
tions, operations, hospitalization, severe angina of 
effort, acute coronary thrombosis, cerebral vascular 
accidents, anemia, pronounced psychoneurosis, pri- 
marj’ pulmonarx’ disease (nine patients), and con¬ 
gestive failure at rest (five patients); and marked 
physical signs of congestive failure, such as per¬ 
sistent pulmonarx' rales, edema of the lower extremi¬ 
ties, marked enlargement of the liver, and 
paro.xysms of nocturnal dyspnea. In addition, there 
were 29 patients xrith auricular fibrillation. Since 
these present tlie special problem of rate control, 
they were also e.xcluded from the present analysis. 

There remained 93 patients without auricular 
fibrillation, 91 \rith normal sinus rhythm, and 2 
with complete heart block in whom we endeavored 


to ascertain the effect of treatment. In these, the 
physical signs of congestion were equivocal or 
inconstant, such as an occasional pulmonarj'rale, 
occasional and barely perceptible edema which 
may in some cases have been due to varicose veins, 
or inconstant finding of a palpable liver 1 or 2 
fingerbreadths below the costal margin. These pa¬ 
tients were free of symptoms at rest. Their present-’, 
ing problem was shortness of breath on e.\ertion. 
Weakness and fatigue were complaints in nearly all 
of them, but, in view of the fact tliat emotional 
factors play such a prominent role in tliese symp¬ 
toms, tlie main emphasis was placed on tlie effect 
of treatment on their capacity for walking svithout 
respiratory discomfort as judged from the number 
of blocks or flights of stairs. 

Tlie diagnosis of organic heart disease was based 
on history (coronary tlirombosis, rheumatic fever, 
sj'philis, or otlier disease), physical findings (such 
as murmurs, embrjmcardia, gallop, or poor heart 
sounds), abnormal electrocardiogram (with such 
findings as bundle branch block, atrioventricular 
block, displaced-'-S-T segments, or inverted T- 
waves), and fluoroscopic findings (including en¬ 
larged heart, tortuous aorta, aneurysm of the 
aorta, or distended hilar vessels), in accordance 
with conventional criteria.’ 

The common etiological classes of chronic heart 
disease were represented; rheumatic (5%), ar¬ 
teriosclerotic (27%), hypertensive (52%), and 
syphilitic (16%). Arteriosclerosis and hypertension 
xvith or witliout arteriosclerosis accounted for more 
than tliree-fourths of the group. The men and 
women were in appro.vimately equal numbers (47 
men and 46 women). The older age group was 
predominant, witli the average age 63.6 years 
(range, 32-84). 

S)'mptoms only were present in 42% of tlie group. 
In the remaining 58%, these symptoms were asso¬ 
ciated irith minimal or equivocal physical signs of 
congestion. 

Methods 

The patients were allowed to carry on in tlieir 
habitual manner without dietary limitation, except 
for recommendations leading to moderate restric¬ 
tion in salt intake. Tlieir visits to the cardiac clinic 
were made at intervals varying from one to several 
weeks. The interval histories and e.xaminations were 
in die hands of 12 physician members of the cardiac 
staff, who recorded their findings on a simplified 
clinic chart especially designed to elicit the perti¬ 
nent interval information. This included the pa¬ 
tients statement as to whether the condition was 
unchanged, better, or worse; effort dyspnea, usually 
e.xpressed in terms of number of blocks or flights 
of stairs giving rise to respiratory distress; weakness 
and fatigue; cough; orthopnea; nocturnal dyspnea; 
anginal pain; blood pressure; heart rate and rhythm; 
pulmonary rales; , edema; and position of the 
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liver edge. At each session the patient was weighed 
on the same scale by a clerk familiar with the 
importance of similarity in clothes and accuracy. 
Three senior members of the team supervised the 
prescribing in order to insure that the general iilan 
of treatment was carried out. They recorded the 
medication prescribed and tliat u'hich was actually 
received. 

The plan of digitalization in the majority of cases 
was to give digitoxin, 1.2 mg. at one time, followed 
by a dose of 0.2 mg. daily, the dose increased or 
reduced as indicated by the response. In a few 
cases, tablets of digitalis leaf or digitoxin were em¬ 
ployed. 

Tlie diuretic was meralluride (Mercuhydrin) 
sodium, given by intramuscular injection in most 
patients; in a few, mercaptomerin (Thiomerin) 
sodium was used. From previous experience with 
individual patient’s reactions to these compounds, 
the doses during the investigation were sometimes 
1 cc. and usually 2 cc. Some of the injections were 
given during the clinical sessions, others at the 
patient’s home by the visiting nurse. The plan was 
to begin with an injection once a week and grad¬ 
ually shorten the interval in the endea\’or to 
establish the lowest level of body weight corre¬ 
sponding to optimum swnptoms. This sometimes 
resulted in an injection daily but, in most cases, two 
to three injections a week. When the more intensive 
schedules produced weakness or muscular cramps, 
the dosage was reduced or the intervals prolonged. 
Blood urea nitrogen levels were determined period¬ 
ically throughout the course of therapy. 

Although beneficial effects of a digitalis or diu¬ 
retic regimen in terms of symxDtoms, ph}'sical signs, 
and weight loss should be in evidence in the first 
week of treatment, tlie ambulant patient is subject 
to so many factors which influence tlie course, 
such as fluctuations in physical and emotional 
stress and variations in diet and salt intake, that a 
reliable evaluation is not feasible from such short 
periods. After the first week the patient would often 
report that improvement had taken place and, in 
the next visit, that the condition seemed to be much 
as it was before the treatment. In the majority of 
cases, the periods of treatment were extended to 
months. Excessively long periods of treatment also 
posed problems in the interpretation of the results, 
due to what may be spontaneous improvement or 
progression of the organic disease and intercurrent 
complications. We found that in the majority of 
cases a period of four to five montlis usually pro¬ 
vided a fairly level state on which the fluctuations 
from visit to visit were superimposed. 

A curve fltted to the points representing tlie data 
obtained during these periods revealed whether 
the level with respect to symptoms and weight was 
the same as or different from the pretreatment level. 
The most decisive information was obtained when 
the curve leveled off after the first week or two of 


treatment, since in most patients die digitalization 
was carried out by a fairly rapid mediod. In the 
case of the diuretic, the matter of ascertaining the 
level, especially vdth respect to the change in bod)’ 
weight, was somewhat more difficult, since the 
optimum dosage schedule had to be determined in 
each patient and that often took several weeks. 
Once the schedule reached two or three injections 
during the previous week, the lower level of bod)' 
weight caused by the drug was usually unmistak¬ 
able, and this helped to rule out those few in whom 
coincidental anorexia or progressive malnutrition 
might be a source of error in judging the effect of 
the drug. 

A word is in order about die data on the symjp- 
tom of exertional dyspnea and minimal physical 
signs. The circumstances under which this study 
took place did not provide for the “double-blind” 
test usuall)’ essential for the satisfactory control of 
bias and the psychological effects of treatment." 
There were several reasons. The need for a more 
systematic examinadon of the problem crystallized 
only gradually out of impressions that seemed out 
of line with common belief and pracHee which we 
shared for man)' years. 

In ei'aluating the effect of digitalis alone and die 
utility of a “placebo” tablet in the same patients, 
■we found it e.xpedient to call on records made in 
many cases prior to die beginning of diis investiga- 
don, simply applying to die closer examination of 
the facts the more revealing method of the curve 
fitted to data recorded at frequent intervals over 
periods of many mondis. In connecdon with the 
diuredc treatment, we had planned to depend on 
the loss of body weight, an objective measurement, 
as a means of support to the evidence of clinical 
improvement, since in die study of the more pro¬ 
nounced grades of congestive failure “ the gradual 
fall of body weight runs fairly parallel wtli clinical 
improvement, but this proved unsatisfactory in the 
patients of the present study—tiiose with few or 
no physical signs of congestion. In them, the loss of 
body fluid was often unattended by any manifest 
evidence of subjective improvement. There was 
also the ethical issue of an intramuscular injection 
of a somewhat irritating “placebo” several times a 
week for periods of months witii the discomforts 
and risks inherent in any injection. 

Tlie nature of the problem and die manner in 
which it was pursued, we believe, reduced to a 
minimum the influence of bias and suggestion. The 
drugs were not new ones and were free of the 
psychic charge of current and exaggerated claims 
of new proprietaries. The clinic’s physicians had 
used them repeatedly in the casual manner of com¬ 
monly accepted dierapeutic agents in the same 
patients before they were assigned to the study 
series. The blunted enthusiasm of the physician for 
conventional remedies has its blunting effect in 
die patient on the power of suggestion. The study 
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chiefly involved the insurance of optimum dosage, 
systematization of dosage and courses, and methods 
for eliciting and recording data to improve their 
accuracy and to facilitate analysis. Consistent bias 
in relation to the interpretation of the patients 
account of symptoms was under some control by the 
fact that it was often a different physician who 
looked after the patient at the various clinic visits. 
In relation to the mercurial diuretic, the psychic 
effect of an injection was always present as a pos¬ 
sible source of improvement in symptoms by sug¬ 
gestion. 

Again, the plan involved only an increase in the 
number of doses of an injection which the patient 
had received many times before the study. Further, 
the patient’s opinion often helped to decide the 

Table 1.—Effects of Digitalis and Diuretic Therapy in 
Ambulant Patients with Heart Disease 

Digitalis Dliirotic 
(44 Patients) (92 Patients) 

Physical signs of congestion 

None, % . 52 

Minimal, % . 48 

Sex 

Males, ^0 . 51 

Feraules, % .. 40 

Age 

Av., .. 03.0 

Range, yr. 33 . 5 ^) 

Etiological type of disease 
Artwloselerotlc, % 39 

Hypertensive* .. 43 

Rheumatic, % . 2 

Syphiiitic.t % . 10 

Period of treatment 

Av., v?k. 15 

Range, wk... 1>52 

Change in conditloo 
Improvement in exertional 

dyspnea, % ..... 

Improvement in signs of 

congestion, % . ... 

Loss of body weight, %. ... 

Av., lb. 

Range, <b... 

* Includes those with and without arteriosclerosis, 
t Includes those with syphilitic heart disease with aortic Insufllciency 
or aneurj'sm nod those with hypertension and/or arteriosclerosis with 
only positive serologic findings as evidence of syphilis. 

course to be followed, namely, that the injections 
slioiild be continued even though they were trouble¬ 
some and sometimes painful, that four or five in¬ 
jections a week provided no greater relief than two 
but that hvo a week were more effective than one, 
or that die injections should be discontinued be¬ 
cause of their failure to provide any appreciable 
relief. Such quantitative features are not in the 
usual nature of tlie therapeutic response to sugges¬ 
tion. Nevertheless, the absence of strict adherence 
to the “double-blind” test remains a defect witli 
respect to the definitive nature of the conclusions, 
and we present the results as an account of e.vperi- 
ence which may sers'e the purpose of arousing in¬ 
terest in the further reevaluation of the utilit}' of 
digitalis and diuretics in the tj/pe of cardiac patient 
we have described, as well as in several other forms 


of heart disease in which their use is commonly 
taken for granted but in which their usefulness calk 
for more satisfactory proof. 

Results 

As already indicated, the changes in symptoms 
and body weight often showed wide fluctuations 
from visit to visit, the patient’s judgment of the 
interval condition being sometimes the “same,” 
sometimes “better,” and sometimes “worse” and 
similarly for the number of flights of stairs or 
blocks before dyspnea appeared. In the average 
period of appro.vimately four to five months with 
each course of treatment, the patients made an 
average of 16 visits, in some more than 40 visits. 
The data thus obtained provided' the points to 
which a currm was fitted as a means of evaluating 
the effect of the particular course. The results are 
summarized in the tables. They refer only to am¬ 
bulant patients with established heart disease with¬ 
out auricular fibrillation but with e.vertional 
dyspnea, in whom physical signs of congestion were 
minimal, equivocal, or absent, and most of whom 
had never been in a state of congestive failure 
with the classic signs of congestion requiring a 
course of bed treatment. 

In most of the 44 patients who were under con¬ 
tinued digitalis therapy for a period of nearly four 
months, there were similar periods of medication 
with a placebo tablet. The data from all but eight 
patients were obtained in the course of their routine 
management prior to the beginning of the present 
study. It was the unimpressive difference between 
the effects of the digitalis and the placebo that 
aroused our suspicion of the value of digitalization 
in this variety of exertional dyspnea. Closer exam¬ 
ination of these data and the evaluation of the re¬ 
sults from curves fitted to tlie points obtained at 
the various clinic visits confirmed the earlier im¬ 
pression. As may be seen in table 1, there was no 
material change in body weight, physical signs of 
congestion, or capacity for exertion without breath¬ 
lessness tliat could be ascribed to the long course of 
digitalis medication. 

The effect of the diuretic alone is also analyzed 
in table 1 in a group of 92 patients, including the 
44 in whom digitalization was studied. The intra¬ 
muscular injection of meralluride without digitali¬ 
zation was given over an average period of nearly 
five months. Indecisive response was included 
among data for those who showed no appreciable 
improvement. Unmistakable improvement in exer¬ 
tional dyspnea occurred in approximately one-half 
of the patients. Among those that showed some 
physical signs of congestion, in approximately one 
of five there was some clearing of the signs. The 
body weight decreased in most of them to a level 
averaging-approximately 5 lb. (2.3 kg.) below that 
of the prediuretic period. This effect was not al¬ 
ways accompanied by relief of exertional dyspne.'i. 
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In 73 of these patients, a course of treatment with 
the diuretic alone was followed by one in which 
digitalization was added to the regimen. These re¬ 
sults are summarized in table 2. The two courses 
covered an average period of nine months, five with 
the diuretic alone and four with the combined 
therapy. With the diuretic alone, the results were 
similar to those mentioned above. Most of the pa¬ 
tients maintained a reduced le\'el of body weight, 
averaging nearly 5 lb. About one-half of them 
experienced improx'ement in capacity for exertion 
without breathlessness and about one in five some 
recession in the physical signs of congestion. Dur¬ 
ing the period in which digitalization was added, in 
about one-half of the patients the dosage of the 
diuretic was reduced with the view that this would 
prowde a more favorable condition for detecting 
an effect of digitalization. A few patients showed 
some further decrease in body weight, while a 
larger number showed an increase averaging about 
3 lb. (1.3 kg.). With respect to exertional dyspnea 
and the physical signs of congestion, the addition 
of digitalization to the diuretic treatment produced 
no further improvement. 

Comment 

Limitations of Digitalis.—The striking response to 
digitalis by most patients with heart failure show¬ 
ing the classic signs of congestion, such as pul¬ 
monary rales, enlarged liver, and edema of the legs, 
especially in those with auricular fibrillation and 
rapid ventricular rate, and tlie ex-perimental dem¬ 
onstration that digitalis improves the contractile 
performance of heart muscle have prox'ided the 
basis for wide expansion in the scope of its clinical 
applications. Belief in the universal usefulness of 
digitalis for the treatment of heart failure has be¬ 
come so firmly entrenehed that its utility is taken 
for granted and little inclination remains for sys¬ 
tematic evaluation of its effectiveness in the xxdde 
variety of types of heart diseases bearing the label 
of congestive heart failure. The drug has also been 
put to other uses in heart disease. It has been 
advocated in heart disease without evidence of 
failure as a prophylactic against failure or cardiac 
enlargement® and as a means in such cases to im¬ 
prove the mechanical efficiency of the heart.* It 
has also been suggested as a test for the detection 
of heart failure. For example, in patients \rith cor 
pulmonale in whom congestive failure may ensue 
to increase the marked dyspnea due to the primary 
pulmonary disease, the absence of symptomatic im¬ 
provement after digitalization is presumed to ex¬ 
clude heart failure. 

This would all be reasonable if it did not involve 
an oversimplification of tire nature of clinical heart 
disease classified as congestive failure and of the 
physical-chemical state of heart muscle leading to 
failure of contractile force. There is considerable 


experience’ which indicates that these represent 
not a single but a multitude of mechanisms, some of 
which are reversed by digitalis and others not. A 
few examples may be cited. On the ex'perimental 
side, there are numerous observations of what ap¬ 
pear to represent a variety of physical-chemical 
states in heart muscle in which digitalis does not 
affect contractile force.* The papillary muscle of 
the cat’s right ventricle made to contract in a 
medium of blood serum shows little tendency to 
lose or to increase its force when digitalis is added, 
while, when it is in a medium of Ringers solution, 
contractile force rapidly declines and is promptly 
restored by the addition of digitalis. In this prep¬ 
aration, higher concentrations of digitalis itself 
cause a rapid decline in force. Failure caused by 
high concentrations of potassium is not reversed 
by digitalis glycosides; this is also the case in fail- 


Table 2.—Comparison of Effects of Diuretic Therapy Alone 
and Combined Diuretic and Digitalis Therapy in 
Seoenty-three Patients" 


Period of treatment 

Av., wk. 

Ranee, wk..... 

Change In condition 
Improvement in exertional 

dy.«pnea, % . 

Improvement in signs of 

eoDgestlon.t % . 

Body weight 

No change, %.. 

J.oss, % ..... 

Av., lb. . 

Range, lb. 

Gain, % ... 

Av.. lb. 

Range, -b... 


Diuretic 

Therapy 

Combined 

Thernpyt 

20 

16 

3-43 

1-40 

o3 

... 


65 

SO 

12 

5.4 

3.S 

1-13 

1-3 


23 

... 

3.2 

... 

1-8 


* Includes men, 48%, and women, 52%, with these etiological types of 
heart di.cease: arteriosclerotic (25%), hypertensive, with and without 
arteriosclerosis (53%), rheumatic (7%), and syphilitic, with aortic In¬ 
sufficiency or aneurysm and with hypertension and/or arteriosclerosis 
with only positive serologic findings as evidence of syphilis (15%). 
t Diuretic dosage reduced In this period in 45% of patients. 
t 40 patients (63%) originally showed minimal physical «igns of con¬ 
gestion; 27 (37%) showed no signs. 


ure caused by quinidine, until the state of incom¬ 
plete recovery is achieved after the removal of the 
quinidine.’* 

On the clinical side, the exidence that digitaliza¬ 
tion improves matters in the case of mitral stenosis 
with dyspnea, pulmonary rales, or attacks of pul¬ 
monary edema is unimpressive; tliis is also true in 
the congestive failures associated uath adherent 
pericardium, cyanotic congenital heart disease, 
acute coronary thrombosis, active rheumatic cardi¬ 
tis, severe thyrotoxicosis, thiamine deficiency (the 
beriberi heart), and several varieties of chronic, 
far-advanced heart disease. Some of these may 
represent mechanical obstacles to improvement in 
contractile force; some, extracardiac factors, such 
as renal failure which maintains the state of con¬ 
gestive heart failure; and some, physical-chemical 
changes in heart muscle which are not reversible 
by the steroids of tire digitalis group. 
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Tliese suffice to point up the fact that the utility 
of digitalis in the various stages and types of heart 
disease labeled congestive failure cannot be taken 
for granted and tliat each calls for a direct investi¬ 
gation. 

Tlie absence of evidence of any notable increase 
in myocardial force by digitalis in far-advanced 
congestive failure (“intractable failure”) has re¬ 
ceived considerable attention in recent years.® The 
present study deals with the cases clinically labeled 
as congestive failure but at the opposite e.xtreme of 
the spectrum, the mild or early cases, those with 
extertional dyspnea only, with minimal, equivocal, 
or no physical signs of congestion, Tlie results show 
that one variety of these is in a sense also "intrac¬ 
table” to digitalis action. Nothing is knowm of the 
mechanism to e.xplain the failure of digitalization 
to affect e,xertional dyspnea in these cases. There is 
the possibility that they represent a phase of im¬ 
paired contractile force of heart muscle of a 
physical-chemical nature uninfluenced by digitalis 
or that the contractile force of their heart muscle is 
normal and that, in chronic heart disease, adaptive 
changes take place not only in the rate, shape, and 
size of the heart but in the general circulation 
involving such factors as speed of adaptive response 
to exertion, redistribution of blood, or thoracopul- 
monary changes which may give rise to exertional 
dyspnea. 

Diuretics in Exertional Dyspnea.—In anotlier 
study of far-advanced congestive failure in which 
digitalis was without effect, we examined the effect 
of salt restriction with daily injections of the mer¬ 
curial diuretic without digitalization.®' The symp¬ 
toms, the edema, and the other reversible signs of 
congestive failure cleared rapidly. The total clinical 
result was indistinguishable from that in cases in 
which digitalis was included in the regimen. The 
digitalization of these patients before discharge 
from the hospital produced no further clinical 
effects. Others have described similar experience 
with diuretics alone but have suggested that the 
results had only the appearance of a restored cir¬ 
culation and that, in a physiological sense, conges¬ 
tive failure remained. 

In the present study, ambulant patients with 
chronic heart disease and exertional dyspnea with 
minimal or no physical signs of congestion were 
treated with tlie mercurial alone without digitalis 
for periods of several months. This increased the 
capacity for e.xertion without breathlessness in var>'- 
ing degrees in approximately one-half of the group. 
Tlie addition of digitalization to the regimen in 
courses of similar duration produced no further 
clinical effects. The body weight during the diuretic 
regimen remained at an average level approximate- 
])' 5 lb. below the prediuretic period. These results 
indicate that the mechanism accounting for the 
e.vertional dyspnea in many of these cases is an un¬ 
favorable amount of extracellular fluid. Whether 
the extracellular fluid volume in these cases is 


within the range of the normal or lies outside of it, 
as in frank edema, remains to be established. ,4 
noteworthy feature of the results was the obsen-a- 
tion that, while in some the symptoms and gain 
in weight appeared fairly promptly after the diu¬ 
retic was discontinued, in others the lower weight 
and improved capacity for exertion persisted for 
several weeks after the course was interrupted, a 
fact which indicates that the reduction in extra¬ 
cellular fluid volume or the clearing of edema with 
diuretics not only is a sj'mptomatic treatment, as has 
sometimes been suggested, but restores a better 
circulation and that an unfavorable amount of 
e.xtracellular fluid in heart failure not only is an 
effect but may also, in turn, become a cause of con- 
gesth'e failure. In line witlr this is the fairly com¬ 
mon experience of congestive failure precipitated 
by intravenous saline solution infusions and meas¬ 
ures which promote salt retention. 

The Practical Problem.—Since there appear to be 
two varieties of exertional dj'spnea in heart disease, 
for only one of which digitalis is useful, there are 
the problems of deciding which one it is when a 
patient with heart disease without physical signs 
of congestion presents this symptom and of deciding 
when the responsive type has been superimposed 
on the nonresponsive one. No completely satis¬ 
factory means exists for ascertaining these facts. A 
history of an attack of failure rvitb the classic, 
physical signs of congestion and a period of bed 
treatment helps to decide the issue, for such pa¬ 
tients without a maintenance regimen of digitalis 
tend to relapse into failure with congestion. With¬ 
out such a history, a therapeutic trial is the most, 
direct method for obtaining the information. 

The ambulant patient may be digitalized with 
1.0 mg. of digito.xin given at one time or, as some 
prefer, in divided doses, follou'ed by a daily dose 
of 0.2 mg., witli the maintenance dose increased or 
reduced as indicated by the response. Its use for 
two or three weeks should usually suffice to supply 
an answer to the question as to whether the capac¬ 
ity for exertion -writhout breathlessness has been 
enhanced. If a decisi\'e negatis'e answer is obtained, 
the drug therapy should be discontinued. If the 
response to the digitoxin is equivocal, a placebo 
should be tried for a similar period. The proper 
clroice of a “placebo” is an important factor.” If 
a positive ansv'er is obtained xvith tire digitoxin, it 
may' be planned to continue the drug therapy in-' 
definitely', aldiough it is well to try the patient on 
a placebo for a similar period to rule out the effect 
of suggestion. It is desirable and often feasible to 
try the placebo first, because the lasting effects of a 
course of digitalization may confuse the answer 
concerning the effect of the placeho, Tliese e.xpedi- 
ents will insure the detection of those patients in 
whom long-term digitalization is necessary' and, at 
the same time; the vast group of patients with 
chronic heart disease in whom exertional dj'spnea 
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is uninfluenced by digitalis and who are often need¬ 
lessly e.vposcd for long periods of time to these 
potent drugs with high potentiality' for toxic effects. 

In patients in this latter group who fail to benefit 
from the digitalis, a diuretic may be tried with the 
expectation of varying degrees of relief of exertional 
dyspnea in many'. Again, a trial for two or three 
weeks should suffice to establish whether it is suffi¬ 
ciently' useful'to continue in the particular patient. 
As in the case of digitoxin, a positive or equivocal 
result should be checked against a course of 
placebo medication for a similar period. In this 
study we employ'ed the mercurial diuretic by injec¬ 
tion to insure the most effective results. One or 
another of the oral diuretic agents, such aS' chlor- 
merodrin (Neohy'drin), amsometradine (Rolicton), 
ethoxzolamide (Cardrase), or chlorothiazide (Di- 
uril), in full dosage may' often serve the purpose. 
In case of doubtful results, a trial of tlie organic 
. mercurial by intramuscular injection Rvo or three 
times a week for two or three weeks should usually 
decide tire desirability' of continued treatment with 
the diuretic agents. 

The emphasis on the action of digitalis materials 
to increase the contractile force of heart muscle and 
on the striking results from their use in the treat¬ 
ment of some forms of congesti\'e heart failure, 
with scant attention paid to the few reports point¬ 
ing to the limitations of these drugs, has estab¬ 
lished and sustained the view that the clinical diag¬ 
nosis of heart failure is always an indication for 
digitalis medication. It has also had the effect of 
diminishing interest in pursuing critical observa¬ 
tions to evaluate its efficacy in the various heart 
diseases bearing the label congestive heart failure. 

The utility' of digitalis in cardiac patients witli 
the clinical diagnosis of heart failure in different 
stages, phases, and ty'pes of disease cannot be taken 
for granted. Tlie clinical diagnosis of congestive 
failure represents a variety of mechanisms which 
may not alway's involve failure of contractile force, 
some of which ai'e responsive to the drug while 
others are not. Moreover, failing contractile force of 
heart muscle has several mechanisms, some of 
which do not react to digitalis. 

Summary 

Large numbers of cardiac patients e.xposed for 
indefinite periods to intensive treatment with digi¬ 
talis, with high potentiality for toxic effects, often 
. show little evidence of therapeutic benefits. 

Tire effect of digitalization was studied in a 
group of 93 patients with established heart disease 
without auricular fibrillation, bearing the diagnosis 
of mild or early congestive heart failure, in accord¬ 
ance with conventional criteria. Tliey were selected 
on the basis that physical signs of congestion were 
minimal, equivocal, or absent and that one of their 
presenting problems was limitation in physical 
capacity by breathlessness on exertion. About 


three-fourtlis of tliem were in the older age groups 
with arteriosclerotic and/or hypertensive heart 
disease. 

These patients were treated with various courses, 
each for periods of several months: digitalization 
alone; placebo tablets; a diuretic alone, meralluride 
(Mercuhydrin) sodium, by intramuscular injection; 
and combined therapy with the diuretic and digi¬ 
talization. 

There is a variety of exertional dy'spnea, most 
clearly seen in patidnts with chronic heart disease 
with few or no physical signs of congestion, which 
is uninfluenced by digitalis but is frequently 
brought under varying degrees of control by diu¬ 
retic therapy. 

Tlie clearing of edema by a diuretic is not only 
a symptomatic treatment. An unfavorable volume 
of extracellular fluid not only is an effect but may' in 
turn become a cause of tlie condition that bears 
the clinical label congestive heart failure. 

In patients with heart disease with few or no 
physical signs of congestion and with breathlessness 
on exertion as a presenting symptom a therapeutic 
test was used to detect those in whom continued 
digitalis medication would be effective and neces¬ 
sary and also the large group of those in whom 
digitalis would offer no prospect of beneficial 
effects. A similar test was used to detect the pa¬ 
tients in tlie group nonresponsive to digitalis in 
whom some relief from exertional dyspnea would be 
possible by long-term treatment with diuretic 
agents. 

1300 York Ave. (21) (Dr. Gold). 
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STUDIES IN HUMAN ISOLATION 

Capt. Edwin Z. Tex'}', Capt. George E. Ruff, (MC) 
and 

Capt. Victor H. Thaler (MSC), U. S. A. F. 


Tlie isolation of man from his accustomed envi¬ 
ronment has profound impact on tlie functions of his 
mind. Many circumstances in real life entail such 
isolation. Their effects have many names, from 
“nostalgia” to “desert madness,” and range from 
mild feelings of anxiety and depression to halluci¬ 
nations, delusions, and even death by suicide. 

The armed sendees have long been concerned 
with operational situations and accidents of wav 
invobdng radical environmental change and have 
sponsored studies of sailors lost at sea, men confined 
in submarines, and prisoners of war.’ 

Special interest has been directed to the methods 
emplox’ed in Communist prison camps. The prisoner 
was trapped in a foreign land and foreign culture. 
He was subjected to a program seemingly designed 
to increase the degree of isolation. Letters from 
home, packages from tlie Red Cross, militarj'^ dis¬ 
cipline, and organization among the prisoners were 
severely limited. Thus, the prisoner was denied the 
usual means of maintaining his “self-concept.” He 
was rewarded and punished xvith reference to an 
entireb’ strange set of standards. In this way, his 
“self-esteem” was attacked. Periods of solitary con¬ 
finement, physical hardships, and illnesses further 
impaired mental functions.” 

From the -Xero X!edical Laborolorj'. XVright Air Development Center, 
Wright-Patterson Air Force Base, Ohio. 

Read before the Section on Militai>- Medicine at the 107th Annual 
Meeting of the American Sfedical Associ.ation, San Francisco. June 
27.193S. 


Procedures for sfudying isolation vary, and 
there is no typical laboratory isolation. The 
degree of contact between the isolated 
subject and bis environment, especially his 
observers, must be defined in terms of dis¬ 
tances, times, limitations of visual, auditory, 
and kinesthetic inputs, means available to the 
subject for structuring bis isolated existence, 
and especially his ability or inability to termi¬ 
nate isolation when he wishes. Communica¬ 
tion of any kind counteracts the effects of 
isolation, and when subjects know they are 
being observed they do not feel truly iso¬ 
lated. If communication or feedback to the 
subject is distorted, the situation becomes 
more stressful, and profound feelings of 
anger and anxiety can be produced. Experi¬ 
mentation in this field yields new data on 
individual differences, reveals the generally 
felt need of people for a structured environ¬ 
ment, and is of importance in military medi¬ 
cine. 


The effectiveness of these techniques in control¬ 
ling or converting military and political prisoners 
has helped stimulate experimental studies of certain 
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aspects of isolation. Heron and co-workers/ Lilly/ 
Vernon and Hoffman/ Solomon and associates/ and 
others have conducted experiments in “artificial iso¬ 
lation.” In these studies men were separated from 
their usual immediate surroundings by reduction in 
the level or variability of sensory input. Tliese situ¬ 
ations have been described as "sensory deprivation.” 

Tliere lias been no standard procedure for study¬ 
ing isolation, and there is no "typical laboratory 
isolation.” Visual, auditory, and kinesthetic inputs 
have been limited by various techniques. The de¬ 
gree of contact between subject and investigator 
has \’aricd, as has the duration of the several groups 
of experiments. The subjects, who sometimes were 
the investigators themselves, had varied back¬ 
grounds. In c.xperimental situations the subject has 
always been able to terminate isolation when 
desired. 

Although experiments lack die essence of reality, 
the subject is still removed from his usual environ¬ 
ment and loses many frames of reference and means 
of structuring his existence. In some of these experi¬ 
mental isolation situations, fairly rapid onset of 
distorted perceptual and intellectual functions oc¬ 
curred.’ In others, little effect on the subject was 
noted.® 

Extension of flight range has increased the sig¬ 
nificance of isolation in aviation medicine. Crews on 
prolonged missions are e.xposed to a restricted, 
monotonous sensory field. It has been suggested 
that this tj'pe of isolation might be a contributory 
factor to “pilot disorientation,” which not infre¬ 
quently is cited in aircraft accident reports. Pilots 
flying at high altitudes may also report what has 
been called “the break-off phenomenon” or high 
altitude dissociation. Furthermore, space crews ivill 
be subjected to an artificial environment that will 
be isolating in many ways. 

Because of the many military operations in which 
the complex problem of isolation is an important 
feature, it . would appear desirable to review the 
variables and parameters pertinent to research in 
this area. It is helpful to group them into four 
major dimensions (see figure), which will be de¬ 
scribed more fully below. The first dimension con¬ 
sists of the barriers between the subject and the 
outside world—the means by which he is isolated. 
We have termed this the "microcosm.” The second 
dimension refers to the individual who is isolated. 
Tire drird includes the reality factors of the outside 
world—the conditions, circumstances, reasons, and 
attitudes under which isolation occurs. We have 
termed this dimension the “macrocosm.” The fourth 
dimension refers to communication between subject 
and macrocosm. 

The Microcosm 

The microcosm is the environment apparent to 
the isolated subject. It includes tire physical struc¬ 
ture of the place of confinement; the limitations 
imposed on the subject’s perceptual functions; the 


actual modality, quantity, and pattern of sensory 
input; the duration of the situation; and tire tasks 
given to the subject. 

Occasionally, subjects experience a claustropho¬ 
bic reaction when confined in a small space. Also, 
a cramped facility may produce intolerable physical 
discomfort. During one series of experiments in the 
Aero Medical Laboratory, subjects sat in a chair 
for periods of four to six hours. Since this was quite 
uncomfortable to some subjects, these e.xperiments 
were concerned with tolerance of discomfort as 
much as with sensory deprivation. 

Tire space available in which the individual can - 
perceive defines a different parameter, which we 
refer to as the “perceptual space.” Infinite and 
monotonous surroundings, such as the sea, are 
isolating in one way, while a dark and quiet room is 
isolating in another. Blindfolds, earplugs, and limi¬ 



tation of movement restrict the perceptual space 
most sharply. In Gibby’s experiments,’” for example, 
subjects were isolated by the use of blindfolds and 
earplugs and were asked to lie still on a bed. In 
many cases, striking changes in perceptual and in¬ 
tellectual functions were noted within a matter of 
hours. Tire subjects of Heron and co-workers,® on 
the other hand, wore frosted goggles and were 
close to a speaker which produced a masking noise. 
They were fed and tested at intervals outside the 
room in which they were isolated. .These subjects 
experienced changes in perceptual function and 
difficult}' in creative intellectual activities after a 
day or so. 

The Aero Medical Laboratory facilities include a 
dark and soundproof chamber. It contains a bed 
chair, refrigerator, and chemical toilet. We have 
done 54 experiments in which subjects remained 
inside continuously for as long as seven days. Tests 
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of intellectual functions carried out within one-half 
hour after isolation have revealed no striking 
changes. However, most subjects do report a loss 
of the sense of urgency to think; they “don’t care 
and don’t think” while isolated. Unusual perceptual 
phenomena have not been found. 

It may be that the position of the barrier to sen¬ 
sory input is psychologically significant. That is, the 
blindfolded subject, with a minimal perceptual 
space, may feel naked and defenseless and be more 
prone to psychological changes, while a subject 
enclosed in a quiet, dark room may feel protected. 

Loss of cues from one modality of sensation may 
give rise to overemphasis on cues from other mo¬ 
dalities. When there is a reduction in the total num¬ 
ber of cues available, the subject may be e.vpected 
to strain for stimuli. However, tlie effects of restric¬ 
tion of the various modalities must be carefully 
analyzed for the unique psychological significance 
these individual sense organs have for each subject. 
The inabilitj' to see, for example, may be especially 
threatening to certain individuals. 

Change in pattern of sensation can be produced 
either by reducing the intensity and variability of 
stimulation or by tlie addition of monotonous mask¬ 
ing cues. The monotony of repetitive stimulation 
may give rise to one group of reactions, whereas 
continuous presentation of amorphous stimuli may 
give rise to otliers. 

It should be emphasized tliat reduction in num¬ 
ber or variability of sensory stimuli must not be 
interpreted merely as an alteration of “inputs” to a 
brain viewed as a computer. For stimulus reduc¬ 
tion also disrupts psychologically significant rela¬ 
tionships of the subject with his environment. 

Our data indicate that time in isolation is impor¬ 
tant in several ways. First, the longer the isolation 
lasts the more stressful it becomes. Second, if the 
subject knows the planned duration of the e.xperi- 
ment in advance, isolation is easier to tolerate. Also, 
an e.xperiment scheduled to last as long as the sub¬ 
ject xvill stay in provides an entirely different kind 
of experience. Third, we have seen that, during the 
first day of isolation, the subject’s “built-in clocks,” 
such as desire to urinate, eat, and sleep and the 
rate of beard growdi, are sufficient to give him some 
idea of the time. After a day or so, however, tire 
subject becomes “lost in time.” This is an entirely 
different kind of stress from sensory deprivation 
per se. When this has occurred in the framework 
of tlie isolation e.xperience, it has been tlie most 
stressful aspect of the experiment. Fourth, any ex¬ 
periment in which tlie subject had no control over 
duration-that is, an e.xperiment he could not termi¬ 
nate at will—would be a still different and poten¬ 
tially more stressful situation. 

Tlie last feature of tlie microcosm refers to tasks 
given to the subject. Tliese may completely change 
the nature of an isolation axperience. For axample, 
an early group of our subjects, who were asked 
to signal when they thought each half-hour had 


passed, spent much of their time determining when 
to press tlie button. This created an undesirable 
degree of structuring in the e.xperinient. 


The Individual 


Reviews of isolation in real life by Lilly'' and 
Solomon and co-workers ° point out that the person¬ 
ality of tlie individual subjected to isolation is im¬ 
portant in determining how he will respond to the 
situation. It is said, for instance, that those who 
have a strong self-concept, yet who can become 
passive, do the best Experimental isolation offers 
a unique opportunity to observe individual varia¬ 
tions in behavior. 

In our e,\perience, schizoid subjects have found 
the procedure extremely stressful. Two have termi¬ 
nated tlie experiment within two hours. Tliese sub¬ 
jects seemed most highly dependent on familiar 
environmental settings. 

Passive-dependent individuals have seldom found 
short periods of isolation stressful, although some 
have complained of boredom and physical discom¬ 
forts and have expressed an.xiety that the experi¬ 
mental situation might have been manipulated in 
some way they were not e.xpecting. For tliem, the 
most significant aspect of the situation seemed to 
be their relationship with tlie experimenters and 
their desire to appear to have done well. 

Compulsive subjects have e.xpended great effort 
in structuring the situation around tangible bits of 
reality'. Some folded paper, counted or devised 
other methods to mark the passage of time, spent 
excessive time manipulating their food, e.xercised, 
or tried to force themselves to think in a planned 
fashion. 

Many of our subjects have been strongly moti¬ 
vated Air Force officers. They have regarded the 
experiment as “just another mission” in which tliey 
try to do as well as possible. As a group, these sub¬ 
jects have been rather comfortable in the e.xperi- 
mental situation. 

When our e.xperiments have been allowed to last 
until the subjects terminate them, reasons given for 
termination have not been well founded in reality'. 
Subsequently, subjects have recognized this and 
either have searched for anotlier reason or have 
explained that “though the reason seems unimpor¬ 
tant now, it wasn’t tlien.” Termination was usually 
an impulsive, emotionally loaded event. Some of 
the reasons given might be called symptoms; they 
included intolerable boredom, somatic complaints, 


extreme anger toward the e.xperimenters, and pro¬ 
found anxiety. 

Mdien the subject first enters isolation he is usu¬ 
ally somewhat anxious, just as anyone might be 
when placed in completely new surroundings. He h, 
confronted with an indefinite, rather unstructared 
emptiness which he then “fills with himself. He 
uses characteristic modes of operation or devices or 
defense and exaggerates them to become, in a way 
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"more like himself.” Reminiscences, day residues, 
and little problems arc the most common thought 
contents. 

As time passes, these means of maintaining usual 
mental functioning seem to become inadequate. Or, 
in theoretical terms, as Rapaport has written,® 
autonomy of the ego from the id is threatened when 
there is a lack of essential environmental stimuli. It 
appears tliat meaningful environmental structure is 
necessary for the ego to cope with id impulses. 
Release of id impulses would seem to be the reason 
that termination is inevitable and the subject’s 
explanation of it often irrational. Shortly after the 
subject ends tire experiment, restructuring, rerepres¬ 
sion, and a return to usual modes of functioning 
occur. 

The individual’s pattern of response can usually 
be predicted from the psychiatric interviews and 
psychological tests which are part of each of our 
experiments. In a sense, then, isolation is analogous 
to a projective psychological testing technique. 

The Macrocosm 

The macrocosm consists of the reality factors, 
that is, die surrounding environmental circum¬ 
stances in which the microcosm occurs. For exam¬ 
ple, any isolation experience may be ex-pected or 
unexpected, planned or accidental, purposeful or 
capricious, good or bad, right or wrong. More 
specifically, the various real-life experiences have 
unique “sets” or “expectancies,” such as being a 
prisoner (the world is unfriendly) or being lost (the 
world is unknoxvn). Similarly, an experimental iso¬ 
lation procedure thought of by the subject to be a 
straightforward study of sensory deprivation is en¬ 
tirely different from a situation in which the sur¬ 
roundings appear mysterious and are anxiety-pro¬ 
ducing. An important variable in isolation, tire 
degree of feeling “aloneness” which tire subject 
experiences, depends largely on tire combination of 
circumstances which make up the macrocosm. 

Further, in e.xperimental situations, the training 
or specialty of the experimenters, their relationships 
with their subjects (transference and countertrans¬ 
ference), and the reasons they have undertaken the 
study contribute to the “set” and may influence the 
outcome of tlie procedure. 

Also, varied interests of the experimenters have 
led to a wide range of conceptualizations concern¬ 
ing isolation. Heron and associates ® speak of isola¬ 
tion in terms of inadequacy of sensory input for 
maintaining usual brain function. Lilly ■* writes of 
dependence on reality for maintenance of ego struc¬ 
ture. Solomon and co-workers “ and Gibb)'con¬ 
sider more fully individual variations in reaction to 
a giyen experimental situation. 

Communication 

Communication between the microcosm and the 
macrocosm is the last dimension to be discussed. 
Communication of any kind is anti-isolation in 


effect. We have compared isolation situations in 
which the subjects were aware that they were 
being monitored with those in which they were not. 

When subjects knew tliey were being obser\'ed, 
in any way, they did not feel alone or truly iso¬ 
lated. 'Tims, even one-way communication from the 
inside out may alter the isolation situation. We have 
recorded skin resistance continuously. Several sub¬ 
jects have reported to us that, since they knew that 
the wires to die skin resistance meter conveyed 
information, tliey felt “connected with the outside.” 
If communication or feedback to the subject is dis¬ 
torted, the situation becomes much more stressful 
and profound feelings of anger and anxiety can be 
produced. 

Summary 

The study of human isolation confronts workers 
in the field with an almost unlimited number of 
variables and parameters to be controlled or at least 
considered. These include the details of the isola¬ 
tion, all aspects of tlie personality of the subjects, 
and the concepts and feelings of the experimenters. 
It is a unique tool for the study of personality and 
of the needs people have for environmental struc¬ 
ture. 'Tliis type of research has potential applica¬ 
bility in military medicine. 
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COMPUTERS IN MEDICINE AND BIOLOGY 

Hany Weinrauch, M.D. 
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Albert W, Hetherington, Ph.D., Andrews Air Force Base, Washington, D, C. 


Although the first computer device, the abacus, 
was in use over 2,000 years ago, the first computers 
which were in any sense automatic date back only 
to the 17th century, when Pascal and Leibnitz de¬ 
veloped multiplying machines. In 1834, Charles 
Babbage conceived of a machine which was strik¬ 
ingly similar to the modern digital computer. The 
punched card system of data processing was in¬ 
vented in 1889. Mechanical calculating machines 
originated at the same time. Although refinement 
in data-processing techniques had evolved, it was 
not until M'orld M^rr II, when military considera¬ 
tions stimulated technological progress, that the 
great advances in computer art were achieved. With 
the advent of the jet and missile age, the Air Force 
in particular has directed great effort toward the 
perfection of computer capabilities able to predict 
the relation between design and performance of air¬ 
craft without the actual construction of prototype 
models. An illustration of the rapid growth of the 
field may be seen in the fact that as recently as 1945 
it was possible for practically all the computer spe¬ 
cialists in the United States to know each other 
personally. At present, with about 250 large scale 
computers in operation in the United States, it has 
become difficult even to know all the new facilities 
which have become available. 

Modern high speed electronic computer's have 
been widely applied in industry and are finding in¬ 
creasing application in the physical sciences. They 
are presently being employed for such diverse func¬ 
tions as weather forecasting, aircraft design, missile 
control, language translation e.vperiments, produc¬ 
tion regulation, specialized records storage, and the 
integration of the aircraft warning net. The common 
denominator of all these activities is the processing 
of large amounts of information. The expanding in¬ 
terest of scientists generally in the potentialities of 
these devices has in recent years begun to extend 
into the ranks of biological scientists, who have 
started to e.xplore the possibilities inherent in com¬ 
puters for the versatile handling of large quantities 
of complex data. This article will review some of the 
first pioneering applications of these macliines to 
medicine and biology and suggest some of the fu¬ 
ture pathways along which further applications may 
be found. 


CSiief, Aviation Medicine Branch (Dr. Weinrauch) and Technical 
Director (Dr. Hctherinston), Directorate of Life Sciences, Headquarters 
Air Besearch and Development Command. Andrews Air Force Base, 
Marjland. 


Problems hiihetio insoluble because of Ihe 
formidable amount of calculation involved 
can now be left to machine computers of 
either the analog or the digital type. Both 
types are being applied to medical problems. 
They not only speed up calculations but can 
also be wired in such a way as to simulate 
biological regulatory systems and to incor¬ 
porate any desired hypothetical reaction-pot- 
tern to stimuli. The complex interaction of 
factors affecting blood pressure, respiration, 
and other functions can be represented in 
circuitry that stores information, processes it 
at high speed, and retrieves both the infor¬ 
mation and the results from storage promptly 
and accurately. The machine-computer and 
the human brain differ in the way they han¬ 
dle inexact data: the brain can usually still 
make a qualitative analysis and arrive at a 
conclusion, whereas the computer would re¬ 
port only nonsensical results. The examples 
here given show that every field of medical 
science and the healing arts is likely to gain 
if every original worker will be alerted to the 
possible application of these new tools in his 
own field of endeavor. 


Characteristics of Computers 

The almost limitless horizon for the scientific use 
of computers stems from the following basic con¬ 
siderations. Any problem in logic which can be 
stated in mathematical symbols, even if the result¬ 
ing e.xpression is very complex, can actually be 
solved by reducing it to a series of simple combina¬ 
tions of the four basic operations of arithmetic. 
Needless to say, this breakdown normally results in 
an enormous expansion in the number of mathe¬ 
matical operations finally needed to achieve a quan¬ 
titative result, even though each operation is simple 
arithmetic. However, it is precisely this transforma¬ 
tion which permits the application of the unique 
features of a computer to the solution of comple.'' 
scientific problems stated mathematically, since the 
primary advantage of these devices is their ability 
to perform amazing numbers of arithmetic proce¬ 
dures in a small fraction of the time which would be 
necessary by band computational or desk calculator 
methods. 




Vol. 169, No. 3 


COMPUTERS-WEINRAUCH AND HETHERINGTON 


121/241 


As a preliminary step in studying the biological 
applications of computers, \vc will examine the two 
basic types of computers in use today. These can be 
classified broadly into the analog and digital types. 
This division arises according to the way in which 
the numbers, on which the machine operates, are 
represented in it. In the analog machine, numbers 
are represented by physical phenomena which can 
be varied, such as pressures, forces, and angles. Com¬ 
putations or operations are then carried out compar¬ 
ing these representative numbers or analogs. These 
computers arc employed to find some phenomenon 
which parallels in behavior the continuous para¬ 
meters of a particular system, be it biological or 
physical. The analog computer is really a physical 
measuring device, of which a simple example is the 
slide rule, where the analog is scalar distance and 
where operations are carried out through adding, 
subtracting, and comparing these distances. The 
basic operations of the analog machine include the 
four conventional species of arithmetic plus the 
more esoteric operations made possible by the use 
of a differential analyzer. By “progr amming” a com¬ 
puter is meant the means whereby the arithmetic 
procedures which are to replace the complex higher 
mathematical formulas are scheduled into the com¬ 
puter in a correct sequence. 

Although the basic operations of digital machines 
are also based on simple arithmetic, they cannot 
deal with approximations as an analog computer 
can, but only in coded, fixed choices. The program¬ 
ming of an elaborate switching procedure enables 
the computer to handle progressively more complex 
mathematical operations as it extends the number 
of choices it can make. Therefore, digital computers 
must work on discrete numbers. These machines 
are capable not only of performing simple arithme¬ 
tic at incredible speeds but also of storing and re¬ 
calling immense quantities of information based on 
the retrieval by the machine of a stored code in 
response to an appropriate signal. Digital devices 
can process vast amounts of data to accomplish 
routine operations as required in industry for pay¬ 
roll or record purposes or they can perform a multi¬ 
tude of mathematical operations for the analysis of 
a particular system as required in the sciences. 

Both analog and digital computers can deal with 
abstract models of a particular system. The main 
limitation of analog machines relates to precision. 
Precision of analog machines is limited by the ac¬ 
curacy with which the physical analog being em¬ 
ployed can be measured. Digital machines, how¬ 
ever, can achieve any desired precision and that 
with relative facility. 

The increasing use of mathematical concepts such 
as curve fitting, probability theory, advanced sta¬ 
tistics, and model construction in biology and medi¬ 
cine has created an urgent need for a means of 
handling the masses of data and higher mathemati¬ 


cal techniques in a rapid fashion. The coincidental 
arrival of the biological sciences and of computer 
technology at their present high level of scientific' 
capability presents both fields with an opportunity 
to combine their techniques in a systematic search 
for solutions to problems which have not yielded to 
traditional methods. Computers certainly would not 
have found any application in the traditional de¬ 
scriptive approach to biology. 

Air Force Interest in Computers 

A series of recent regional conferences between 
representatives from the fields of computer technol¬ 
ogy and the medical sciences for the purpose of ex¬ 
ploring the applications of modern automatic data 
processing devices to medicine and biology have 
been sponsored by the Air Force’s Air Research and 
Development Command (ARDC).’ The investment 
by the Air Force of major amounts of national re¬ 
sources for the advancement of computer theor}' and 
technology has led to a conviction in the ARDC that 
it had an obligation to acquaint the civilian scien¬ 
tific communit)' xvith information developed for mil¬ 
itary purposes which would also contribute to the 
general body of scientific knowledge. The Air Force 
has also been keenly aware of the fact that public 
funds spent for defense could accrue scientific side- 
benefits that might have more lasting effect and ap¬ 
plication than some of the computer monitored 
weapons it has today. 

At the ARDC conferences members generally 
agreed that increasing application of computer 
techniques would be made in both the medical and 
biological sciences. Both Dr. George Thom, profes¬ 
sor of medicine, and Dr. Bert Vallee, associate pro¬ 
fessor of medicine, at Harvard University, strongly 
voiced the need for further pioneering studies of 
basic model systems prior to the application of com¬ 
puter techniques to clinical medicine. A positive 
suggestion that a national computer facilit}' be es¬ 
tablished to which smaller biological centers could 
turn was conveyed to the Cambridge conference by 
Dr. George Karreman as the proposal of Dr. Albert 
Szent-Gyorgyi, director of the Institute of Muscle 
Research, Marine Biological Laboratory at Woods 
Hole. Dr. Howard Aiken, one of the original pio¬ 
neers in the development of computers and present¬ 
ly director of the Harvard Computation Laboratory, 
stressed the urgent need for cross-training individ¬ 
uals in a number of disciplines including medicine 
in order to enable them to think most productively 
in this new interdisciplinary area. He even sug¬ 
gested a modified residency program in computer 
techniques for qualified physicians. 

These conferences disclosed that some computer 
techniques are already being applied to medical 
problems. Dr. Rufus Hessberg described at one of 
the'conferences the development of an automatic 
electroencephalogram analyzer at the Aero Medical 
Laboratory of the Wright Air Development Center. 
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Tlie electroencephalogram is a wave pattern which 
represents the electric potentials from the brain as 
recorded by electrodes attached to the scalp. The 
amplitude and frequency of these waves are electri¬ 
cal quantities which can be fed into and automati¬ 
cally analyzed by an analog computer. An elabora¬ 
tion of this device has been constructed by Dr. Neil 
Burch of Baylor University, who initiated the de¬ 
velopment previously mentioned at the Aero Medi¬ 
cal Laborator)'." Similarly, the analysis of any of the 
bioelectrical phenomena such as the electroretino- 
gram, electrocardiogram, electromyogram, cochlear 
microphonics, galvanic skin responses, action po¬ 
tentials, unicellular potentials for both clinical and 
research applications could all be performed by spe¬ 
cialized automatic data processing devices. 

Dr. John Womersley, also of the Wright Air De¬ 
velopment Center, has evolved a model of the hemo¬ 
dynamic forces present in the larger arteries."' The 
mathematical problem is that of the relation be¬ 
tween the oscillatory properties of an elastic con¬ 
tainer and a liquid of uniform viscosity which is 
propelled by an intermittently applied force against 
a constant resistance. The relation of these forces 
can be described by a fonnula, the validity of which 
has to be checked by varying the functions witli 
respect to each other to determine the full range of 
variability and by correlating these with a few ex¬ 
perimental observations. Dr. Womersley, in order to 
integrate these variables into a mathematical for¬ 
mula which could be employed as a physiological 
model, depended to a great extent on computers. 

This c.xample suggests two important areas of 
computer application. One is the obvious speeding 
up of involved mathematical calculation which may 
be inherent to a particular biological problem. The 
other is the construction of special circuitry which 
will cause electrical functions to vary with respect 
to each other in the same mathematical relationship 
as the biological functions. In this manner, simula¬ 
tion of a biological system by an electrical system is 
achieved. We see then that, by means of mathemati¬ 
cal formulations, biological processes, whether on a 
molecular, cellular, organ system, or total organism 
level, can be duplicated in much the same way that 
aerodynamic characteristics of new or proposed air¬ 
craft are simulated by computers. For example, a 
computer designed to simulate thermoregulatory 
mechanisms or homeostasis must have the variables 
in that process defined in terms of numbers. 

Computers in Statistical Operations 

Where the problem involved amounts basically 
to solving mathematical equations or carrying out 
lengthy statistical calculations as may be required 
during mass standardization studies of drugs, to.xins, 
and vaccines, the presently available computers 
would be wudely applicable. Several examples of 
computer application of this kind have already 
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been made in both preventive and clinical medi¬ 
cine, particularly with problems wherein there exists 
a need to correlate vast amounts of data. In the field 
of public health and preventive medicine, this ap¬ 
plication has greatly speeded correlation analyses 
and made possible the solution of complex epidemi¬ 
ologic problems. The evaluation of the effectiveness 
of the Salk vaccine,"' the current studies relatinj 
tobacco and cancer, and tobacco'and cardiox-ascular 
disease have been greatly aided by the use of auto¬ 
matic data processing machinery and computers in 
complex statistical procedures. The number of these 
applications is limited only by the facilities avail¬ 
able. 

There are many such facets to the application of 
computers to clinical medicine. Computers can, for 
example, be applied in much the same manner as 
above for the evaluation of clinical laboratory pro¬ 
cedures, for determining the efficacy of drugs, and 
for speeding the solving of correlation problems. 
At the Chicago conference. Dr. Sam Swartz, of 
the University of Minnesota’s department of experi¬ 
mental medicine, reported his inve.sfigations, em¬ 
ploying computer techniques, into the relative value 
of liver function tests in a number of diseases. His 
preliminary data suggest that only four tests have 
independent value and that performing more is 
superfluous. The correlation of the clinical tests and 
variables of a particular disease both for their prog¬ 
nostic value and for tlie evaluation of the efficacy 
of different therapies is another example of the type 
of correlation problem that can be rapidly handled 
by existing computers. These techniques could, 
for example, be employed in a relatix'c study of the 
treatments of acute barbiturate intoxication or dia¬ 
betic acidosis. Likewise, studies on the correlation 
between the degenerative diseases and such factors 
as race, age, or sex, or the correlation between sus¬ 
pected predisposing conditions and cancer (as for 
e.xample, between biliary stasis and hepatic carci¬ 
noma ) can be greatly .speeded by computers. 

The analysis of complex clinical investigations 
can also be speeded by computers, particularly 
those in psychiatry, where numerous objective 
and subjective measurements are obtained which 
can accumulate into vast amounts of data within a 
short time. A study of this type was reported at the 
Los Angeles conference by Dr. Eli Robins of the 
department of psychiatry of Washington University- 
He is correlating the childhood and adult person¬ 
alities of 325 people with the aid of a computer in 
order to identify prognostic variables. 

Automatic Data Handling 

Another sort of application is to be found in the 
design of specialized computers for specific tasfa- 
These computers are not always of the large scale 
category. The Air Force has, for e.xample, devel¬ 
oped many small computers for in-flight use the 
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aid in soh'ing the specific geometric and trigono¬ 
metric problems involved in navigation and bomb¬ 
ing. The clinical application of small scale comput¬ 
ers and the integration of computer techniques into 
medical instrumentation is also already in progress. 
For e.xample, automation of routine clinical labora¬ 
tory procedures is currently under way. Many clin¬ 
ical laboratory procedures depend on colorimetric 
end-points for interpretations. The conversion of 
these into electrical measurements is feasible. They 
can then be analyzed by a specialized small com¬ 
puter with increased speed and greater accuracy. 
Certain long-term therapeutic devices and tech¬ 
niques definitely require some degree of automa¬ 
tion. Present mechanical breathing devices, for ex¬ 
ample, do little to prevent disuse atrophy of viable 
tissues. Dr. Elliot Newman, professor of medicine 
at the Vanderbilt Medical Center, reported at one 
of the conferences the development of a respiratory 
calculator, sensitive to bursts of voluntary activity 
and to the carbon dioxide content of exhaled breath. 
It will automatically encourage normal mechanisms 
by reciprocally decreasing the activity of the respi¬ 
rator. 

Several attempts at applying computers to facili¬ 
tate the solution of both research and clinical prob¬ 
lems in cardiopulmonary studies and neurophysi¬ 
ology have been made. Both cardiac and pulmonary 
function tests frequently require considerable math¬ 
ematical calculations between each step. This makes 
these tests both lengthy and expensive. Automatic 
devices can perfoiTn this task smoothly and eco¬ 
nomically. Several such devices have been devel¬ 
oped. Gelfand and Lambertsen of the University 
of Pennsylvania have constructed an instantaneous 
respiratory minute volume computer. Kubicek, of 
the University of Minnesota, has developed a com¬ 
puter for the continuous recording of oxygen con¬ 
sumption rate and o.xygen and carbon dioxide con¬ 
centration in the e.xpired air of human subjects. To 
improve the clinical value of the blood volume de¬ 
terminations, Dr. Newman has constructed a special 
computer which simulates time concentration curves 
after the injection of a dye into the circulation. He 
has also employed a computer to integrate the in¬ 
formation obtained from various electrocardio¬ 
graphic leads into a three dimensional expression 
possessing both form and direction in order to im¬ 
prove the diagnostie value of vector spatial electro¬ 
cardiography.” By applying feed-back concepts in 
liis experimental investigations into vector electro¬ 
cardiography, Dr. Otto Schmitt® related at the 
Chicago ARDC conference how with the aid of a 
computer he has been able to suggest biological 
servo-mechanisms to account for certain features 
of the vector arrangements.’ Such use of computers 
enables the concurrent manipulation of the vari¬ 
ables of a particular situation and permits continu¬ 
ous analysis. For example, the use of the computer 


to integrate results of a continuous analysis of ar-. 
teriovenous o.xygen difierences and oxygen con¬ 
sumption was recently reported at a meeting of 
the Southern Society for Clinical Research. It is 
possible to determine the cardiae output on this 
computer continuously. 

In the field of neurophysiology the work of Dr. 
Wan-en McCulloch of the Massachusetts Institute 
of Technology may be mentioned. At the confer¬ 
ence held in Cambridge, he suggested the use of 
computers to aid in the localization of functional 
centers within the central nervous system. Rosen- 
blith and Barlow of MIT have employed computers 
in their application of autocorrelation analysis to 
electroencephalography. Dr. Arthur Ward of the 
University of Washington told at the ARDC con¬ 
ference in Los Angeles how he has used a computer 
to process data obtained from action potentials re¬ 
corded from the motor cortex during neurosurgical 
operations. The amplitude, duration, and lateney of 
the action potential are among the quantitative 
variables programmed into his computer. 

Another category of computer application stems 
from its ability to store and to reeall quickly im¬ 
mense quantities of information. The tremendous 
amount of data recorded on hospital charts or in the 
journals suggests two possible applications of great 
practical value; the sheer mass of this material is so 
staggering tlrat it defies efforts at retrieval. While 
the practical problems involved in designing and 
building data holding capacity adequate for this 
task into computer facilities of reasonable size and 
cost have not yet been solved, their use as infoiina- 
tion storage devices might well, in the future, facili¬ 
tate the recall of data in a manner far surpassing 
in speed and thoroughness any present methods. 
Data processing devices with their high speed re¬ 
action time and infallible memory can probably 
be built to pull out any properly and distinctly 
coded item or category of items occurring in a hos¬ 
pital’s entire e.xperience in less time than is usually 
required to find one complete case history. In this 
way all of the information pertinent to any specific 
variable or relationship under investigation could be 
made available, a feat hardly even possible at tliis 
time without tlie e,xpenditure of enormous effort. 

Simulation of Biological Processes 

The application of computers to medical and 
biological j)roblems often involves construction of 
special duplicating circuitry which simulates partic¬ 
ular conditions. Computer technology is being ad¬ 
vanced currently to achieve solution of the more 
complex problems which may involve not only sim¬ 
ulation circuitry but also new concepts in switch¬ 
ing and information theory. Several examples of 
this type of application can be cited. A number of 
special computers have been constructed to simu¬ 
late various enzyme systems. Berman and Schoen- 
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feld of tlie SIoan-Kettering Institute have reported 
one such instance in their formulation of biological 
models of enz>'me systems. They have employed 
radioactive isotopes as trace elements in this tech¬ 
nique. Dr. Britton Chance of the Johnson Founda¬ 
tion has also reported on the use of a computer in 
his investigations into enzymology.® 

There is real and widespread interest in future 
possibilities of the model type application. At least 
three types of such application are envisioned. The 
first involves a model of a system whose parameters 
are readily determinable. An e.xample of this is Dr. 
Womersley’s model which has previously been de¬ 
scribed. 

A second type of model is one in which a system 
is statistical rather than determinate. In this case 
we have definite concepts of how the functions of a 
particular system vary with respect to each other. 
However, their interactions are within statistical 
distributions. Statistical quantum mechanics illus¬ 
trates this type of system as the parameters of sub¬ 
atomic particles such as velocity' or location can be 
stated only in terms of statistical ranges. This type 
of model could be applied in elucidating the epi¬ 
demiology of a disease such as atherosclerosis about 
which a number of statistical factors are known. 

The third type occurs in conditions when the 
structure is unknowm and when we do not have a 
preconceived concept of the model. Here comput¬ 
ers could be employed to e.xplore a group of hypoth¬ 
eses to help in selecting the most likely, thereby 
narrowing down the number of possibilities for 
which experimental verification need be sought. In 
tlris manner tlie structure of a model is postulated. 
Altliough the implication here is that a machine 
would peidorm some of the scientist's intellectual 
work, it is mainly the intuition and judgment of the 
e.xpert which can make possible the construction of 
any particular model of a hj'pothesis. Very often 
biological problems involve tlreoretical concepts 
whose parameters are poorly defined. For example, 
in attempting to explain the electrophysiology of 
the cell membrane, it may be advantageous to ma¬ 
nipulate various parameters to gain insight into pos¬ 
sible patterns of structure and function. Pepinsky 
of tlie Pennsylvania State College has constructed 
a special computer designed to aid in elucidating 
tlie complex molecular structure of proteins. 

Several mathematical techniques may be utilized 
to aid in the application of computers to biological 
problems of the second and third types, which rep¬ 
resent perhaps the most stimulating kinds of appli¬ 
cation. Dr. Anthony Bartholomay, mathematical 
biologist at Harvard University, has, for example, 
employed Wald’s theory in describing medical phe¬ 
nomena.® This theory is based on the concept of se¬ 
quential procedures combined with the loss func¬ 
tion for faulty j'udgments. It is tlie basis for a unified 


theory of experimentation and statistical decision¬ 
making. Another technique is the Monte Carlo 
method.'® This technique is a means of approximat¬ 
ing mathematically a formula which cannot be 
stated in its finite form because of the complexity 
of the system that it represents. At the Chicago con¬ 
ference, Dr. George Gamow of the University’ of 
Colorado explained the use of this method, both to 
analyze the structure of proteins and to suggest the 
probable interactions between amino acids, pep¬ 
tides, and peptones during the synthesis of proteins. 
Similar uses of this method have been reported by 
Hoffman and Metropolis of the National Institutes 
of Health in their investigations into morphology." 

It is likely, as John von Neumann has indi¬ 
cated, that mathematicians can aid in explaining 
the functional structure of the nervous system and 
be benefited by recognition of other patterns of 
logic, which could lead to the development of new 
types of circuitry. Basically, von Neumann has 
postulated that the nervous sj’stem employs a radi¬ 
cally different system of notation from that of mathe¬ 
matics. Instead of the precise systems of computers, 
the nervous system employs a system of notation in 
which the meaning of a volley of impulses is de¬ 
duced from the fact that it falls within a statistical 
range of volleys all of which convey qualitatively the 
same message. Thus, if a single pulse is lost in a 
computer, the obtained solutions are completely 
nonsensical. In the nervous system, pulses are fre¬ 
quently lost without distorting the meaning of a 
particular message. An understanding of the statis¬ 
tical method of symbolic notation employed by the 
nervous system to transmit information could lead 
to wholly new and unconventional computer con¬ 
cepts. 

Growth of National Interest 

Because of the increasingly frequent employmrent 
of quantitative methods and mathematical tech¬ 
niques in medicine and biology’, other organizations 
such as the National Institutes of Health, the Na¬ 
tional Biophysics Association, and the Institute of 
Radio Engineers have held meetings between rep¬ 
resentatives of the medical sciences and computer 
technology. Similar in scope to the Air Force con¬ 
ferences, these meetings have acquainted promi¬ 
nent autlrorities with the potentialities of computers 
in medicine and have helped to overcome barriers 
of language and viewpoint which exist between the 
several disciplines. At one such recent meeting held 
at NIH in May, 1958, Eden and Noble discussed 
the development of an analog computer for the an¬ 
alysis of experimental distribution curves. 

Many types of computers are available today. 
The ease of their adaptability has been suggested- 
The interest shown by medical and biological sci¬ 
entists at all these conferences attests to the fact 
that computers will play an increasingly important 
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role. Recognizing this fact, the National Academy 
of Scicnce.s-Nalional Research Council with Air 
Force and NllI support have appointed a group to 
consider the applications of computers to medicine 
and biology. It will analyze the types of medical 
and biological problems in which computers have 
been employed and will recommend the t\^5es of 
situations to which they could profitably be ap¬ 
plied. Their recommendations will serve to familiar¬ 
ize biologists and medical scientists with the capa¬ 
bilities and potentialities of comimters. By this 
means original workers will be alerted to the pos¬ 
sible applications of these new tools in their own 
fields of endeavor. The long-term result of all this 
activ'ity to the great satisfaction of the nation as well 
as the Air Force could he that the immense amount 
of funds poured into the development of defensive 
weapons would in the end also earn imirortant divi¬ 
dends for the healing arts and the biological sci¬ 
ences. 
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H yponatremia in congestive heart FAILURE.-Acute intensifica¬ 
tion of chronic congestive failure in cardiac iratients on low sodium diets rnay 
lead to continued water retention, with increasing edema and hyponatremia 
without e.xtevnal loss of sodium. This sequence is illustrated by the events following 
development of severe respiratory infections or escape from digitalization in such 
patients. Such a sequence may occur also, at times, in the presence of electrocardio¬ 
graphic changes suggestive of digitalis toxicity but actually due to potassium deple¬ 
tion. This clinical course is not favorably influenced by intravenous administration of 
either isotonic or concentrated sodium solutions. However, increasing cardiac output 
by adequate digitalization or decrea.sing bodily metabolic demand by treatment of 
the underlying infection m.ay lead to increased excretion of water in excess of sodium, 
decreased body weight, and restoration of more normal serum electrolyte concen¬ 
trations. Tins sequence of events is attributed to sustained production of antidiuretic 
hormone, invoked by some e.xtraosmoreceptor mechanism, whenever the cardiac 
output becomes inadequate for the body’s metabolic needs. The more protracted 
operation of this mechanism is illustrated by the progressive water retention and 
hyponatremia frequently observed in patients on a low sodium diet and unrestricted 
water intake during the terminal phase of congestive failure. A fatal outcome may 
be anticipated unless the cardiac output can be increased or the burden on the im¬ 
paired circulation in some way diminished.—R. E. Weston, M.D., Ph.D., J. Gross- 
man, M.D., E. R. Borun, M.D., The Pathogenesis and Treatment of Hyponatremia 
in Congestive Heart Failure, The American Journal of Medicine, October, 1958. 
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LACTATION INHIBITION BY DELADUMONE INJECTED 
DURING LABOR OR JUST AFTER DELIVERY 

Joseph B. Watrous Jr., M.D., Robert E. Aheam, M.D. 

and 

Milton A. Carvalho, M.D., Binghamton, N. Y. 


Postpartum breast engorgement in the non¬ 
nursing mother is one of the most common minor 
problems of the obstetrician. Although a large num¬ 
ber of studies demonstrate the inhibition of lacta¬ 
tion by estrogens and/or androgens,’ the clinical 
results have not always been as successful as de¬ 
sired. 

The study reported here was undertaken to 
evaluate the lactation-inhibiting efficacy and the 
possible undesirable actions of a single injection of 
a long-acting androgen-estrogen combination. The 
preparation, Deladumone, contains 90 mg. of testos¬ 
terone enanthate and 4 mg. of estradiol valerate 
per cubic centimeter of sesame oil in true solution. 
Prior to development of this agent for parenteral 
administration, we had utilized several hormone 
preparations for the control of postpartum breast 
manifestations, and on the basis of clinical impres¬ 
sions we had been satisfied, in general, with a 
short-acting androgen-estrogen prepar^ation for oral 
administration (Tylosterone) containing 5 mg. of 
methyltestosterone and 0.25 mg. of diethylstilbestrol 
per tablet. This was administered in a dosage of 
one tablet three times a day during the hospital stay 
(five to six days) beginning shortly (two to eight 
hours) after delivery. Therefore, we compared the 
results that we obtained with the new parenterally 
given preparation with those we had achieved with 
this orally given medicament. 

Plan of Study 

The investigation concerns 257 private patients 
who did not wish to nurse. They were divided into 
three main series: Series 1 was a control group of 
42 patients (group 1) who did not receive any 
medication. Series 2 consisted of 83 patients (group 
2) who received the orally given androgen-estrogen 
preparation as described above. Series 3 consisted 
of 132 patients who were given parenterally the 
androgen-estrogen preparation. As the study pro¬ 
gressed, series 3 was subdivided into groups 3 
through 7 on a basis of dosage and interval of 
elapsed time behveen delivery and injection as 
follows: group 3: 27 patients, 2 cc. given % to 8 
hours post partum; 4: 55 patients, 3 cc. given % to 
8 hours post partum; 5: 10 patients, 2 cc. given % 
to % hours post partum; 6: 22 patients, 3 cc. given 
% to % hours post partum; 7; 18 patients, 4 cc. 
given 11: to % hours post partum. 


The course of posfporfom changes in the 
breast was followed in 310 women who did 
not wish to breast feed their infants. A hor¬ 
mone preparation containing 90 mg.’of tes¬ 
tosterone enanthate and 4 mg. of estradiol 
valerate per cubic centimeter wos injected 
parenterally in a single dose in each of 185 
patients. These were compared with 83 pa¬ 
tients who received a somewhat similar 
androgen-estrogen preparation in repeated 
doses by mouth and 42 who did not receive 
any hormone medication. Each patient was 
classified with respect to postpartum enlarge¬ 
ment of breasts, signs of discomfort, and re¬ 
quirements of treatment with aspirin, binders, 
or ice caps. The incidence of engorgement 
among 268 hormone-treated patients was 
8.3% as compared with 69% among 42 
patients not so treated, and an equally 
marked difference was found in regard to 
postpartum breast pain '. The parenteral medi¬ 
cation, when injected in doses of 3 or 4 cc., 
was more effective than the oral medication, 
and a study of dosages and timing led to 
the conclusion that the most effective dosage 
of the parenteral preparation was a single 
injection of at least 3 cc. given preferably 
within the first hour post partum or at the end 
of the first stage of labor. 


Each of the patients was visited by one of us 
daily during her hospitalization (usually five to six 
days), and her clinical status during this period 
was classified as follows: grade 0, neither the pa¬ 
tient nor the doctor noted breast engorgement or 
discomfort; grade 1, either the doctor or the pa¬ 
tient noted enlargement of the breasts, but pain 
was not present; grade 2, the patient complained 
of mild pairr which did not require treatment with 
analgesics; some engorgement always was present, 
but varied with the individual; grade 3, engorge¬ 
ment was present and the amount of pain necessi¬ 
tated treatment with aspirin and/or breast binder 
and/or ice caps; grade 4, engorgement was pro¬ 
nounced and codeine was required in addition to 
the other measures. 




Vol. 109, No. 3 


POSTPARTUM LACTATION-WATROUS ET AL. 


127/247 


Results 

The results of these varied therapeutic regimens 
are presented in tables 1 to 5. As would be ex¬ 
pected, the 42 untreated patients (group 1) had a 
high incidence of breast engorgement with 69% 
requiring analgesia. In contrast, only 8.4% required 
analgesia and 21.1% experienced slight discomfort 
in the group of orally treated patients (group 2). 


somewhat better than that in group 3 (20% com-' 
pared with 29.9% requiring analgesia), where the 
same dosage had been employed without regard 
to timing, although in the majority of cases the in¬ 
jection was given within the first hour post partum. 
However, the response from the 2-cc. injection im¬ 
mediately post partum (group 5) was not as good 
as that obtained with the 3-cc. dosage in group 4. 


Table l.—Effcctivcness of Different Courses of Steroid Therapy in Preventing Postpartum 
Breast Manifestations in 257 Cases During Five Days of Hospitalization 


No of Cases with Breast Manifestations, Grouped by Grade 
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% 
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0 
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7. 

18 
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12 
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4 

22.2 

2 
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0 

U 

u 
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Tlie women treated with 2 cc. of Deladumone 
(group 3) exhibited improvement over tlie unti'eated 
patients (group 1), but the results were not impres¬ 
sive, with 29.9% requiring analgesia. Consequently, 
the dosage employed was increased and the pa¬ 
tients given 3 cc. of Deladumone (group 4) were 
evaluated. In this group, none of the 55 patients 
required analgesics and only 12.7% complained of 
slight pain. As this group was being studied, the 
response at first seemed to be spectacularly good, 
but then cases of breast discomfort began to ap¬ 
pear. Im'estigation disclosed that, because of an 

Table 2.—Effect of Route of Administration and of Time of 
Starting Therapy on Effectiveness of Hormone Treatment in' 
Prevention of Postpartum Breast Engorgement 

Cases of Engorgement 

f -^ \ 

In- 

signifl- Significant, 
No. of cant, ^ -» 


Route, Dosage, and Administration 

Cases 

No.* 

No.t 

tO 

No hormone treatment. 

42 

13 

29 

69.0 


83 

76 


8.4 

Deladumone 

Delayed after delivery (V 2 to 8 hr.) 

2 cc. 

27 

19 

8 

3.0 

3 cc. 

55 

55 

0 

0 

At once after delivery (% to % hr.) 

10 

8 

0 

20.0 

3 cc. 

22 

22 

0 

0 

4 cc. 

18 

18 

0 

0 

All parenteral treatment. 

. 132 

122 

10 

7.6 

All hormone treatment . 

,. 215 

19S 

17 

7.9 


* Cases in grades 0,1, and 2 of table 1 combined, 
f Cases in grades 3 and 4 of table 1 combined. 


exceptionally large patient load, the nursing staff 
had not been able to give the Deladumone until 
two to eight hours after delivery. This suggested 
that a delay in the administration of tlie Dela¬ 
dumone might affect the response. Therefore, the 
effect of an immediate postpartum injection was 
investigated. Initially, a group of patients was given 
2 cc. (group 5), and the response proved to be 


Group 6 tlien was evaluated in order to find out 
whether an immediate postpartum injection of 3 cc. 
of Deladumone would produce a more favorable 
response than that in group 4. The results were 
nearly the same. The next step was to test the 
effect of a still larger dose, i. e., 4 cc. of Deladu¬ 
mone given immediately post partum in an attempt 
to eliminate breast engorgement altogether. In this 
small group of 18 patients (group 7), the injection 
was administered uniformly one-third to two-thirds 
hours after delivery. The results were slightly bet¬ 
ter than in the series of patients given 3 cc. (group 


Table 3.—Effect of Route of Administration and of Time 
of Starting Therapy on Effectiveness of Hormone Treatment 
in Prevention of Postpartum Breast Pain 


Route, Dosage, and Administration 

No. of 
Cases 

Cases 
with No 
Pain, 
No.* 

Cases with 
Varying Degrees 
of Paint 

Xo. % ’ 

No hormone treatment . 

42 

3 

39 

92.9 

Tylosterone . 

83 

5S 

25 

30.1 

Deladumone 

Delayed after delivery (% to 8 hr.) 
2 cc. 

27 

11 

16 

59.3 

3 cc. 

os 

48 


12.7 

At once after delivery (% to %hr.) 
2 cc. 

10 

5 

5 

50.0 

3 cc. 

22 

19 

3 

13.6 

4 cc. 

16 

16 

2 

11.1 

All parenteral treatment. 

132 

99 

33 

25.0 

All hormone treatment. 

215 

157 

58 

27.0 


* Cases In grades 0 and 1 of table 1 combined. 

\ Cases in grades 2, 3, and 4 of table 1 combined. 


6)-22.2% compared to 27.3% grade 1 reactions, and 
11.1% compared to 22.2% grade 2 reactions; all of 
the remaining cases in both groups being grade 0. 

Undesirable manifestations occurred with both 
the oral and the parenteral medication. The chief 
difficulty witli the orally given preparation as used 
in this study was the tendency for breast engorge¬ 
ment of varying degrees to occur after cessation of 
the therapy. Unfortunately, the exact incidence of 
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this difficult}' was not tabulated, but it is our clin¬ 
ical impression that the incidence was about 5%. 
The only other undesirable effect of Tylosterone 
was the occasional occurrence of edema, a mani¬ 
festation based on clinical observation rather than 
measurement. 

Table 4.—Effect of Haute of Administration and Amount of 
Medication on Effectiveness of Hormone Treatment in 
Prevention of Postpartum Breast Engorgement 


Casesi of Knjrorgenient 


Route, Dosage, and Administration 

Xo. of 
Cases 

In- 

slgnifl- 

cant» 

Xo.* 

Significant, 

- K - 

xo.r 
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42 

13 

29 

09.0 

Tylo.cterone .. 

83 

7G 

7 

8.4 

Deladumone 

i cc. 

37 

27 

10 

27.0 

3 cc... 

. 77 

77 

0 

0 

4 cc. 

18 

18 

0 

0 

All parenteral treatment . 

. i3i 

122 

10 

1 ..7 

All hormone treatment. 

. '2U 

15)8 

17 

7.9 


* Cases Id grades 0,1, and 2 of table 1 eoinbincd. 
f Cases in grades 3 and 4 of table 1 combined. 


Delayed engorgement of the breasts, after the 
discharge of the patient from the hospital as de¬ 
scribed above with the oral medication, did not 
occur in the study with Deladumone. However, 5 
patients (3.8%) of the 132 who received Deladu¬ 
mone had slight to moderate reddening and swell¬ 
ing at the site of the injection. No serious reactions 
were encountered. One of the patients with a local 
reaction had a delayed postpartum hemorrhage, 
and on curettage no retained placental tissue was 
found. No edema or undesirable androgenic effects 
were observed. One patient who had received 3 cc. 
of Deladumone changed her mind about nursing, 
and was able to nurse successfully. 

Summary and Conclusions 

In any study such as this, subjective factors play 
a considerable role. The observer is influenced by 
what he thinks is normal, by what he expects or 
desires to think, and by his own attitude toward 
pain. The variations and vagaries of each patient’s 
“threshold of pain” are too intangible to measure. 
In spite of these difficulties, we have attempted to 
evaluate the efficacy of a single dose of the par- 
enterally given, long-acting androgen-estrogen 
preparation, Deladumone, for the control of post¬ 
partum breast engorgement and pain. From a study 
of 257 patients treated with various therapeutic 
regimens (42 with no medication, 83 with an oral 
androgen-estrogen medication, and 132 with single 
injections of Deladumone), we have reached the 
following conclusions concerning Deladumone: 1. 
The preparation is safe. The only undesirable effect 
that developed was a slight to moderate local re¬ 
action at the site of the injection occurring five 
times (3.8%) in 132 cases. 2. The preparation is 
effective. When employed in an adequate dosage at 
the proper time, the need for analgesics to con¬ 
trol tlie breast sx-mptoms is practicafly eliminated. 


None of the 95 patients thus treated required 
analgesics, and only 12 (12.6%) complained of ver\' 
mild symptoms of pain or discomfort. In contrast, 
7 (8.4%) of 83 patients treated with an oral andro¬ 
gen-estrogen regimen required analgesics, and 18 
additional patients (21.7%) complained of some dis¬ 
comfort. .Thus, Deladumone was more effective 
than the oral medication regimen evaluated in this 
investigation. 3. The most effective dosage of Dela¬ 
dumone is at least 3 cc. as a single injection. 4. The 
injection of Deladumone should be given as soon 
as possible after delivery, preferably within the first 
hour post partum. 5. The use of a single injection 
of Deladumone is more convenient and less time- 
consuming for the patient and the nursing person¬ 
nel than the repeated administration of oral medi¬ 
cation. 6. The use of Deladumone appears to essen¬ 
tially eliminate the undesirable withdrawal reaction 
or secondary breast engorgement that occasionally 
follows the cessation of oral medication. 

Addendum 

Since this report was prepared, we have con¬ 
tinued to use Deladumone on our private patients. 
Group 7 has been increased to 48 patients who 
were given 4 cc. one-third to two-third hours post 
partum. In the 48 cases, the breast manifestations 
(table 1) were classified as grade 0 in 26 (54.2%), 
grade 1 in 15 (31.2%), grade 2 in 3 (6.2%), grade 
3 in 2 (4,2%), and grade 4 in 2 (4.2%). Engorge¬ 
ment (table 2) was insignificant in 44 and signifi¬ 
cant in only 4 (8.3%). Pain (table 3) was absent in 
41 and present in varying degrees in only 7 (14.67o). 

In addition, the effect of 4 cc. of Deladumone 
given at the end of tire first stage of labor was 
evaluated in 23 women (group 8), In these 23 
patients, the breast manifestations were classified 
(table 1) as grade 0 in 14 (60.9%), grade 1 in 6 

Table 5.—Effect of Route of Administration and Amount oj 

Medication on Effectiveness of Hormone Treatment in 


Prevention of Postpartum 

Breast Pain 
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(26.1%), grade 2 in 2 

(8.7%), grade 3 

in 1 (4.3%)i 


and grade 4 in none. Engorgement (table 2) was 
insignificant in 22 and significant in only one 
(4.3%). Pain (table 3) was absent in 20 and pres¬ 
ent in varying degrees in only 3 (13.0%)- Thus, 
the results were slightly better than in the series 
of patients gix'en 4 cc. immediately post partum 
(group 7)—60.9% compared to 54.2% grade 0 
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reactions, 26.1'rc compared to 31,27o grade 1 reac¬ 
tions, 8.7% compared to 6.2% grade 2 reactions, 
4.370 compared to 4.27o grade 3 reactions, and 07o 
compared to 4.2% grade 4 reactions. Tlie injection 
of Deladumone at the end of the first stage had no 
effect on the subsequent course of the labor. 

With the additional eases, a total of 268 women 
have heen treated with hormone preparations. In 
these, hreast engorgement (table 4) was insignifi¬ 
cant in 246 and significant in 22 (8.37o); pain (table 
5) was absent in 202 and present in varying de¬ 
grees in 66 (24.67o). Including the additional cases, 
we have administered Deladumone to 185 women. 
In these, brea.st engorgement (table 2) was insig¬ 
nificant in 170 and significant in only 15 (8.2%); 
pain (table 3) was absent in' 144 and present in 
varying degrees in 41 (22.27o). A dose of 4 cc. has 
been .administered to 71 patients. In these, breast 
engorgement (table 4) was insignificant in 66 and 
signific.anf in only 5 (7.0%); pain (table 5) was 
absent in 61 and present in varying degrees in 10 
(14.17r). Of the 185 women whp.received Deladu- 
more, 7 patients (3.87o) had slight to moderate red¬ 
dening and swelling at the site of injection. Only 
4 (4.87c) of the 125 patients treated with an ade¬ 
quate dose at the proper time required analgesics, 
and only 13 (10,4%>) complained of very mild 
sjanploms of pain or discomfort. No serious reac¬ 
tion of any kind has occurred. 

Our continuing e.xperience supports our previous 
conclusion that Deladumone is safe and is more 
effective than the oral medication evaluated in this 
investigation. Tlie effective dosage of Deladumone 
is at least 3 'cc.; it should be administered imme¬ 
diately after delivery. Furtliermore, the injection 
may be given at the end of the first stage of labor. 
AVhen thus administered, Deladumone does not 
alter the subsequent course of the delivery and 
appears to be slightly more effective in controlling 
the breast manifestations. 

164 Ch.ipin St. (Dr. M'atrous). 


Tlie long-acting androgen-estrogen combination used in 
this study w.is supplied as Deladumone by E. R. Squibb & 
Sons, New York; the short-acting androgen-estrogen prepa¬ 
ration was supplied as Tylosterone by Eli Lilly & Company, 
Indianapolis. 
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B AGGY EYELIDS.—The title, “Baggy Eyelids,” may not be representative of sci¬ 
entific terminology, but it does express in the patient’s own words, exactly what 
it is that bothers him, and for which he seeks relief. 'Vniat causes bagginess of 
the eyelids? People free from this complaint are wont to charge its possessor with 
orgies of dissipation, and debauchery in all directions, when actually most of the suf- 
, ferers may lead an exemplary and hygienic life. Nor have eyestrain, kidney trouble, 
thyroid deficiency or allergy any but the rarest connection with it. The actual cause 
in an inheritable family tendency toward over-development of otherwuse perfectly 
normal intraorbital fat, with the result that some of this fat bulges or herniates for¬ 
ward into the area between the eyeball and eyelid, thereby causing the bagginess. .. . 
Baggy eyelids, ... is suffered by its owner, because he knows that it runs in the fam¬ 
ily, hence [he thinks] notliing can or should be done to correct such a disfigurement. 
A technique is presented which overcomes this embarrassing complaint . . . [by] 1. 
Removal of the excessive amount of fat, i. e., the contents of the bags. 2. Removal of the 
stretched redundant skin, which forms the bag.—H. O. Barnes, M.D., Baggy Eyelids, 
Plastic and Reconstructive Surgery, September, 1958. 
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PREVENTION OF POSTPARTUM LACTATION BY ADMINISTRATION OF 

DELADUMONE DURING LABOR 

Benjamin Lo Presto, M,D. 
and 

Erol y, Caypinar, M.D., Brooklyn, N. Y. 


Tlie prevention of postpartum lactation and 
breast engorgement has become an increasingly 
important problem in medical practice during re¬ 
cent years because of tlie modern trend away from 
the breast feeding of newborn infants which has 
developed from a combination of economic, social, 
and personal factors. Tlie classic therapeutic pro¬ 
cedures (fluid limitation, breast binders, diuretics, 
and the use of ice packs or sedation) rarely are 
sufficient to eliminate the discomfort or tlie pro¬ 
longed periods of milk leakage. Inhibition of the 
anterior pituitary gland production of the lacto¬ 
genic hormone noth hormone tlierapy has been 
more effective. Hon’e\’er, estrogens alone' may 
stimulate endometrial proliferation, retard normal 
in\'oIution of the uterus, and be followed by sec¬ 
ondary breast engorgement and/or uterine bleed¬ 
ing; androgens alone ° may interfere with the in¬ 
volution in the uterus and the onset of normal 
menses. In contrast, a more favorable response has 
been reported after administration of androgen- 
estrogen combinations,'’ and a combination of a 
long-acting androgen with a long-acting estrogen 
appeared to be particularly advantageous.'' All 
types of hormone therapy appear to be ineffective, 
however, unless treatment is instituted within a 
few hours of delivery and all suckfing is avoided. 

Vflren a long-acting androgen-estrogen combina¬ 
tion for parenteral administration became available, 
a study was undertaken to determine whether the 
patient would receive greater benefits from hor¬ 
mones administered early in the course of labor. 
The preparation used, Deladiimone, is an optimally 
balanced, long-acting combination of esters of the 
naturally occurring testicular and follicular hor¬ 
mones, testosterone enanthate and estradiol valer¬ 
ate, in clear solution of low viscosit)’ which readily 
can be injected through a small-gauge needle. It 
contains 90 mg. of testosterone enanthate and 4 mg. 
of estradiol \'alerate per cubic centimeter of sesame 
oil. 

Method of Study 

A total of 197 women in a pnA'ate hospital ob¬ 
stetric sen’ice were treated with Deladumone in 
this investigation. The patients were not selected 
for age, parit)', or previous nursing e.vperience and 
included bodi primiparous and multiparous indi¬ 
viduals. Tliese women either did not desire or were 


From the g>'necologic and obstetric services, St. John’s Episcopal 
Hospital. 


Inhibition of postpartum lactation was oc- . 
complished in 197 women by single intra¬ 
muscular injections of a preparation contain¬ 
ing 90 mg. of testosterone enanthate and 
4 mg. of estradiol valerate per cubic centi¬ 
meter of sesame oil. Four modes of adminis¬ 
tration were compared. The least effective of 
the four consisted of administering 2 cc. im¬ 
mediately or v/ithin two hours after delivery,- 
it rendered 22 (43%) of 51 patients complete¬ 
ly free from such complaints as breast pain 
or fulness. The most effective was a dose of 
3 cc. given after the first stage of labor; it 
rendered 43 192%) of 47 patients com¬ 
pletely asymptomatic. The dosages did not 
exceed 3 cc., and there was no evidence 
that they affected the course of labor, inter¬ 
fered with postpartum physiological adjust¬ 
ments, or induced bleeding or masculiniza- 
tion in any patient. Inhibition of lactation by 
this combination of hormones was overcome, 
in two instonces, when women decided to 
^breast feed their infants and placed them to 
the breast. Although the suckling stimulus 
readily overcame the hormone-induced in¬ 
hibition, this medication was evidently more 
effective than the classic procedures of fluid 
limitation, breast binders, diuretics, ice packs, 
and sedation. 


physically unable to nurse their babies. The cases 
consisted of four clinical groups, as given in die 
table. 

The Deladumone was administered as a single 
intramuscular injection. In the postpartum period, 
the patients continued to take a routine diet and 
liquids and were e.vamined daily during tlie five or 
si.x days of hospitalization. The efficacy of tlie hor¬ 
mone therapy was evaluated from the subjectii’c 
symptomatology and the objective pihysical find¬ 
ings, with particular attention to the occurrence of 
pain, fulness, or other significant breast changes, 
and to the incidence of bleeding, or of signs of mas- 
culinization (such as voice changes or hirsutism). 
The majorit)' of the patients were followed after 
discharge for approximately two months to evalu¬ 
ate the incidence of secondary engorgement, 
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change in tlie nature of the lochia, uterine bleed¬ 
ing, decrease' in the rate of uterine involution, or 
clelav in the onset of normal cyclic ovarian function. 

Results 

Tlic results obtained in this investigation with 
Deladumone as hormonal therapy for postpartum 
breast management of non-nursing mothers indi¬ 
cate that the preparation is most efiective in pre¬ 
venting lactation when administered as a single 
3-cc. injection immediately after the first stage of 
labor (see table). The administration of Deladu- 
mone at this stage did not alter the subsequent 
course of labor in any way. In 197 patients, the 
preparation did not induce any unwanted second¬ 
ary effects (such as subsequent breast engorge¬ 
ment, change in the character of the lochia, or 
uterine bleeding), did not interfere with the post¬ 
partum physiological adjustments (involution of 
the iitenis and resumption of normal cyclic ovarian 
actmty) in any way, and did not induce bleeding 
or masculinization in any patient. 


Comparative Eficaetj of Dclmhttmnc Given IntraniuscularUj 
After Delivery or During Labor in Preventing Postpartum 
iMCtatlon and Breast Engorgement, Rcvieiv of 197 Cases 
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. In group 1 (patients given 2 cc. of Deladumone 
immediately or within two hours after delivery) 22, 
or 43.1%, of the 51 patients were completely asymp¬ 
tomatic and comfortable during their hospitaliza¬ 
tion. In the others, some degree of pain and/or 
fulness developed, although the symptoms gener¬ 
ally were mild to moderate and transitory in nature. 
Three patients responded favorably to a second 
dose of Deladumone. In four cases, application of 
ice packs was necessary to alleviate pain. 

In group 2 (patients given 3 cc. of Deladumone 
during the third stage of labor), 36, or 73.5%, of 
the 49 patients showed an excellent response to the 
medication. Mild to moderate pain and/or fulness 
was observed in the remaining 13 women. One 
individual required the application of ice packs to 
relieve pain. 

When Deladumone was given (in a dosage of 2 
Cc. as a single injection) between the first and sec¬ 
ond stages of labor, it completely prevented post¬ 
partum lactation and its sequelae in 43, or 86%, of 
the SO patients in group 3. Some degree of pain, 
fulness, or. both was experienced by the remaining 


seven women, and in two instances ice packs were 
applied. A second injection of the hormone prepa¬ 
ration controlled the symptoms in two patients. 

The patients in group 4 responded most favor¬ 
ably to treatment with Deladumone. Of 47 women 
(given a single 3-cc. injection between the first and 
second stages of labor), 43, or 91.5%, remained 
completely asymptomatic throughout the critical 
first five or six postpartum days. Only four women 
experienced a slight transitory fulness and tender¬ 
ness of the breasts, and when discharged five days 
after delivery they also were asymptomatic. In 
view of the incomplete prevention of lactation and 
the unpredictable response which usually has char¬ 
acterized therapy with other hormonal agents, the 
results achieved in this group with Deladumone are 
considered to be excellent. 

One patient in each of groups 1 and 2 decided to 
breast feed her infant after she had been treated 
with Deladumone. The suckling stimulus readily 
overcame the hormone-induced inhibition and lac¬ 
tation occurred without difficulty when the infant 
was placed to the breast. In the 197 women, no 
relationship could be estfiblished between the re¬ 
sponse to therapy and the age, tlie parity, or the 
previous nursing experience of the patients. 

Comment 

Hormone tlierapy offers a simple and effective 
means of achieving breast comfort in the new 
mother. The present study confirms the observa¬ 
tion “ that the time of administration is an impor¬ 
tant-factor in determining-the efficacy of tlie hor¬ 
mone treatment. At parturition, the emptying of 
the uterus activates the anterior pituitary' gland to 
accelerate the production and release of the lacto¬ 
genic hormone. Although in the past hormone 
therapy usually has been instituted as soon as pos¬ 
sible after parturition and before suckling has taken 
place, many of the preparations used have been 
given by mouth, and consequently of necessity 
therapy has been delayed until tire patient was 
able to tolerate oral medication. By the use of the 
long-acting hormone combination for parenteral 
administration, Deladumone, it has been possible 
in this investigation to initiate sustained hormonal 
inhibition of lactogenic hormone release during 
actual labor before the uterus has been emptied. 
The value of inducing inhibition of the pituitary 
gland before lactogenic hormone release is clearly 
demonstrated by the significantly greater number 
of patients who responded satisfactorily to the 3-cc. 
dose of Deladumone when the preparation was in¬ 
jected at the end of the first stage of labor than 
when it was given immediately or within two hours 
after delivery. In most instances, a single injection 
sufficed. Once the lactogenic hormone release is 
prevented by a sufficiently early administration of 
an adequate dose of Deladumone, the prolonged 
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hormonal action of the preparation appears to sup¬ 
ply sustained inhibition of lactation for a long 
enough time to permit the patient to make the nec¬ 
essary phj'siological readjustments to the elimina¬ 
tion of breast feeding mthout experiencing the 
discomforts of undesirable breast manifestations. 
Finally, the balance of the hormonal components 
in Deladumone is such that it is possible to admin¬ 
ister this preparation in a sufiBciently large dose to 
prevent lactation without affecting the involution 
of the uterus, the character of the lochia, or the 
restoration of normal ovarian function. 

Summary and Conclusions 

The value of hormones in preventing lactation 
and engorgement of the breasts in the puerperium 
was investigated in 197 new motliers who were 
given a single injection of a balanced long-acting 
androgen-estrogen combination, Deladumone. In 
order to evaluate the influence of the time of ad¬ 
ministration and of the dosage on the effectiveness 
of Deladumone in controlling the breast manifesta¬ 
tions, the patients were divided into four groups 
each of which was given a different regimen of 
treatment. TItc results indicated that the efficacy 
of the preparation depends particularly on the time 
of administration. Complete prevention of lactation 
and its sequelae was achieved in 91.5% of 47 pa¬ 
tients by administering a single 3-cc. injection of 
Deladumone immediately after the end of the first 
stage of labor. Smaller amounts or equal doses 
given later in labor or after delivery were less 
effective. Deladumone was notably free from un¬ 
wanted effects on the endometrium post partum, 
the involution of the uterus, and the subsequent 
ovarian function. 

It is concluded that postpartum lactation and its 
associated breast manifestations can be predictably 
prevented in a very high percentage of non-nursing 
mothers by the administration of a single injection 


of at least 3 cc. of the long-acting hormone prepa¬ 
ration Deladumone at the end of the first stage ol 
labor. 

270 Clinton Ave. (5) (Dr. Lo Presto). 

The androgen-estrogen combination used in this study 
was supplied as Deladumone by E. R. Squibb & Sons, New 
York. 

References 

1. (a) Napp, E. E.; Goldfarb, A. F.; and Massell, G.; 
Parenteral Use of Methallenestril for Suppression of Lacta¬ 
tion: New Approach, West. J. Surg. 64:492-496 (Sept.) 
1956. (b) Stone, M. L.; McGavack, T. H.; and Donnenfeld, 
A.: Use of Micronized Mixed Estrogen in Postpartum Sup¬ 
pression of Lactation, ibid. 63:657-658 (Oct.) 1955. (c) 
Roland, M.; Veprovsky, E.; and Linhart, W.: Use of Various 
Endocrine Preparations in Suppression of Lactation; Com¬ 
parative Study in 800 Cases, Am. J. Obst. & Gynec. 70i 
1004-1011 (Nov.) 1955. (d) Gershenfeld, D. B.,.and Peri- 
mutter, I. K.: Suppression of Lactation with Ethinyl Estra¬ 
diol, J. Clin. Endocrinol. 0:875-879 (Oct.) 1948. (e) 
Dunlap, J. C., and Diddle, A. W.: Comparative Effect oi 
Synthetic Estrogenic Substances on Postpartum Breast, ibid. 
0:880-882 (Oct.) 1948. (/) Rutherford, R. N.: Postpartum 
Breast Comfort -Achieved by Sex Hormone Therapy, West 
J. Surg. 50:282-288 (June) 1942. - 

2. Garry, J.: Estrogen-Androgen Preparation for Preven¬ 
tion of Postpartum Breast Engorgement and Lactation, 
Obst. & Gynec. 7:422-424 (April) 1956. 

3. (a) Katzman, B.: Use of Androgen-Estrogen Combi¬ 
nation to Prevent Pain and Lactation in Puerperium, Am. J. 
Obst. & Gynec. 63:1338-1341 (June) 1952. (&) Rienzo, 
J. S.: Use of Hormones for Prevention of Breast Engorge¬ 
ment and Lactation, ibid. .66:1248-1252 (Dec.) 1953. (c) 
Laufe, L. E., and McCarthy, J. J., Jr.: Effective Hormoiie 
Combination for Suppression of Lactation, Pennsylvania 
M. J. 59:914-915 (Aug.) 1956. (d) Edwards, L. F., and 
Metroyer, M. S.: Review of Methods of Suppression of Lac¬ 
tation in Puerperium and Report of 108 Cases Treated w’ifb 
Androgen-Estrogen Combination, J. Nat. M. A. 47:239-241 
(July) 1955. (e) Wilson, T. NI,: Use of Combined Estrogen- 
Androgen Tablets for Inhibition of Lactation, M. Ann. Dis¬ 
trict of Columbia 23:489-491 (Sept.) 1954. Reference 2. 

4. Gold, J. J.; Soihet, S.; Hatridn, H.; and Cohen, M.R: 
Hormonal Therapy to Control Postpartum Breast Manifes¬ 
tations, Am. J. Obst. & Gynec., to be published. 

5. References lb and c and 3d and e. 


I MPLICATIONS OF THE INCREASED INCIDENCE OF LEUKEMIA.- 
Perhaps it will eventually be recognized as one of the most significant medical 
features of the early twentieth century that, as a by-product of more and more 
powerful therapeutic procedures and the production of chemical substances outside 
biologic experiences, the normal protective barriers that kept mutagenic agents from 
the internal organs have been more and more frequendy penetrated. Ionizing radia- ' 
tion is the most important, but the whole theme of this lecture is that other agents 
must be at work, with increasing leukemic incidence as the only evidence as yet of 
their presence. It may be only a tiny price that has to be paid for the advantages of a 
scientific chrilization, but it is disquieting and it raises the lurking fear that anything 
that is increasing the incidence of leukemia may also be breaking through the other 
barriers that in the past have protected the germ cells from mutagens. I think one 
would be wise to pay more attention to leukemia even than its intrinsic interest and. 
lethality demand, just because of the possibility that it is the best indicator one can 
have of the last and greatest danger to civilization, active and unavoidable genetic 
deterioration.—Sir Macfarlane Burnett, Leukemia as a Problem in Preventive Medi¬ 
cine, The ISlew England Journal of Medicine, Aug. 28, 1958. 
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CLINICAL NOTES 

CHORIOCARCINOMA 

HEPORT OF A CASE OF 25-YEAIl SURVIVAL AFTER ORCHIECTOMY 

Reed M. Nesbit, M.D. 
and 

Arjan D. Amar, M.D., Ann Arbor, Micb. 


Choriocarcinoma (chorion epithelioma) is the were unable to find a follow-up report on a patient 

most malignant tumor of the testis. It arises from with choriocarcinoma surviving as long as 25 years 

teratoma or from cells capable of giving rise to tera- after diagnosis was made. It is the purpose of this 

toma. The presence of more mature teratoid dif- paper to report such a case. 

ferentiation in tumors containing choriocarcinoma ^ 25-year-old man was seen by his family physician on 

is associated with reduction in malignancy dis- Aug. 1, 1933, for complaint of painless swelling of the right 

played by the latter.' For certain definite periods, testis, which had been present for a few days. Attempted 



Left, choriocarcinoma. Cytotrophoblast is made up of characteristic uniform cells with clear cytoplasm. Syntrophoblast 
with dark eosinophilic cytoplasm is also seen. There is evidence of hemorrhage in large cystic areas. Right, high-power 
view of choriocarcinoma. Detail of cytotrophoblast and s'yntrophoblasts is evident. 


even the choriocarcinoma remains localized to the 
testis. Lewis" reported that 80% of patients with 
choriocarcinoma had metastases present at the time 
of admission to the hospital. In one-half of them the 
metastases caused the presenting symptoms. Of the 
38 patients with choriocarcinoma reported by Lewis 
in 1949, one was alive si.v years after radical orchiec¬ 
tomy and prophylactic radiation therapy. Tliis pa¬ 
tient had no demonstrable metastases preoperative- 
ly, and teratoid tissue was found with the chorionic 
element. On reviewing the English literature we 

From the Department of Surgery-. Section of Urolow. Univenity of 
Michigan School of Medicine. 


aspiration was unsucces.sful at that time. His" history was 
negative, e.xcept for orchitis of the left testis after mumps 
a few years previously. He was referred to the University 
Hospital for further diagnosis and treatment. He was seen 
in the outpatient clinic on Aug. 23, 1933. In the intervening 
three-week period the .swelling had enlarged to the present 
size. 

The general physical e.\amination was essentially negative. 
The right scrotal sac was enlarged, and it appeared twice 
as large as the left. The enlargement involved the testis 
proper, which was smooth and stony hard; transillumination 
could not be done. The testis measured 4.5 cm. by 4 cm. 
There was diminished testicular sensation. The left testis 
was smaller than normal. Rectal examination revealed a 
normal prostate, and abdominal examination was unremark¬ 
able. Blood pressure was 124/68 mm. Hg. The routine e.x- 
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aminations, including blood and urine tests, were within 
normal limits. An Aschheim-Zondek (A-Z) test of a morning 
urine specimen .showed a positive result of 3,300 mouse units. 
A cliest film was reported negative. A tumor of right testis 
was suspected and hospitalization urged. 

Orchiectomy on the right was performed on Aug. 29,1933, 
with the patient under gas anesthesia. The usual scrotal 
incision was made, and high ligation of the spermatic cord 
was performed. After removal the testis was cut open and 
a 2.5-cm. soft and cellular tumor was found in tlie center. 
It was completely encapsulated and completely surrounded 
by normal testicular parenchiTiia. Witliin the tumor were 
several small necrotic masses. 

Convalescence was uneventful, and the patient was dis¬ 
charged from the hospital on Sept. 2, 1933. Three weeks 
later on a follow-up study an A-Z test yielded less than 500 
mouse units. 

The microscopic sections (see figure) of the testicular 
tumor were described by Dr. C. V. Weller as follows: 
“Chorion epitlielioma infiltrating testis. Neoplasm contains 
numerous syncitial cells. Areas of recent hemorrhage in 
neoplasm. Pressure atrophy of the testicular tubules. Vas and 
epididymis showed no pathology. Prognosis should be 
guarded.” The late Dr. James Ewing of Cornell University 
reviewed the slides and confirmed the diagnosis in 1941. 

Follow-up studies were done here regularly until 1938, 
and various physical e.saminations and urine tests were re¬ 
ported to be negative. After 1938 tlie follow-up has been 
through correspondence. The patient recently reported that 
he was in fine health and had celebrated his 49tli birthday. 
In spite of his having had orchitis on the left due to mumps 
and orchiectomy on the right, he had two children after the 
operation and his set life had been and is satisfactory. 

With our recently renewed interest in this case, we re- 
e.vamined the old slides and obtained new microscopic sec¬ 


tions from tlie blocks of the tissue preserved since his 
operation, and Dr. M. Abell read them as follows: “Most 
of the tumor consists of chorion epithelioma but fliere arc 
areas of teratocarcinoma seen in few sections.” 

Comment 

Favorable prognostic signs in a case of testicular 
tumor are ‘ (1) no pain, (2) negative urinary gonado¬ 
tropins, (3) no metastases at the time of first e.v- 
amination, (4) no extension outside the testis, (5) no 
vascular invasion, and (6) no hyperplasia of inter¬ 
stitial cells. Size of the tumor and duration of 
.symptoms have no significance as prognostic fea¬ 
tures. Of the patients who had positive urinar}' 
gonadotropins at the time of first examination, 
69% were dead within two years. The patient de¬ 
scribed above had a positive A-Z test at 8,300 mouse 
units preoperatively, and. results were negative a 
short time after orchiectomy. He did not have any 
pain, and no metastases were present at the time 
of first examination. No evidence of extension of 
the neoplasm outside the testis was noticed, nor 
was there any vascular invasion. 
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ENTHESITIS-TRAUMATIC DISEASE OF INSERTIONS 

Giuseppe La Cava, M.D., Rome, Italy 


The human locomotor apparatus consists of an 
active motor system (muscles) and a passive sys¬ 
tem of transmission (bones and joints) connected 
by' an intermediate formation, the muscular and 
tendinous insertions. The insertions must be dif¬ 
ferentiated from the other two systems both ana¬ 
tomically and functionally. These insertions are 
effected in tliree principal manners: (1) inlaid 
piercing into the bony' substance through perios¬ 
teum (tendinous insertion), (2) reinforcing fibrous 
bundles e.xtending from tendon to ligaments, joint 
capsule, or other tendons (aponeurosis), and (3) 
direct adhesion to periosteum of the bone (muscu¬ 
lar or tendinomuscular attachment). 

The locations of these attachments are therefore 
spots where tissues of common mesenchymal origin, 
but often poorly differentiated, meet. Possibly for 
tliis reason, insertions show a peculiar reaction to 
irritative stimuli, often characterized by metaplastic 
phenomena. Most frequently tliese stimuli are of 
traumatic, particularly microtraumatie, origin. The 
continually' recurring concentration of muscle stress 
at these points provokes a reaction of inflammation 

Director of the Institute of Athletic Medicine. 


with a Strong tendency to the formation of fibrosis 
and calcification. Enthesitis (Greek “enthesis” mean¬ 
ing insertion) is the name proposed to indicate this 
morbid event. 

The sites of occurrence of tliis condition in the 
body are as various as the different repetitive mus¬ 
cular actions called for in different occupations as 
well as recreations. Those which are probably best 
known are to be found in the field of sports, such 
as (1) apophy'sitis of the cervical spine in wrestlers 
(La Cava), (2) enthesitis of teres major and minor, 
the "glass arm” of water-polo players and others 
who engage in hard throwing actions, (3) enthe¬ 
sitis of die medial epicondyle of the humerus, 
“tennis elbow,” (4) enthesitis of the biceps in box¬ 
ers, gymnasts, and baseball players, (5) endiesitis of 
the adductors in football (soccer) players, (6) “db’® 
rugosa” (La Cava), “shin splints” or tibial periostitis 
(Nitz and Presber) of sprinters, and (7) Achilles 
tendinitis in tennis players and skiers. 

Differential Diagnosis 

The clinical evolution of chronic entliesitis is 
naturally slow in the beginning and is not accom¬ 
panied by the dramatic phenomena seen in cases 
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of rupture of muscle or tendon. Slight pain in the 
area of the insertion, at first only toward the end 
of competition, or in carrying out exaggerated 
movements, is the first symptom. Finally, all move¬ 
ments of the affected muscle become painful. Often 
the patient is unable to localize the pain exactly 
and the diagnosis must then be made with the aid 
of functional tests to demonsti-ate abnormal or de¬ 
creased muscle contraction and strength. 

In the initial stage, the musculotendinous mass 
is felt to be of increased consistency, if the site is 
accessible to palpation. Tenderness is usually 
localized in the area of the insertion. Roentgeno¬ 
logic examination with use of soft tissue technique, 
will more or less regularly reveal calcification at 
the insertion, often extending for a considerable 
distance into the muscle. 

Differentation from other chronic conditions in¬ 
volving the musculoskeletal, ners’ous, and connec¬ 
tive tissues is ordinarily not difficult. In traumatic 
arthritis and periarthritis, all movements of the joint 
are painful, but in enthesitis only those are painful 
which bring into play the affected muscle. The pain 
of acute and chronic bursitis is usually more dull, 
constant, not entirely relieved by rest. Movement in 
bursitis may often produce a sort of whistle. Roent¬ 
genologic demonstration of calcification in a bursa 
may be conclusive. Subcutaneous fibrosis after 
bruising and hemorrhage and cellulitis may be diffi¬ 
cult to distinguish if there is not a good history. In 
cronic neuritis, pain follows nerve pathways and 
tenderness is relative and not localized to the in¬ 
sertion. 

Treatment 

Effectir'e management of this condition is hin¬ 
dered by the fact that the evolution of symptoms is 
so gradual diat many athletes will not accept the 


necessary recommendation of total rest for the af¬ 
fected part until the condition is far advanced and 
can no longer be ignored. The results are naturally 
better, the earlier rest is started. 

Rest may be integrated witli certain forms of 
physiotherapy. Short wave treatment is particularly 
useful. The use of modulated currents according to 
Bernard’s method may be helpful. The analgesic 
effect of these currents may allow the athlete with 
a mild case to continue some activity. 

Injection of procaine in a long-acting form at the 
site of the jrain is greatly favored by some miters 
on this subject. I am not convinced of its effec¬ 
tiveness except from the standpoint of pain relief. 
In fact, the evolution of certain injuries so treated 
suggests that the repeated introduction of this sub¬ 
stance into the tissues, associated with the micro¬ 
traumas of needle puncture, produces an aseptic in- 
flammatorj' process in an already irritated region, 
which further aggravates the condition. 

Roentgenotherapy is widely used as a radical 
method of treatment and to produce analgesia. 
Daily doses of 100 to 120 r in air are gir'en for six 
to eight days. The results are often excellent. It 
must not be forgotten that this ti'eatment, coupled 
with the natural disability due to the lesion, leaves 
a certain amount of muscular atrophy requiring an 
adequate period of retraining before complete func¬ 
tion can be restored (Naves). 

Surgical treatment is advisable in persistent cases 
which prove refractory to other methods. It is par¬ 
ticularly indicated in cases where calcification has 
been demonstrated roentgenologically. Tire opei-- 
ation should be designed to remove the calcific 
formation and reestablish, if possible, the normal 
anatomic structure. 

Foro Itnlico. 
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NEW AND NONOFFICIAL DRUGS 

Monographs and supplemental statements on drugs described here and in subsequent edi¬ 
tions of New and Nonofficial Drugs are based on the evaluation of available scientific data 
and reports of investigations. 

H. D. Kautz, M.D., Secretary. 

Shigella, Escherichia, Proteus, Streptococcus, and 
Staphylococcus. It also shows antiprotozoal activity 
and has been incorporated in combination with 
other topical preparations for the treatment of 
trichomonal infections of the vagina. The precise 
mechanism of action of furazolidone is not fully 
understood, but the drug is believed to act by inhib¬ 
iting dehydrogenase systems of the microbial cell. 

Orally administered furazolidone is proposed for 
the treatment of bacterial diarrheal disorders and 
enteritis. Its usefulness for the foregoing purposes 


Furazolidone.—3-(5-Nitro-2-furfury lideneamino)- 
2-oxazolidinone.—The structural formula of furazo¬ 
lidone may be represented as follows; 

Actions and Uses.— Furazolidone, a nitrofuran de¬ 
rivative, shows antibacterial activity in vitro against 
a variety of gram-negative and gram-positive en¬ 
teric organisms, including species of Salmonella, 
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is based on subjective observations in a relatively 
small number of cases. Since many bacterial diar¬ 
rheas are self-limited and of short duration, it is 
difficult to determine what part in tlie over-all 
clinical improvement of the patient might be as¬ 
cribed to the action of the drug. Nevertheless, it 
is the clinical impression of observers that furazoli¬ 
done is useful in the treatment of some patients 
with acute bacterial gastrointestinal upsets. The 
drug apparently is capable of arresting some infec¬ 
tions due to strains of bacteria which are resistant 
to tile usual antibiotics. Altliough well-controlled 
clinical studies are needed to establish its ultimate 
efficacy, furazolidone shows promise as a chemo¬ 
therapeutic agent for bacterial enteritis and diar¬ 
rhea. 

In tlie clinical trials thus far, nausea and vomiting 
seem to be tlie most frequent side-effects to orally 
administered furazolidone. These symptoms usually 
subside upon reduction in dosage. In occasional 
patients, headache has been observed. A few pa¬ 
tients have shovm sensitization reactions in the 
form of a vesicular or morbilliform pruritic rash. 
Tliis has disappeared upon cessation of treatment. 
Hj'pochromic anemia has been observed occasion¬ 
ally after long-term tlierapy, but it is not certain 
whetlier this effect is due to dietary factors rather 
than to the drug. Overgrowtli of nonsusceptible 
organisms with resulting colitis, proctitis, anal pru¬ 
ritus, and monilial or staphylococcic enteritis has 
not been obsen'cd. There are no knowm absolute 
contraindications to the administration of furazoli¬ 
done. 

Dosage.—Furazolidone is administered orally. Tlie 
usual dose for adults is 100 mg. four times daily. 
For children five years of age or older, the dose is 
50 mg, four times a day. Dosage for children be¬ 
tween 1 and 5 years of age is 25 to 33 mg. four 
times daily. For infants up to one year of age, 8 to 
16 mg. is given four times a day. The ma.ximum 
daily dose for adults and children should not ex¬ 
ceed 7.5 mg. per kilogram of body weight, given in 
four divided doses over a period of 24 hours. 

Preparations: suspension (oral) 3.33 mg. per ce.; tablets 
100 mg. 

Applicable commercial name: Furo.\one. 

Eaton Laboratories cooperated by furnishing scientific data 
to aid in the evaluation of furazolidone. 


Thiopropazate Hydrochloride.—2-Chloro-10-{ 3-[4- 
{2-acetoxyediyl )piperazinyl] propyl jphenotliiazine 
diliydrochloride.—The structural formula of thiopro¬ 
pazate hydrochloride may be represented as follows: 


CHjCHsCHjN 


p 

N CHiCHjOCCHj 



• 2 HCI 


Actions and Uses.—Thiopropazate hydrochloride 
is a phenothiazine derivative with actions and uses 
similar to those of other agents of this type. Chem¬ 


ically and pharmacologically, it is most closely re¬ 
lated to prochlorperazine and perphenazine. Tliio- 
propazate is a potent compound, and it produces 
comparable pharmacological effects with doses tliat 
are considerably less than those of chlorpromazine. 
It has a spectrum of clinical usefulness akin to that 
of other phenothiazine derivatives and is subject to 
similar limitations. Available clinical evidence, al- 
tliough not well controlled, would indicate that the 
principal clinical application of thiopropazate will 
he in the management of psychoses in which agita¬ 
tion, tension, combativeness, and aggressiveness 
predominate. The drug is apparently capable of 
eliciting beneficial responses in some patients who 
fail to respond to other closely related compounds. 
It is also of value in some patients with psycho¬ 
motor retardation, apatliy, and lethargy. Animal 
e.xperiments hav'e shown that tlie drug possesses 
potent antiemetic properties, but it has not been 
evaluated clinically for this purpose. 

Certain typical phenothiazine side-effects such 
as sedation and-hy'potension have been reported tc 
be less frequent and less severe with thiopropazate 
than with other agents of tliis class, particular!} 
chlorpromazine. Although the drug has producec 
leukopenia, no cases of granulocytopenia have beer 
recorded to date. Likewise, jaundice has not oc 
curred during its clinical trial. In view of th( 
phenothiazine structure of thiopropazate, however 
such untoward reactions should be watched for 
Tlie most frequent and troublesome side-effect o. 
this drug has been Parkinson-like symptoms refer 
able to extrapyramidal involvement. Tremors, rigid 
ity, fixed facies, and drooling frequently complicab 
therapy with this agent, Altliough such neurologica 
effects appear to be a function of dosage, there i 
a very narrow range between clinically effectiu 
doses and tliose causing e.xtrapyramidal symptoms 

The usual contraindications to phenothiazine de 
rivatives in general apply to thiopropazate an( 
include patients with severe depressions, those ivitl 
liver damage, and persons under the influence o 
other central nervous system depressants. The druj 
should not be given to patients with convulsivi 
disorders. 

Dosage.—Thiopropazate hydrochloride is admin 
istered orally in doses which must be individualized 
according to the severity of the condition undej 
treatment, the response of the particular patient, 
and the appearance of side-effects. 

For the management of patients witli psychotic 
conditions, the usual initial dose is 10 mg. three 
times a day. Tliis dose is then adjusted upward or 
doumward in daily increments of 10 mg. given at 
intervals of three or four days, according to thera¬ 
peutic response. At present, 100 mg. per day should 
be considered a ma.vimum dose. For an.viety tension 


states, psychosomatic conditions, and otlier neu¬ 
roses, the foregoing dosage schedule is reduced 
bv half. 
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rreparations: tablets 5 mfj. ami 10 mg. 

Appiic.'»bio commercial name: Dartni Dihyclrocliloriclc. 

G. D. Searlc & Co. cooperated by furnishing scientific data 
to aid in the evaluation of thiopropazatc hydrochloride. 

Triamcinolone.—9n- Fluoro- 16a-hydroxypredniso- 
lone.—The structural formula of triamcinolone may 
be represented as follows: 


CH»OH 

bo 



Actions and l/scs.—Triamcinolone is a potent glu¬ 
cocorticoid with anti-inflammatory, hormonal, and 
metabolic effects similar to those of prednisolone. 
It has an anti-inflammatory potency greater than 
that of an equal amount of prednisolone; i. e., com¬ 
parable suppressive effects may usually be achieved 
with lower doses of triamcinolone tlian with pred¬ 
nisolone. Triamcinolone lacks the'sodium-retaining 
and edema-producing effects of most other gluco¬ 
corticoids. During the first several days of adminis¬ 
tration, it may cause a loss of sodium from tire 
body; an initial mild diuretic action is frequently ob- 
serv'ed, whether the patient is frankly edematous or 
not. This is in contrast to the definite sodium-re¬ 
taining and fluid-retaining properties of cortisone 
and hydrocortisone and to a much lesser extent 
with prednisone and prednisolone. Except in ex¬ 
ceedingly large doses, triamcinolone apparently has 
no consistent effect on potassium e.xcretion. Hence, 
neither sodium restriction nor potassium supple¬ 
mentation is ordinarily required during therapy 
with tliis agent. As witlr other glucocorticoids, tlie 
long-term administration of triamcinolone results 
in definite catabolic effects, as indicated by impair¬ 
ment of carbohydrate utilization and negative pro¬ 
tein and calcium balance. This catabolic effect, 
coupled with a lack of appetite stimulation which 
is apparently peculiar to triamcinolone, may pro¬ 
duce weight loss that might be undesirable in some 
patients treated for long periods of time. However, 
the voracious appetite, with weight gain and eu¬ 
phoria, characteristic of other steroids, is not seen 
with administration of triamcinolone. 

Triamcinolone has been used for the management 
of a wide variety of clinical conditions usually 
considered amenable to systemic steroid therapy. 
Tliese have included rheumatoid arthritis and 
other collagen diseases, allergic and dermatological 
disorders, certain leukemias and malignant lym¬ 
phomas, the nephrotic syndrome, pulmonary em¬ 
physema and fibrosis, acute bursitis, rheumatic 
fever, and certain blood dyscrasias. Although clinical 
experience with the drug in some of the foregoing 
conditions is not extensive, the many similarities 
in action between triamcinolone and other potent 
glucocorticoids would indicate a usefulness for 
triamcinolone akin to that of other agents of this 


class. There is some evidence that triamcinolone 
is more effective at a smaller dosage than are other 
steroids in controlling both the sldn and the joint 
lesions in psoriasis, whether or not complicated by 
arthropathy. Because it does not exert strong min- 
eralocorticoid effects, triamcinolone is probably not 
as effective as cortisone or hydrocortisone for the 
management of acute adrenal insufficiency. Triam¬ 
cinolone appears to compare favorably witli other 
steroids for use in those situations in which edema 
and sodium retention have been complicating prob¬ 
lems. It may also be the steroid of choice for 
patients in whom psychic stimulation, euphoria, 
voracious appetite, and weight gain should be 
avoided. Like all other hormones of this type, 
triamcinolone suppresses, but does not cure, the 
manifestations of the various diseases treated. 

Although electrolyte imbalance rarely compli¬ 
cates therapy with triamcinolone, the drug does 
produce the other side-effects and untoward reac¬ 
tions common to the glucocorticoids. At therapeu¬ 
tically equivalent doses, the frequency and severity 
of clinical manifestations of hyperadrenalism— 
rounding of the face, fat deposition, and hirsutism 
—are essentially the same. Likewise, there is little 
indication that the relative incidence of osteoporosis 
is materially decreased after the long-term use of 
the drug. Triamcinolone apparently does not cause 
the euphoria sometimes seen with other steroids, 
and the occurrence of mental depressions is uncom¬ 
mon. Current evidence suggests that the drug majf 
not produce as high an incidence of peptic ulcer 
as do other steroids. Cutaneous erythema seems to 
be a side-effect peculiar to triamcinolone. The usual 
contraindications and precautions of glucocorticoid 
therapy should be followed in the use of triam¬ 
cinolone, keeping in mind that prolonged therapy 
witli this drug will suppress the function of the 
patient’s own adrenals by interfering with the pitu¬ 
itary-adrenal a.xis. 

Dosage.—Triamcinolone is administered orally. 
Dosage varies \rith the condition being treated, its 
severity, appearance of side-effects, and individual 
response. For the common diseases amenable to 
systemic steroid therapy, the usual initial (suppres¬ 
sive) dose for adults ranges from 8 to 20 mg. per 
day in three or four divided doses. Wien a satis¬ 
factory response is obtained, the initial dose is 
reduced gradually in decrements of 2 mg. every 
two or three days until a maintenance dosage level 
is reached which will adequately maintain the pa¬ 
tient’s condition. For the treatment of rheumatoid 
arthritis, the necessity of large initial doses, with 
subsequent step-wise reduction to maintenance 
levels, has been questioned by some authorities 
who favor, instead, tlie initiation of therapy with 
doses believed to be the eventual maintenance dose. 

Preparations: tablets 1.2 mg. and 4 mg. 

Applicable commercial name: Aristocort, Kenacort. 

Lederie Laboratories Division, American Cy.anamid Com- 
p.any, cooperated by furnishing scientific data to .aid in the 
evaluation of triamcinolone. 
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DIABETES AND PREGNANCY 

HE management of tlie diabetic-obstetric 
patient is an individual matter with each 
woman. The pregnant diabetic woman 
should be e.\'amined frequently, especially 
in the latter half of the pregnancy. She should 
then be seen once a week and, at times, twice a 
week. During pregnancy a normal blood sugar 
level should be maintained with the use of as 
much insulin as necessarj'. Diabetes frequently be¬ 
comes more severe in the sixtli or seventh montli 
of pregnanc)', and the patient may require more 
insulin during this period. A diet for a diabetic- 
obstetric patient should be given, averaging 30 
calories per kilogram of increasing body weight 
and containing 175 to 250 Gm. of carbohydrate, 2 
Gm. of protein per kilogram of body weiglit, and a 
sufBcient amount of fat to complete tlie diet. For 
e.vample, a patient weighing 132 lb. (60 kg.) would 
require 1,800 calories initially. An attempt should 
be made to limit the weight gain to about 15 lb. 
(6.S kg.). The diet should be low in salt to prevent 
edema as rvell as to.vemia of pregnancy. In some 
cases ammonium chloride is also given to prevent 
edema, but, since ammonium chloride has an aci- 
dotic propert)', the dosage must be watched care¬ 
fully, widi daily urine tests for acetone. When 
edema or hydramnios is present, meralluride sodi¬ 
um in l-to-2-ec. doses may be given intramuscularly 
at weekly inters'als if no renal damage is present. 

1. White, P.; Gillespie, L.; and Sesfon, L.: Use of Female 
Se.r Hormone Therapy in Pregnant Diabetic Patient-s, Am. J. 
Obst. & Gj-nec. 71:57-69 (Jan.) 1956. 

2. Use of Hormones in Management of Pregnancy in Dia¬ 
betics, Report to Medical Research Council by Their Con¬ 
ference on Diabetes and Pregnancy, Lancet 2:833-836 
{Oct. 22) 1955. 


The. early timing of deliver)' in such patients is 
important. The patient'with an uncomplicated case 
should be delivered by about the end of the 37th 
week of pregnancy. It is usually in the last tliree 
weeks of pregnancy that most intrauterine deaths 
occur in patients with diabetes. Diabetic women 
with obvious vascular damage are delivered at 
the end of the 35th week. Potentially diabetic 
persons who require no insulin but have an ab¬ 
normal sugar tolerance are allowed to go to term 
and are treated as nondiabetic patients. Early in¬ 
duction of labor or cesarean section witli the patient 
under spinal anesthesia is indicated. While pa¬ 
tients may be delivered through the pelvis, if the 
baby is not large and if the pelvis is adequate, 
infants of diabetic mothers do not often surs’ive 
pelvic trauma. In some series of cases, as many 
as 70% of pregnant diabetic women have been de¬ 
livered b)' cesarean operation, and this includes pa¬ 
tients with repeat cesarean sections. If a patient is 
taking long-ach’ng insulin, it should be withdrawn 
for 24 hours before the delivery or operation. Regu¬ 
lar insulin is substituted, and one-third of the total 
daily dose is given before each meal. During pro¬ 
longed labor or during surgery', regular insulin in 
de.xtrose should be given intravenously, about 25% 
of the total daily dose of insulin per 50 Gm. of 
dextrose. It must be remembered that the imme¬ 
diate care of the newborn premature baby is most 
important, particularly in preventing hyaline mem¬ 
brane disease. A physician should be present whose 
only duty is to take proper care of the infant at 
once. 

The value of female sex hormone therapy has 
been a controversial subject, and the matter is 
not yet settled. Wliite and associates' believe 
that the parenteral administration of female sei; 
hormones gives added protection to tJie mother and 
the fetus when pregnancy complicates diabetes and 
especially in those patients u'ith vascular damage. 
In contrast, others disagree completely. 

Tile Medical Research Council of Great Britain’ 
appointed a committee to conduct a controlled 
clinical trial to assess the effect, if any, of oral 
administration of female sex hormones on fetal 
survival rate in pregnant diabetic women. These 
studies took place in nine hospital centers where 
two comparable groups were observed, with and 
without therapy with female sex hormones. The 
frequency of stillbirths and neonatal deaths in the 
two groups proved to be almost the same. How¬ 
ever, in this study, the hormones were given orally 
and patients with cardiovascular complications 
were excluded. White, on the other hand, gave 
the hormones parenterally and included patients 
with cardiovascular complications. Blotner, at the 
Betli Israel Hospital in Boston, as a rule does not 
give hormone therapy. Favorable results have 
been obtained with proper care of the diabetic 
patient and early timing of delivery'. 
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Optimum diabetic therapy and prenatal care, 
along with optimum obstetric judgment and man¬ 
agement, are of prime importance in the care of a 
pregnant diabetic patient. 

REPORT OF COMMISSION ON 
MEDICAL CARE PLANS 

Accompanying this issue of The Journal is a 
96-page Special Edition wliich contains the Find¬ 
ings, Conclusions, and Recommendations of the 
Commission on Medical Care Plans appointed by 
the Board of Trustees of the A. M. A. in November, 
1954. This report on the types of medical care 
plans in e.Kistence throughout the United States 
deals with three broad areas of research: (1) the 
nature and method of operation of the various 
types of plans through which persons receive the 
ser\'ices of physicians, (2) the effect of these plans 
on the quality and quantity of medical care, and (3) 
the legal and ethical status of the arrangements 


used by these plans. In the preface. Dr. Leonard 
W. Larson, Chairman of the Commission, states: 
“The Commission’s study has attempted to sum¬ 
marize and correlate the various points of views, 
attitudes, and opinions of groups directly concerned 
in the provision of medical care. It presents infor¬ 
mation which has not been made available hereto¬ 
fore. It recommends possible solutions to perple.King 
problems. It also raises questions which have yet to 
be answered.” 

In this report is the product of three and one- 
half years of research on issues which involve 
every physician as an individual and the pro¬ 
fession as a whole. It deserves study and discus¬ 
sion by all physicians before it is considered by the 
House of Delegates of the American Medical Asso¬ 
ciation in Atlantic City in June, 1959. Although it 
was presented at the Clinical Session in Minneapolis 
in December, 1958, no definitive action was taken, 
pending further study by the constituent medical 
associations. 


COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


FIFTY-FIFTH ANNUAL CONGRESS ON 
MEDICAL EDUCATION AND LICENSURE 

Palmer House, Chicago 
Feb. 7-10, 1959 

Sponsors: Council on Medical Education and Hospitals of 
the American Medical Association 
Advisory Board for Medical Specialties 

Federation of State Medical Boards of the United States 

The SSth Annual Congress on Medical Education and 
Licensure, co-sponsored by the Council on Medical Educa¬ 
tion and Hospitals of the American Medical Association, the 
Advisory Board for Medical Specialties, and the Federation 
of State. Medical Boards of the United States will be held 
Feb. 7-10, 1959, at the Palmer House in Chicago. The 
Federation will hold its Third Examination Institute on 
Fch. 7 and on Feb, 10 will consider curriculum changes and 
their implications to licensure. During Feb. 8 and 9 the 
Council and the Advisory Board will center attention on 
"Speciaiism and Research" as crucial factors in modern 
medical education and training. 

The workshop-conferences scheduled for Sunday after¬ 
noon, Feb. 8, are being developed around panels of 15 to 
20 selected participants. These panel conferences will be 
conducted in rooms which will each accommodate up to 
approximately 300 individuals who might desire to attend 
and participate in any of the four areas under consideration. 

The co-sponsors arc pleased to present the following pro¬ 
gram which .has been planned for the SSth Annual Congress 
on Medical Education and Licensure. 

Saturday, Feb. 7, 8:30 a.m. to 4 p.m. 

Federation of State Medical Boards of the United States— 
Tliird Examination Institute 

8:30 a.m. Plenary Session—Room 14 

Stiles D. Ezell, M.D., Moderator 


Secretary, New York Board of Medical Ex¬ 
aminers 

Opening Remarks 
Introduction 

10:00 a.m. Physiology—Room 17 

Harold G. Wiggebs, Ph.D., Dean, Albany 
Medical College of Union University 
Preventive Medicine—Room 18 
H. W. Bnorra, M.D., Professor of Parasitol¬ 
ogy, Columbia University College of Physi¬ 
cians and Surgeons 
2:00 p.m. Biodiemistry—Room 17 

Phillip Cohen, M.D., Professor of Physiologi¬ 
cal Chemistry, University of Wisconsin Med¬ 
ical School 

Internal Medicine—Room 18 
James A. Campbell, M.D., Professor of Medi¬ 
cine, University of Illinois, College of Medi¬ 
cine 

Advisory Board for Medical Specialties 
9:00 a.m. Business Meeting—Crystal Room 

Sunday, Feb. 8 

2:00 p.m. Annual Meeting—Room 14 
Roll Call 

Report of Secretary-Treasurer 
Appointment of Committees 
Reports: 

Examination Institutes of 1958 
Public Relations 

Educational Council for Foreign Medical 
Graduates, Inc. 

Legislative Advisory Committee 
Constitution and Bylaws 

8:00 p.m. Conference of Secretaries of State Medical 
Boards—Room 14 
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Sunday, Feb. 8 

Council on Medical Education and Hospitals, 
American Medical Association 
Advisory Board for Medical Specialties 
Specialism in Medicine 
First Plenary Session—Ball Room 
Nothing out of its place is good and nothing 
in its place is bad—Walt \Vhitman 
Leland S. McKitthick, M.D., Presiding 
9:00 a.m. Address of Welcome 

Gunnar GtOTDERSEN, M.D., President, Ameri¬ 
can Medical Association 
9:10 a.m. Why This Conference? 

Leland S. McKitthick, M.D., Chairman, 
Council on Medical Education and Hos¬ 
pitals. American Medical Association 
Ernest L. Stebbins, M.D., President, Ad¬ 
visory Board for Medical Specialties 
9:20 a.m. The Rise of Specialism in Modem Society 

Paul M. Gross, Ph.D., Vice-president, Duke 
University 

9:50 a.m. Specialism and tlie Pursuit of Excellence 

Moody E. Prior, Ph.D., Dean, Northwestern 
University Graduate School 

10:20 a.m. Specialism in Medicine Today and Tomor¬ 
row’s Trends 

Iago Galdston, M.D., Secretary, Committee 
on Medical Information, New York Acad¬ 
emy of Medicine 
10:50 a.m. Intermission 

11:00 a.m. Challenges and Objectives of Specialism in 

Graduate Education for tlie Basic Medical 
Sciences 

S. Mahsk Tenney, M.D., Director of Medical 
Sciences, Dartmouth Medical School 
11:30 a.m. Challenges and Objectives of Specialism in 
Graduate Education for the Clinical Sci¬ 
ences 

Herman E. Pearse, M.D., Professor of Sur¬ 
gery, University of Rochester School of 
Medicine and Dentistry 

12:00 noon Maintenance of Standards in Graduate Medi¬ 
cal Education 

Edward L. Turner, M.D., Secretary, Council 
on Medical Education and Hospitals, Amer¬ 
ican Medical Association 
2:00-5:00 Workshop-Conferences 

After the initial plenary session there will be a series of 
open workshop-conferences focused on “Specialism in Medi¬ 
cine” from the standpoint of (a) the Residency Program, 
(6) tlie Specialty Board, (c) the Resident and Fellow, and 
(d) tlie Hospital. In each of these discussion groups there 
will be an invited panel of 15 to 20 distnguished partici¬ 
pants. Others attending the Congress will have the oppor¬ 
tunity to join die group of their oivn choice, insofar as 
possible, liie conclusions, summaries, and recommendations 
of each of these conferences wiE be presented for general 
discussion at tlie P]enar>' Session on the afternoon of Feb. 9. 
Location of workshops will be announced. 

Monday, Feb. 9 

Council on Medical Education and Hospitals, 
American Medical Association 
The Role of Research in the Education of All 
Physicians 


Second Plenary Session-Ball Room 
The origin of all science is. in the desire to 
know causes; and the origin of all false sci¬ 
ence and imposture is in the desire to ac¬ 
cept false causes rather than none; or, which 
is the same thing, in the unwillingness to 
acknowledge our own ignorancc.-William 
Hazlitt 

James M. Faulkner, M.D., Presiding 

9:00 a.m. Research and Training 

Conrad A. Elvehjem, Ph.D., President, Uni¬ 
versity of Wisconsin 

9:40 a.m. The Contribution of Research Orientation and 
Methods to the Educational Objectives of 
the Basic Medical Sciences 
Wm. H. Hubbard Jr., M.D., Associate Dean, 
New York University College of. Medicine 

10:00 a.m. The Contribution of Research Orientation and 
Methods to the Educational Objectiva of 
the Clinical Sciences 

Nathan A. Womack, M.D., Professor of Sur¬ 
gery, University of North Carolina School 
of Medicine 

10:20 a.m. The .Role of Research in Graduate Medical 
Education 

James A. Campbell, M.D., Professor of Med¬ 
icine, University of Illinois College of Medi¬ 
cine 

10:40 a.m. Intermission 

11:00 a.m. 'The Research Orientation and the Teacher of 
Medicine 

IsiDOBE Snapper, M.D., Director of Medicine 
and Medical Education, Betli-El Hospital, 
Brooklyn 

11:20 a.m. The Kesearch Orientation and die Practitioner 
of Medicine 

Warde B. Allan, M.D., Associate Professor 
of Medicine, Johns Hopkins University 
School of Medicine; Member, Council on 
Medical Education and Hospitals, Anerican 
Medical Association 

11:40 a.m. Maintenance of the Synergistic Relationship 
of Education and Research in Medicine 
James A. Shannon, M.D., Director, Nation¬ 
al Institutes of Health 

12:00 noon Open Discussion 

Monday, Feb. 9 

Council on Medical Education and Hospitals, 
American Medical Association 
Advisory Board for Medical Specialties 
Specialism in Medicine 
Third Plenary Session—Ball Room 
Leland S. McKittrick, M.D., Presiding 

2:00 p.m. The Role of Medical Education in Civil 
and Defense Mobilization 
John S. Patterson, Deputy Director, Office 
of Civil and Defense Mobilization 

2:30 p.m. Report of Workshop-Conference Groups on 
Specialism in Medicine 
(a) The Residency'Program 

WRtGHT Adams, M.D., Chairman 
George A. Wolf Jr., M.D., Rapporteur 
(h) The Specialty Board 

John McK, Mitchell, M.D., Chaiimao 
Sam W. Banks, M.D., Rapporteur 
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(c) The Resident and Fellow 

A. iMcGeiiee Hauvev, M.D., Ciiairman 
Geouge G. Readeh, M.D,, Rapporteur 

(d) The Hospital 

Joseph C. Hinsey, Ph.D., Chairman 
John Conun, M.D,, Rapporteur 
Open Discussion 

Monday, Feb. 9 

Federation of State Medical Boards of the 
United States 

Annual Federation Dinner and Walter L. 
Bierring Lecture—Crystal Room 
6;30 p,m. Dinner 

8:00 p.m. The Fourth Annual Walter L. Bierring Lec¬ 
ture 

Gonnah Gundehsen, M.D., President 
American Medical Association 

Tuesday, Feb. 10 

Program of Federation of State Medic.al 
Boards 

Wesley D. RicitAims, M.D., Presiding 
9:00 a,m. Red Lacquer Room 

A Blending of Interests—Presidential Address 
Wesley D. RiciiAnns, M.D., President, Fed¬ 
eration of State Medical Boards of the 
United Stafc.s; President, Pennsylvania State 
Board of Medical Education and Licensure 
9:30 a.m. Major Changes in the Medical Curriculum 
During the Past Fifty Years 
WiLLAHD C. Rappleye, M.D., President, 
Josiah Macy Jr, Foundation 

10:00 a.m. Some Major Factors Involved in Reconstruct¬ 
ing tlie Medical Curriculum 
(n) Integration of Arts and Sciences with 
Medicine 

Thomas B. TunNEn, M.D., Dean 
Johns Hopkins University School of Med¬ 
icine 

(b) The Social Sciences in Medic,-!! Education 
Mjlton TEnnis, M.D., Professor of Epi¬ 
demiology, Tulane University School 
of Medicine 

(c) Research as a Te<aching Tool 

S. Marsh Tenney, M.D., Director of 
Medical Sciences, Dartmouth Medical 
School 

" (d) The Future Position of the Internship-A 

medical school or a postgraduate re¬ 
sponsibility which may lead to more 
radical changes 

James A. Campbell, M.D., Professor of 
Medicine, University of Illinois College 
of Medicine 

(e) Factors of Future Significance Which 

May Lead to Further Changes 
John A. D. Coopeb, M.D., Assistant 
Dean, Northwestern University Medi¬ 
cal School 

12:30 p.m. Luncheon and Annual Business Meeting- 
Crystal Room 

WORKSHOP-CONFERENCE PARTICIPANTS 
The Residency Program 

Wright Adams, M.D., Chairman, Professor and Chairman, 
Department of Medicine, University of Chicago School 
of Medicine 


George A. Wolf Jh., M.D., Rapiiorleur, Dean, University 
of Vermont College of Medicine 
Waude B. Allan, M.D., Associate Professor of Medicine, , 
Johns Hopkins University School of Medicine; Member, 
Council on Medical Education and Hospitals, American 
Medic.il Association 

James Z. Appel, M.D., Member, Board of Trustees, Ameri¬ 
can Medical Association 

Walter Lyon BLOO>t, M.D., Director of Medical Educa¬ 
tion and Research, Piedmont Hospital, Atlanta 
Thomas H. Brem, M.D., Professor of Medicine, University 
of Southern California School of Medicine 
Roblv C. Buerki, hf.D., Executive Director, Henry Ford 
Hospital, Detroit 

Louis A. Buie, M.D., Secretary-Treasurer, Advisory Bo.ard 
for Medical Specialties 

John W. Cline, M.D., Associate Clinical Professor of Sur¬ 
gery, Stanford University School of Medicine; Member, 
Council on Medical Education and Hospitals, American 
Medical Association 

John E. Deitrick, M.D., Dean, Cornell University Medical 
College 

Stiles D. Ezell, M.D., Secretary, New York Board of Medi¬ 
cal Examiners; Associate Secretary, Federation of State 
Boards of the United States 

Theresa Falaguerra, Assistant Project Director, Bureau of 
Applied Social Research, Columbia University 
Perrin H. Long, M.D., Chairman, Department of Medicine, 
State University of New York Downstate Medical 
Center 

Cleon A. Nafe, M.D., Associate Professor of Surgery, Indi¬ 
ana University School of Medicine; Member, Board of 
Trustees, American Medical Association 
John Parks, M.D., Dean, George Washington University 
School of Medicine 

Malcom E. Phelps, M.D., American Academy of General 
Practice 

S. Marsh Tenney, M.D., Director of Medical Sciences, 
Dartmouth Medical School 

Nathan A. Womacx, M.D., Professor of Surgery, University 
of North Carolina School of Medicine 

Tlie Specialty Board 

John McK. Mitchell, M.D., Chairman, Dean, University 
of Pennsylvania School of Medicine 
Sam W. Banks, M.D., Rapporteur, Secretaiy-Treasurer, 
American Board of Orthopaedic Surgery 
Orpheus J. Bizzozeho, M.D., Director of Medic.al Educa¬ 
tion, Waterbury Hospital, Connecticut 
Hugh R. Butt, M.D., Department of Medicine, Mayo Clinic 
James M. Faulkner, M.D., Medical Director, Homberg 
Memorial Infimary, Massachusetts Institute of Tech¬ 
nology; Member, Council on Medical Education and 
Hospitals, American Medical Association 
George M. Fister, M.D., Clinical Lecturer in Surgery, 
University of Utah College of Medicine; Member, 
Board of Trustees, American Medical Association 
Iaco Galdston, M.D., Secretary, Committee on Medical 
Information, New York Academy of Medicine 
Walter G. Maddock, .M.D., Professor of Surgery, North¬ 
western University Medical School 
Emily Mumford, Research Assistant, Bureau of Applied 
Social Rese.arch, Columbia University 
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Fran'Cis J. Nash, M.D., Kansas State Board of Medical 
Examiners 

Herman E. Pearse, M.D., Professor of Surgery, University 
of Rochester School of Medicine and Dentistry 
Paul S. Rhoads, M.D., Professor of Medicine, Northwestern 
University Medical School 

Jesse D. Rising, M.D., Associate Professor of Medicine and 
Pharmacology, University of Kansas School of Medicine 
Rufus B. Robins, M.D., Member, Board of Trustees, Ameri¬ 
can Medical Association 

Charles T. Stone, M.D., Professor of Internal Medicine, 
University of Texas Medical Branch; Member, Council 
on Medical Education and Hospitals, American Medi¬ 
cal Association 

Thomas B. Turner, M.D., Dean of the Medical Faculty, 
Johns Hopkins University School of Medicine 
David B. Wilson, M.D., Director, University Hospital, 
University of Mississippi Medical Center 

The Resident and Fellow 

A. McGehee Harvey, M.D., Chairman, Professor of Medi¬ 
cine and Director of the Department of Medicine, Johns 
Hopkins University School of Medicine 
George G. Reader, M.D., Rapporteur, Professor of Medi¬ 
cine, Cornell University Medical College 
W. Linwood Ball, M.D., Vice-president, American Medi¬ 
cal Association; Member, Board of Trustees, American 
Medical Association 

John Z. Bowers, M.D., Dean, University of Wisconsin 
School of Medicine; Member, Council on Medical Edu¬ 
cation and Hospitals, American Medical Association 
David A. Boyd Jr., M.D., Secretary-Treasurer, American 
Board of Psychiatry and Neurology 
W. Andrew Bunten, M.D., Member, Council on Medical 
Education and Hospitals, American Medical Association 
Guy a. Caldwell, M.D., Department of Orthopedics, 
Ochsner Clinic; Member, Council on Medical Educa¬ 
tion and Hospitals, American Medical Association 
John S. DeTah, M.D., American Academy of General 
Practice 

Robert J. Glaser, M.D., Dean. University of Colorado 
School of Medicine 

William N. Hubbard Jr., M.D., Associate Dean, New York 
University College of Medicine 
Hugh H. Hussey, M.D., Dean, Georgetown University 
School of Medicine; Member, Board of Trustees, Ameri¬ 
can Medical Association 

Patricia Kendall, Project Director, Bureau of Applied 
Social Research, Columbia University 
L. W. Larson, M.D., Chairman, Board of Trustees, Ameri¬ 
can Medical Association 

Russell A. Nelson, M.D., Director, Johns Hopkins Hos¬ 
pital 

IsrooRE Snapper, M.D., Director of Medicine and Medical 
Education, Beth-El Hospital, Brooklyn 
Ernest L. Stebbins, M.D., Dean, Johns Hopkins University 
School of Hygiene and Public Healtli; President, Ad¬ 
visory Board for Medical Specialties 
Henry S. M. Uhl, M.D., Director of Medical Education 
and Research, Springfield Hospital, Massachusetts 

The Hospital 

Joseph C. Hinsey-, Ph.D., Chairman, Director, the New York 
Hospital-Comell Medical Center 
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Richard CHmsTiE, Ph.D., Adjunct Professor of P,sycholog)', 
Columbia University ' 

John Conlin, M.D., Rapporteur, Medical Director, Boston 
City Hospital 

W. Reece Berryhill, M.D., Dean, University of North 
Carolina School of Medicine 

James A. Campbell, M.D., Professor of Medicine, Uni¬ 
versity of Illinois College of Medicine 
Harlan English, M.D., Member, Council on Medical Edu¬ 
cation and Hospitals, American Medical Association 
Rev. John J. Flanagan, S.J., Executive Director, the Cath¬ 
olic Hospital Association of the United States and 
Canada 

Holland T. Jackson, M.D., President, American Academy 
of General Practice 

Victor Johnson, M.D., Director, Mayo Foundation for 
Medical Education and Research 
Edwin H. Lawson, M.D., President-elect, Federation of 
State Medical Boards of the United States 
Herbert E. Longnecker, Ph.D., Vice-president, Chicago 
Professional Colleges, University of Illinois 
Robert I. McClaughry, M.D., Professional Associate, Di¬ 
vision of Medical Sciences, National Academy of Sci¬ 
ences, National Research Council 
Raymond M. McKeown, M.D., Member, Board of Trustees, 
American Medical Association 
Julian P. Price, M.D., Member, Board of Trustees, Ameri¬ 
can Medical Association 

Willard C. Rappleye, M.D., President, Josiah Macy Jr. 
Foundation 

James A. Shannon, M.D., Director, National Institutes of 
Health 

George W. Stephenson, M.D., Assistant Director, Ameri¬ 
can College of Surgeons 

W. Clarke Wescoe, M.D., Dean of the School of Medicine 
and Director of the Medical Center, Professor of 
Pharmacology and Experimental Medicine, University 
of Kansas; Member, Council on Medical Education and 
Hospitals, American Medical Association 

Participants-at-Large 

Leland S. McKittbick, M.D., Chairman, Council on Medi¬ 
cal Education and Hospitals. American Medical Associ¬ 
ation 

Ray Amberc, Ph.D., President, American Hospital Associa¬ 
tion J 

F. J. L. Blasingame, M.D., Executive Vice-president, 
American Medical Association 
Edwin L. Crosby, M.D., Director, American Hospital As¬ 
sociation 

Ward Darley, M.D., Executive Director, Association of 
American Medical Colleges 

Conrad A. Elvehjem, Ph.D., President, University of Wis¬ 
consin 

Lester J. Evans, M.D., Executive Associate, The Common¬ 
wealth Fund 

Paul M. Gross, Ph.D., Vice-president, Duke University 
Gdnnar Gundersen, M.D., President, American Medical 
Association 

Ernest B. Howard, _M.D., Assistant Executive Vice-presi¬ 
dent, American Medical Association 
Louis M. Orr, M.D,, Preident-elect, American Medical As¬ 
sociation 

Moody E. Prior, Ph.D., Dean, Northwestern University 
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ARKANSAS 

Dr. Fitch Wins Vitamin Award.—Dr. Coy D. Fitch 
Jr., an intern at the University of Arkansas Medical 
Center, Little Rock, has won the three-year Russell 
M. V'ilder Fellowship of the National Vitamin 
Foundation, given to one man in the nation each 
year and made to “medical scientists who show 
great promise in research on nutrition and metab¬ 
olism problems.” Dr. Fitch, a native of Beebe, was 
awarded the Faculty Key as “the graduating stu¬ 
dent whose scholastic abilities, personality, and 
character best qualified him to become a physician” 
when he graduated from the University of Arkansas 
School of Medicine last June. Under the terms of 
the fellowship, the foundation will .give the univer¬ 
sity $16,500 over the ne.xt three years to support 
Dr. Fitch’s work toward a doctor of philosophy 
degree in biochemistry, to complete his residency 
in medicine, and to can-)' out research projects. 

CALIFORNIA 

Obstetrical and Gynecological Assembly.—The 14th 
annual Mid-Winter Meeting of the Obstetrical and 
G)Tiecological Assembly of Southern California will 
be held at Tlie Ambassador Hotel, Los Angeles, 
Feb. 9-13. Registration to the assembly is limited 
to those certified by the American Board of Ob¬ 
stetrics and Gynecology; to those who have shown 
continuing interest in the meetings; and to members 
of the Los Angeles Society. The facult)' will include 
Dr. Allan C. Barnes, Western Reserve University 
School of Medicine, Cleveland; Dr. Ronald R. 
Greene, Northwestern University Medical School, 
Chicago; Dr. Milton L. McCall, Louisiana State 
University Unit, Charity Hospital, New Orleans; 
Dr. Clyde L. Randall, University of Buffalo; and 
Dr. S. R. M. Reynolds, Ph.D., University of Illinois 
College of Medicine, Chicago. The assembly will 
include lectures, exhibits, and luncheon and round¬ 
table conferences. The lectures and discussions of 
tliis assembly will not be available in printed form. 
For information, write The Committee, P. O. Box 
57118, Flint Station, Los Angeles 57. 

ILLINOIS 

Foreign Speaker.—Modern Concepts in Psychiatry, 
seminar series held at Veterans Administration 
Hospital, Downey, Oct. 20, featured “The Depriva¬ 
tion Experiment (Its Limitations and Its Value as a 

Ph>’sicians are invited to send to this department items of news of 
general interest, for example, those relating to societ>’ activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


Means to Separate Learned and Unlearned Ele¬ 
ments of Behaviour)” by Dr. Konrad Lorenz, Max 
Planck Institute for Comparative Ethology, See- 
wiesen, Oberbayern, Germany. 

Chicago 

Unit to Aid Science Exhibitors,—The Sigma Xi Club 
at Chicago Medical School provides counseling and 
help to such persons at Chicago and surban high 
schools who may be preparing exhibits or demon¬ 
strations for science fairs on ways to make e.xliibits 
more dramatic or functionally useful through ani¬ 
mation and the introduction of live material. The 
club is now expanding this program to area high 
schools witli the establishment of a speakers bureau. 
Members of the faculty will be made available as 
speakers to high school science clubs. Officers of 
tire Sigma Xi Club at Chicago Medical School are: 
Leo J. Saidel, Ph.D., president; John L, Nickerson, 
Ph.D., vice-president; Dr. Emanuel Marcus, secre- 
tar)’; Jay A. Smith, Ph.D., treasurer. 

University News.—Dr. Arvid Carlsson, associate 
professor of pharmacology at the University of 
Lund, Sweden, spoke on “Pharmacology of the 
Catecholamines” at a seminar at Chicago Medical 
School Oct. 27. Dr. Carlsson’s talk was sponsored 
by the Sigma Xi Club at the school, which acted as 
his host for the West Side Medical Center.—The 
Chicago Medical School has announced an e.xpan- 
sion of its current Residency Training Program in 
Psychiatry and Neurology under a newly established 
grant of $15,500 from the U. S. Public Health 
Service. The program is approved for three years 
and will use tlie facilities of Mount Sinai Hospital, 
the Illinois State Psychiatric Institute, and the West 
Side V. A. Neuropsychiatric Hospital and clinics. 
Dr. Harry H. Garner, chairman, department of 
psychiatry and neurology, is director of the 
program. 

Plan Diagnostic Center.—Plans for construction of 
a Diagnostic Center Building for the University of 
Chicago Clinics have been announced by Maurice 
Goldblatt, chairman of the University of Chicago 
Cancer Research Foundation, who disclosed that 
ground for the new center probably svill be broken 
in January. The hvo-story building will be built 
across Drexel Avenue near 59th Street on the Uni¬ 
versity of Chicago campus. It will “link” Chicago 
Lying-in Hospital and Billings Hospital, both of 
which are part of the University of Chicago Clinics. 
Total construction cost of the new Diagnostic Cen- 
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ter Building will be $1,300,000, with $850,000 for 
the building itself and $450,000 for structural altera¬ 
tions in adjacent buildings. Tire top floor of the 
structure rvill house clinical laboratories and chest 
and stomach .\-ray microfilming apparatus for 
routine disease detection. The basement will serve 
as a corridor for transferring patients between 
Chicago Lying-in Hospital and the rest of the 
medical center. The sub-basement rvill house fa¬ 
cilities for maintaining and storing medical records. 

KENTUCKY 

Dr. Lacovara Awarded Trophy.—At the seventh 
annual Attorney General’s Training Series of the 
U. S. Department of Justice held at the Border 
Patrol Academy in El Paso, Texas, Oct. 15-17, Dr. 
Dominick J. Lacovara, chief, psychiatric program. 
Department of Health, Education and Welfare, 
U. S. Department of Justice, Bureau of Prisons, 
Federal Correctional Institution, Ashland, Ky., de¬ 
livered a lecture on “The Abnormal Personalities” 
and was presented with a trophy by Mr. Homer H. 
Henry, attorney, Department of Justice, represent¬ 
ing the Attorney General, in appreciation of his 
services. 

MARYLAND 

Society News.—Mr. John Sargeant, executive secre¬ 
tary, Medical and Chirurgical Faculty of the State 
of Maryland, has announced that effective Nov. 19, 
Dr. Everett S. Diggs, secretary of the Medical and 
Chirurgical Faculty, was succeeded in this post by 
Dr. William Carl Ebeling, Medical Arts Building, 
Baltimore 1.—At the annual meeting of the Mary¬ 
land Academy of General Practice in Hagersfosvn 
Oct. 12, Dr. Joseph R. Guyther, of Mechanicsville, 
was elected president for 1959 and Dr. Walter A. 
Anderson, of Baltimore, president-elect. 

MONTANA 

Meeting Date Changed.—The 1959 interim session 
of the Montana Medical Association will be held 
in Helena on April 3-4 rather than on March 27 and 
28 as previously announced. This change in the 
dates of the interim session became necessary when 
it was discovered that March 27 was Good Friday 
and March 29, Easter Sunday. Earlier dates in 
Helena were not available because of the legisla¬ 
tive session and other conflicts. Montana physicians 
are urged to mark the new dates on their calendar. 

Society News.—The Montana Society of Neurology, 
Psychiatn,' and Neurosurgery at its annual business 
meeting on Sept. 12 elected Dr. Wayne M. Roney, 
Billings, president; Dr. H. Ryle Lesvis, Missoula, 
vice-president; and Dr. Martin A. Ruona, Billings, 
secretar>'-treasurer.—The Montana Chapter of the 
American College of Surgeons has elected Dr. 
David J. Almas, HasTC, president. Dr. Arthur J. 


Movius, Billings, was named vice-president; Dr. 
Harry W. Power, Great Falls, secretary-treasurer! 
and Dr. L. L. Howard, Great Falls, councilor. 

NEW YORK 

Project to Improve Hospital Stanclards.-New York 
State’s Department of Social Welfare has contracted 
with the Sloan Institute of Hospital Administration 
of the Graduate School of Business and Public Ad¬ 
ministration at Cornell University for the develop¬ 
ment of proposed standards to improve the regida- 
tion and supervision of the state’s 410 hospitals, 
Mr. Robert A. Anderson, assistant director of the 
Sloan Institute, will serve as principal consultant 
for tliis project. It is expected that the Sloan Insti¬ 
tute’s report will be completed by Oct. 1. 

Close Tuberculosis Hospital.—The closing of the 
Newton Memorial Hospital at Cassadaga, Chau¬ 
tauqua County, effective Dec. 31, was announced 
by Dr, Herman E. Hilleboe, state health commis¬ 
sioner. 'Tire tuberculosis hospital" has a capacity of 
104 beds. It has been operated by Chautauqua 
County for the care of tuberculosis patients since 
1920. Chautauqua County officials have no imme¬ 
diate plans for using the hospital for other purposes, 
The announcement of Dr. Hilleboe followed receipt 
of an application from the Chautauqua County 
Board of Supervisors to close the hospital. Tubercu¬ 
losis hospital care for residents of Chautauqua 
County will be provided at the State Health De¬ 
partment’s J. N. Adam Memorial Hospital at Perrys- 
burg. Out-patient services in Chautauqua County 
will be conducted by Dr. Walter E. Laswence, 
superintendent of Newton Memorial Hospital. 

New York City 

Dr. Buckstein to Speak at Radiological Meeting.- 
Dr. Jacob Buckstein, assistant professor of clinical 
medicine, Cornell University Medical College, m'H 
present “Tumors of the Small Intestine—Clinical 
and Roentgenological Aspects” at the Kings County 
Radiological Society meeting, March 26, 9 p. m. in 
the Kings County Medical Society' Building, 1313 
Bedford Ave., Brooklyn. 

Conference on Vaginal Diseases.—The New Y’ork 
Academy of Science is sponsoring a conference on 
“The Vagina” April 10-11, 9 a. m. to 5 p. m., at the 
Barbizon Plaza, New York City. Only fundamental 
aspects of vaginal diseases will be considered. 
Therapy will not be included. Interested physicians, 
if nonmembers of the academy, should •write to the 
executive director of the academy, 2 E. 63rd Sf-> 
New York City, for programs which will serve as 
tickets of admission. There is no registration fee. 

Dr. Kanner to Give Annual Lecture.—The Associa¬ 
tion for the Advancement of Psychoanalysis has an¬ 
nounced that the Seventh Annual Karen Homey 
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Lecture will be given by Dr. Leo Kanner, professor 
of child psychiatry, Johns Hopkins University 
School of Medicine, Baltimore, on “Centripetal 
Forces in Personality Development.” Tlie meeting 
will be held on March 25, 8:30 p. m., at Hosack 
Hall, at the New York Academy of Medicine, 3 E. 
103rd St. A dinner honoring the guest speaker will 
precede the lecture. 

OHIO 

Dr. Peterson to Give Freedman Lectures.—On April 
11 and 12, Dr. Harold O. Peterson, director, depart¬ 
ment of radiology. University of Minnesota Medical 
School, Minneapolis, will deliver the 11th annual 
Joseph and Samuel Freedman Lectures in Diagnos¬ 
tic Radiology at the University of Cincinnati College 
of Medicine. Tliere \\all be no charge for the lec¬ 
tures. Radiologists desiring to attend are requested 
to write Dr. Benjamin Felson, X-ray Department, 
Cincinnati General Hospital. 

PENNSYLVANIA 

Philadelphia 

New Research Wing.—Ground was broken on Dec. 
9 for the new 2-million-dollar wing of the Woman’s 
Medical College, Philadelphia. Twelve professors, 
the heads of the departments to be located in the 
new wing on its completion in 1961, broke ground 
for the five-story addition to be erected at the north¬ 
east comer of tlie college. The new wing, planned 
primarily for research, will provide laboratories and 
other facilities for the college’s expanding research 
program. One entire floor vail be reserved for 
teaching, and space will be allocated for diagnosis 
and treatment of patients. Corridors on each floor 
wall connect with the college. The project is the 
third major expansion undertaken by the Woman’s 
Medical College since moving to its present build¬ 
ing in 1930. The research wing is being financed 
by a grant of $500,000 from the federal government, 
contributions from charitable foundations, industry, 
and friends of the institution, including its National 
Board, auxiliary groups, and alumnae. 

PUERTO RICO 

Temple Alumni Seminar.—The Puerto Rico Chapter 
of the Temple University Medical Alumni Asso¬ 
ciation will be host at a postgraduate medical semi¬ 
nar to be held in March in Puerto Rico. Medical 
School alumni, physicians, and friends will leave 
International Airport, Philadelphia, March 7 for a 
week of study and pleasure in San Juan. The proj¬ 
ect, under the direction of Dr. George E. Mark Jr., 
will include a scientific program covering practical 
material for those in general practice. The lectures 
will be divided between Temple University medical 
faculty and Puerto Rico Medical School faculty. 
Highlights of the week will include a trip to the 
Virgin Islands, a tour of San Juan, outdoor barbecue 


and water show, banquets, and cocktail party. For 
information write Temple University Medical Cen¬ 
ter, Broad and Ontario Streets, Philadelphia 40. 

VIRGINIA 

Hospital Spring Congress.—Tire Gill Memorial Eye, 
Ear and Throat Hospital, Roanoke, will hold its 
32nd annual Spring Congress in Ophthalmology and 
Otolaryngology and Allied Specialties, April 6-11, 
1959. Among the guest speakers invited to attend 
are: 

Drs. Joseph P. Atkins and Francis P. Furgiuele, Philadel- 
pliia; Walter S. Atkinson, Watertown, N. Y.; Kenneth D. 
Bailey, Fairmont, W. Va.; William L. Benedict and Bayard T. 
Horton, Rochester, Minn.; F. Willson Daily and Edgar N. 
Weaver, Roanoke; Windsor S. Davies and Albert D. Ruede- 
mann, Detroit; Jeff Davis, Robin M. Rankow, and Jules G. 
Waltner, New York City; Wendell L. Hughes, Hempstead, 
N. Y.; John H. King, Washington, D. C.; George T. Nager 
and Walter L. Winkenwerder, Baltimore; Kenneth L. Roper, 
Chicago; and Russell A. Sage, Indianapolis. 

Dr. Thomas K. Lyle, of London, England, has 
also been invited as a speaker. For information 
write Dr. Elbyrne G. Gill, 711 S. Jefferson St., 
Roanoke, Va. 

GENERAL 

Meeting on Surgery of the Hand in Chicago.—The 
14tli annual meeting of the American Society for 
Surgery of the Hand wall be held Jan. 23-24 at the 
Palmer House, Chicago. Of the 13 papers to be 
presented, tlie following are by foreign authors; 

Primary Repair of Fle.vor Tendons in tlie Digital Sheatli, 
Dr. Claude Verdan, Lausanne, Switzerland. 

The Study of Flexor Tendons and Their Coverings in tlie 
Process of Repair, Dr. Martin Entin, Montreal, Canada. 
Objective Methods of Evaluating Hand Sensation and Its 
Use in Reconstructive Surgery, Dr. Erik Moherg, Gothen¬ 
burg, Sweden. 

A symposium on “Acute Trauma to the Hand and 
Its Complications,” the morning of Jan. 24, will be 
moderated by Dr. William H. Frackelton, Mil¬ 
waukee. All members of the medical profession are 
welcome. Registration fee is $7. For registration 
and information, write Dr. George S. Phalen, 2020 
E. 93rd St., Cleveland, Secretaiy-Treasurer. 

Methodist Hospital Association Convenes in St. 
Louis.—The National Association of Methodist Hos¬ 
pitals and Homes wall hold its annual convention 
Jan. 27-29 at the Sheraton-Jefferson Hotel, St. 
Louis, under the presidency of Harold E. Baker, 
Chula Vista, Calif. The keynote address at the first 
general assembly wall be given by Dr. George W. 
Crane, Chicago, on “Psychology Applied to Health 
and Welfare Organizations.” Themes for the vari¬ 
ous section meetings include: 

Charting New Routes to Better Patient Care. 

Bringing Us Up-to-Date. 

A Family Conference in Methodism. 
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Adding Zest to tlie Added Years. 

Meeting Administrative Problems. 

Long Range Planning. 

Strengtliening of Church Sponsorship and Improvement of 
the Quality of Care in Metliodist Homes. 

Consideration of tlie Psychological and Emotional Reactions 
of Young M'omen Living in tliese Homes. 

The Task of Institutional Promotion and Fund Raising. 

On Jan. 30, hospital personnel Avil] join wth die 
American Protestant Hospital Association in inter¬ 
denominational meetings on "Homes for Aging” 
and “Homes for Children.” For information wite 
the Board of Hospitals and Homes of the Metho¬ 
dist Church, 740 Rush St., Chicago 11. 

FOREIGN 

Congress of Health Technicians in Paris.—The 
sixth Congress and International E.xhibit of the 
Technicians of Health (physicians, laboratory chiefs, 
pharmacists, etc.) will take place June 9-12 in Paris 
at Parc des Expositions, Porte de Versailles. The 
main theme of the reports to be delivered is; “The 
Conditions of Life of the Patient in the Nursing 
Institute of the Future; The Role Performed by the 
Team of Health Technicians.” The congress will be 
framed by the first large hospital e.xhibit made in 
France. For information write to the Secretariat of 
the Congress, 37, rue de Montholon, Paris 9°, 
France. 
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MEDICAL SPECIALTY BOARDS 

American Board of ANESTHESjoLocy; Oral. Phoenix, April 
5-10. All applications already on file. Sec., Dr. Forrest E. 
Leffingwell, 217 Farmington Ave., Hartford 5, Conn. 

American Board of Dermatology: Written. Several Cities, 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. The final 
date for filing all applications is July 1, 1959. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New York 32. 

American Board of Internal Medicine: 19S9 Schedule- 
Written, Oct. 19. Final date for filing application is May 1. 
Oral. For candidates in the South and Southwest, New Or¬ 
leans, Feb. 3-6. Final date for filing application was Jan. 
1. Oral. For candidates in the Midwest. Chicago, April 
15-18. Final date for filing application was Jan. 1. Oral. 
For candidates on the West Coast. Final date for filing 
application is March 1. Oral. For candidates on the East 
Coast, Nov. 6-7, 9-10. Final date for filing application is 
March 1. Examination in the Subspecialties. Gastroenter¬ 
ology. Philadelphia, April 17-18. Final date for filing ap¬ 
plication is Feb. 1. Sec.-Treas., Dr. William A. Weirell, 
One West Main St., Madison 3, Wis. 

American Board of Neurological Surgery: Examination 
given hvice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 


American Board of Obstetrics and Gynecology: Oral and 
Clinical. Chicago, May 8-19. Formal notice of the wart 
time of each candidate’s e.\aminab'on will be sent him in 
advance of the examination dates. Candidates who partici¬ 
pated in the Part I examinations will be notified of thcii 
eligibility for the Part II examinations as soon as possible. 
Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, Qeve- 
land 6. 

American Board of Ophthalmology: Written, qualifpng 
test (Part I), Various Cities, Jan. 26. Oral. Philadelphia, 
June 2; St. Louis, Oct. 6-10. Sec., Dr. Merrill J. King, 21 
White St., Rock-land, Maine. 

American Board of Orthopaedic Surgery: Part 1, Wash, 
ington, D. C., Denver, Colorado and Rochester, Miia., 
Mar. 26-27. Deadline for filing application was Nov. 30. 
Part II. Chicago, Jan. 21-23, 1959. Deadline for receipt of 
applications was Aug. 15. Sec., Dr. Sam W. Banks, 116 
South Michigan Avenue, Chicago 3. 

American Board of Otolaryngology: Oral. Chicago, Ocl. 
5-9. Final date for filing application is February. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

American Board of Pathology: Boston, April 16-19. Final 
date for filing application is Feb. 28. Sec., Dr. Edward B. 
Smith, 1100 W. Michigan St., Indianapolis 7. 

American Board of Physical Medicine and Rehabilit.i- 
tion: Written, Part /, and Oral, Part II. Philadelphia, 
June 12-13. Final'date for filing application is Febniai)' 
15. Sec., Dr. Earl C. Elkins, 200 First St., S. W., Rochester, 
Minn. 

American Board of Plastic Surgery: Oral and Written. 
Boston, May 9-11. Final date for submitting case reports is 
Jan. 1. Corresponding Secretary, Miss Estelle E. Hillen'ch, 
4647 Pershing Ave., St. Louis 8, Mo. ' 

Amehican Board of Preventive Medicine: Written. Public 
Health. Kegional, Apr. 9-11. Occupational Medicine. Chi¬ 
cago, Apr. 17-19. Aviation Medicine. Los Angeles, Apr. 
24-26. Final date for filing application for all three ex¬ 
aminations is Jan. 15. Sec., Dr. Tom F. Whayne, 3438 
Walnut St., Philadelphia 4. 

Aaierican Board of Proctology; Oral and Written. Phila¬ 
delphia, September. Final date for filing application is 
March. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., Garden 
City, N. y. 

American Board of Psychiatry and Neurology: New Or¬ 
leans, Mar. 16-17. Training credit for full time psychiatric 
and/or neurologic assignment in unapproved military pro¬ 
grams or services betsveen the dates of Jan. 1, 1950 and 
Jan. 1, 1954 was terminated on Jan. 1, 1959. Sec., Dt. 
David A. Boyd, 102-110 Second Ave. S. W., Rochester, 
Minn, 

American Board of Radiology: Special Examination. Cin¬ 
cinnati, Mar. 16-19, 1959. Final date for filing application 
was Nov. 1. Candidates completing training June 30,1959 
are not eligible for tlie Spring 1959 examinations. Sec., Dr. 
H. Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 

American Board of Surgery: Written examinations (Port 
I) will be held on December 2, 1959 at various centers to 
be announced later. Candidates are urged to apply several 
montlis before completion of training requirements al- 
tliough the closing date for filing applications is August I- 
Those completing training requirements after September 
30 cannot be considered for the Part I examination in 
December of the same year. Part II. New Haven, Conn., 
Feb. 9-10; Durham, No. Car., March 9-10; San Francis^, 
April 13-14; Indianapolis, May 11-12; Columbus, Ohio, 
May 14-15. Sec., Dr. John B. Flick, 1617 Pennsylvania 
Blvd., Philadelphia 3. 

Board of Thoracic Surgery: Oral. Los Angeles, April 
Final date for filing applicab'on is Dec. 1. Sec., Dr. >>“- 
liam M. Tuttle, 1151 Taylor Ave,, Detroit 2. 

American Board of Urology: The oral will be given o’ 
Chicago in February 1959. Sec., Dr. William Niles >>■* 
shard, Jr., 30 IVestwood Road, Minneapolis 26. 
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airforce 

Colonel Ste=!< 2 =rr A—ir£^»£ Licr.-.’:. C.-r. 

ccoFog}'. Eh’'-i-c ~ ct Scc-.v-! ce 

Aviation Medirrn^. r .15 t£'e A-i 

Force Ccmnten'iitrrr: Tr-j crr^S.T. 

by meritorir::s ser'.'i.e tr t£tr Unr:c-£ Suites tro" 
September 3. i53c. tr- .\-rriC D-.nnr.; 

wbich period, bis I-sidersbir. eaierrrliry' b.'Ksr^.t. 
and ceaseli^ eSsris v.-ere- irstrcmectE in tb-e reso^ 

the -Air Force.” .Arronr bis ciber ceceruti.'ns are 
the Bronze Star Meca! arc tbe Enrerrenr: cam¬ 
paign ribbon v.ith rmr battle stars. 

Last February. Cc!me! Stembarr.p. tben chief 
of the department cf space mecicine. vv-as in chance 
of the “sealed cabin” experiment invobnnc .A ’ 1C 
Donald G. Farrell v.bo snent seven da\'s in the" 
cramped cabin completely sealed on from contact 
uith the outside v.-crid. 

Commissioned in the .Army medical corps in 
1942, Dr. Steinkamp went directly overseas, serv¬ 
ing in Egypt Libya. Tunisia. Sicily. England. 
France, and Germany. .After the voar. he practiced 
medicine in Little Rock. .ArL. for four years. \4'hen 
the Korean conflict broke out he was recalled to 
active .Air Force duty. 

ARMY 

Chilian Service Award.—Dr. C. Blanchard Henry, 
chief. Surgical Branch, Department of Military 
Medicine and Surgery, .Army Medical Service 
School, has received the Meritorious Civilian Serv¬ 
ice award in a ceremony at Brooke .Army Medical 
Center, Fort Sam Houston, Te.xas. The citation 
reads, in part, “Dr. Henry has rendered meritorious 
service by his personal dedication to improving 
the principles and practice of military' medicine. 
Through his eflforts many improvements in teach¬ 
ing facilities and instructional material in the field 
of combat surgery have been introduced.” Since 
the authorization of tlie award in 1952, six sucli 
presentations have been made at Brooke Army 
Medical Center. Dr. Henry was in priv'ate prac¬ 
tice of surgery' in New York State until he entered 
the Army in 1942. He served as chief surgeon vv’ith 
field hospitals in France, Central Europe, the Phil¬ 
ippine Islands, Japan, and Korea and was retired 
with the rank of Colonel. He assumed his present 
position in March, 1953. 

NAVY 

Two New Rear Admirals.—Rear Adm. Allan S. 
Chrisman, M. C., and Rear Adm. Calvin B. Gallo¬ 
way, M. C., were appointed to their present ranks 
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cvrmrxtiv.g r.x'X' tlxr.r S£ yv.rrs -vctNc rxvxxl svrvxxx 
He vv'.rs fbr.i.'r Mcvbxx Or£-vr of Ex- M.rb.xx -\t 
Cr.j.'£.u-'-r.'-u -cxr Drvfsfor. Sv,rg:-vr- Sovvtx NUrbx' 
Div'Isror.. Tur-ww.. before rO'tr.rrbv.i to tbo Vrlbovl 
Srates in Fobro.,'.:y. l!f44. For Ktving Ixvn syxvbdA 
commended by' the h.e.xd of the eww.tiw vvopv.n<^ 
merit for his redor.v.oo.'.oe of duty' in notno-l ovtnbnt 
Ke-ir .Adm. Mx'ro vwws nd-voo.xwl on the wthwl 
list to the rank of Vice -Admiral. 

Ke-ir -Adm. Oeie R- Morris-on Jr- we-s phnwl on 
the retired lL<t on Dco- L U'*oS- after vvmplothvg. 
more than 00 ye.ms active service- In \t-t4 b-o tv- 
ported ;is Cortes Surgev'u tor the First Marino Ant- 
phibious Corps in the I'aoifio and Asiatio Cv’tulv-t 
areas where be iv-rt{cii\itv\l itt the itvvnsiou v'f 
Guam, Palua. Oktuawa. and the ndo-tncwl jv-rty 
landings in Slumghai and Tietttsiu, China- Ue was 
avvmrded the Rrvnv-'.e Star Mesial with CotuKtt 
tlie Legion of Merit vvith tvttthat atnl later 
the Gold Sb-tr in lieu of the SiW'ud lUvute Ftat 
Medal for “meritorious sevvitv" in the Ninth Ch.iwt 
hmdings. 

During the Korean CoulUet he was assign-xi -ts 
Force Medical OlRcer on the staff I'f wnmv-txr-X- 
Naval Forces, Far East, Again he was awawi-xr -r 
Gold Star in lion of a second Legion of M-nb, F,v. 
having been commended by the i>e,id ef t;\' ov-x- 
utive department for his performanix' ib ohv J' 
actual combat Rear Admiral Mouis\'-'t "o-' -v 
vanced on the retired list to the r.ml ix'' XNv' Cr 
inintl. 

Capt. Robert L. Gilman, M. (h \\,iv ■''Vx, vV 
the retired list on Dec. 1. lA'v'', v,‘X'\v 

the statutory’, retirement agi'. .-V IT-yio' 'I'v’,' •' V' 
activ'e scrv'ico, lie JnsI .verved in fN' C xv ^ ''x' 
Chief of Naval Opcralioiu'. Cap.'- \;'xvX - - -- .yV 
ncr, M. C., wa.s' jjiaced 011 t/ie {-."r-'V* '* F'"-‘x\' 
disability retired list on D<\\ h vx-e- 

pleting 16 years iicthv .wrvtiv t-cx - JL 
McKcaguc, M. C., a’ii.s- ])/.avvi e - 
physical disability rctii'i'il list ea i\x’ ■-, -rthc; 

15 years active service. 
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Allen, Kotz, New Orleans; Memphis (Tenn.) Hos¬ 
pital Medical College, 1901; specialist certified by 
the American Board of Otolaryngology; formerly 
on the faculty of Tulane University School of Medi¬ 
cine; veteran of World War I; associated with the 
Eye, Ear, Nose and Throat Hospital; died in the 
Charity Hospital Nov. 3, aged 83. 

Aronovitz, Samuel ® Miami, Fla.; College of 
Physicians and Surgeons, Baltimore, 1911; died in 
Miami Beach Oct. 26, aged 70. 

Barry, Ray Kent, Miami, Fla.; University of Buffalo 
School of Medicine, 1898; died Aug. 7, aged 81. 

Barton, Charles Randolph, Forest Hills, N. Y.; Har¬ 
vard Medical School, Boston, 1924; certified by the 
National Board of Medical E.vaminers; died in the 
Creedmoor State Hospital, Jamaica, Oct. 10, 
aged 57. 

Bradbrook, Henry, Cat Spring, Texas; American 
Medical College, St. Louis, 1902; IVorld War I 
veteran; died in the Brooke Army Hospital, Fort 
Sam Houston, Sept. 7, aged 90. 

Brindley, Claunch Goldthwaite ® Borger, Te.vas; 
University of Texas School of Medicine, Galveston, 
1933; member of the American Academy of General 
Practice; veteran of M^orld War II; served as chief 
surgeon of the Gulf Coast Lines Railroad and chief 
physician for the Texas College of Arts and In¬ 
dustries in Kingsville; died in the Methodist Hospi¬ 
tal, Houston, Oct. 22, aged 49. 

Buser, John Robert, La Porte City, Iowa; St. Louis 
College of Physicians and Surgeons, 1907; died in 
tlie Schoitz Memorial Hospital, Waterloo, Oct. 23, 
aged 77. 

Cain, William Noel, Lexington, Ky.; University of 
Louisville School of Medicine, 1919; died in the 
Good Samaritan Hospital Oct. 30, aged 62. 

Connally, William Albert, Hebbronville, Texas; 
Louisville (Ky.) Medical College, 1893; died Sept. 6, . 
aged 92. 

Connor, Edward T., Clifton Forge, Va.; Leonard 
Medical School, Raleigh, N. C., 1899; died Oct. S, 
aged 89. 

Coon, George E., Milton, Wis.; College of Physi¬ 
cians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1898; Milton To>vnship 
health officer many years; served as a trustee of 

@ Indicates Member of tbe American Medical Association. 


Milton College and was director of Milton Junction 
State Grade School Board for six years; died in 
Janesville Oct. 26, aged 88. 

Coulson, Sewell Briggs ® Waldron, Ind.; Centra! 
College of Physicians and Surgeons, Indianapolis, 
1903; veteran of World Wat I; past-president of the 
Shelby County Medical Society; on the staff of the 
William S. Major Hospital in Shelbyville; died 
Oct. 22, aged 80. 

Davis, Leonidas Carey ® Columbia, S. C.; Medical 
College of South Carolina, Charleston, 1930; in¬ 
terned at the Columbia Hospital of Richland 
County; died in the Columbia Hospital Oct. 30, 
aged 57. 

Devitt, Ellis King ® Old Lyme, Conn.; Marjdand 
Medical College, Baltimore, 1907; medical e.xam- 
iner, town health officer, school physician, and 
member of the board of education; past-president 
of the Old Lyme Chamber of Commerce; a trustee 
of the Deep River Savings Bank; veteran of World 
W^ar I; died in the Lawrence Hospital, New Lon¬ 
don, Nov. 4, aged 78. 

de Yoanna, Saverio Aurelia, Brooklyn; Medico- 
Chirurgical College of Philadelphia, 1914; veteran 
of IVorld War 11; formerly associated vuth the Vet¬ 
erans Administration; died Sept. 12, aged 69. 

Forsyth, David Harley ® Terre Haute, Ind.; Indi¬ 
ana University School of Medicine, Indianapolis, 
1909; for many years on the staff of St. Anthony 
Hospital, where he died Oct. 29, aged 81. 

Fulkerson, George, Enfield, Ill.; National Univer¬ 
sity of Arts and Sciences Medical Department, St. 
Louis, 1916; died Aug. 5, aged 75. 

Fullerton, Reuel Matthias ® Bay Village, Ohio; 
Western Reserve University School of Medicine, 
Cleveland, 1924; for 17 years physician at tire Lake- 
wood (Ohio) High School; veteran of World War I; 
served on the staffs of the Fairview Park Hospital 
in Cleveland and the Lakewood (Ohio) Hospital, 
where he died Oct. 25, aged 62. 

Gallatin, Herbert Hayse ® KeiTville, Texas; Univer¬ 
sity Medical College of Kansas City, Mo., 1911; 
formerly associated with the U. S. Public Health 
Service, and for many years on the staff of the 
Veterans Administration Hospital; past-president of 
the Kiwanis Club; died in the Sid Peterson Me¬ 
morial Hospital Oct. 31, aged 83. 
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Gill, John Louis, Altaclena, Calif.; Medical Depart¬ 
ment of Tiilane University of Louisiana, New Or¬ 
leans, 1901; retired from the Veterans Administra¬ 
tion Nov. 30, 1950; died Oct. 26, aged 77. 

Glicknian, Milton ® Los Angeles; Loyola Univer¬ 
sity School of Medicine, Chicago, 1940; interned at 
the Los Angeles County Hospital; veteran of World 
War II; served with the city health department; 
died in Cedars of Lebanon Hospital Oct. 7, aged 43. 

Gray, Charles Mickel ® Vineland, N. J.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1904; died 
Oct. 26, aged 79. 

Grosby, Hiram Herman Garzell, St. Louis; Howard 
University College of Medicine, Washington, D. C., 
1901; died in the Jewish Hospital Sept. 21, aged 82. 

Haley, James Farrar ® San Antonio, Texas; Medi¬ 
cal Department of Tulane University of Louisiana, 
New Orleans, 1894; died in the Laurelwood Medi¬ 
cal Hospital Oct. 4, aged 96. 

Hammond, Edward Lee, Commander, U. S. Navy, 
retired, San Antonio, Texas; University of Penn¬ 
sylvania School of Medicine, Philadelphia, 1935; 
specialist certified by the American Board of Psy- 
chiatr)' and Neurology, Inc.; member of the Ameri¬ 
can Psychiatric Association; entered the U. S. Navy 
in 1938; retired April 1,1952; died Sept. 17, aged 47. 

Harris, Leo Clay ® Lawrenceburg, Tenn.; Univer¬ 
sity of Tennessee College of Medicine, Memphis, 
1913; died Sept. 19, aged 72. 

Hauer, Hugo, New York City; Friedrich-Wilhelms- 
Universitat Medizinische Fakultat, Berlin, Prussia, 
Germany, 1903; died Aug. 18, aged 84. 

Hawkinson, Oscar ® Oak Park, Ilk; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1906; mem¬ 
ber of the American Psychiatric Association; for¬ 
merly on the faculty of Loyola University School 
of Medicine; past-president of the Chicago Medical 
Society; serx'ed on the staffs of St. Anne’s Hospital 
in Chicago and the West Suburban Hospital, where 
he died Nov. 1, aged 81. 

Holbrook, James H., Paintsville, Ky.; Kentucky 
School of Medicine, Louisville, 1900; an associate 
member of the American Medical Association; for 
many years on the staff of the Paintsville Hospital, 
wlrich he helped to organize; past-president of the 
First National Bank of Paintsville; died Oct. 12, 
aged 84. 

Tehow, Louis Elliott ® Captain, U. S. Navy, Tam- 
aroa. Ilk; born in Grayson, Ky., Aug. 24,1910; Uni¬ 
versity of Illinois College of Medicine, Chicago, 
1941; service member of the American Medical 
Association; commissioned in the medical corps of 
the U. S. Navy in June, 1941, as a lieutenant (junior 


grade), and attained the rank of captain on May 
1, 1956; served during World War II; during the 
Korean conflict while aboard the hospital ship 
USS Repose, earned the Korean presidential unit 
citation; served at Navy hospitals in Bethesda, Md., 
and Great Lakes, Ilk; formerly chief of surgery 
and executive officer of the U. S. Naval Hospital, 
Guantanamo Bay, Cuba; chief of surgery at the 
U. S. Naval Hospital in Memphis, Tenn., where 
he died Oct. 27, aged 48. 

Tindal, Edward F. ® Muncie, Ind.; Medical Col¬ 
lege of Indiana, Indianapolis, 1897; died in the 
Ball Memorial Hospital Oct. 28, aged 89. 

Tipps, Bill, Oklahoma City, Okla.; University of 
Oklahoma School of Medicine, Oklalioma City, 
1956; interned at St. Luke’s Hospital in Chicago; 
died Oct. 15, aged 28, while serving as a captain 
in the Air Force Reserve in England. 

Todd, E. B. ® Graeagle, Calif.; Medical Depart¬ 
ment of Tulane University of Louisiana, New Or¬ 
leans, 1910; practiced in Eureka, Nev., where he 
was county health officer; died in the Western 
Pacific Hospital in Portola Sept. 21, aged 75. 

Wainscott, Clyde Otis, Pendleton, Ore.; Willamette 
University Medical Department, Salem, 1912; past- 
president of the Eastern Oregon Medical Society; 
veteran of World War I; served on the staffs of 
Good Shepherd Hospital in Hermiston and St. 
Anthony’s Hospital; died Oct. 25, aged 72. 

Ware, Ella, San Antonio, Texas; University of 
Texas School of Medicine, Galveston, 1899; for 
many years practiced in Stockdale, where on Oct. 
24, 1954, she was honored at “Ella Ware Day”; 
died Oct. 29, aged 88. 

Willis, Park Weed ® Seattle; born in Umatilla 
County, Ore., July 10, 1867; University of Pennsyl¬ 
vania Department of Medicine, Philadelphia, 1891; 
in 1902 member of the House of Delegates of the 
American Medical Association; founder and past- 
governor of the American College of Surgeons; 
past-president of the Washington State Medical 
Association and the King County Medical Society; 
member of tlie Phi Beta Kappa, North Pacific Sur¬ 
gical Association, Seattle Surgical Society, and the 
Pacific Coast Surgical Association, of which he xyas 
past-vice-president; founder and first president of 
the Seattle Community Fund; in 1946 named presi¬ 
dent of the Pioneer Association of Washington 
State; for 50 years surgeon for the Northern Pa¬ 
cific Railroad; one of the founders and member of 
the staff of the Children’s Orthopedic Hospital; 
on the original staff of the Seattle General Hos¬ 
pital; in 1951 received the Alumni Award of Merit 
from his alma mater and in 1945 the honorary 
degree of doctor of laws from the Whitman Col¬ 
lege in Walla Walla, where he was a trustee from 
1909 to 1949; died Oct. 26, aged 91. 
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DENMARK 

Enuresis.—In the children’s department of a general 
hospital 167 children between the ages of 4 and 14 
were treated for enuresis, with an average stay of 
13 days in hospital. A follow-up examination one 
and one-half to three and one-half years after dis¬ 
charge from hospital by Dr. Crete Buchmann (Nor- 
disk medicin, Oct. 16, 1958) showed that 25% were 
cured, 46% were improved, 25% showed no change, 
and 4% were worse. It is admitted that these results 
do not equal those claimed by some Americans who 
with the help of alarm clocks and other mechanical 
devices have achieved a cure in over 90% of their 
patients. The average stay of 13 days in hospital was 
shorter than the average for other Danish observers 
but doubt is expressed over the benefits of a longer 
stay. Indeed, tlie author concludes that it may be 
possible to treat enuresis on an outpatient basis if 
the pediatrician works in cooperation with a clini¬ 
cal psychologist. It is essential to indoctrinate the 
parents to assure a beneficial change of environ¬ 
ment, and the school teacher to secure her sympa¬ 
thetic support. 

Dextroamphetamine for Epilepsy.—A series of 160 
epileptics was treated with dextroamphetamine by 
Dr. P. Hertoft (Ugeskrijt for Iseger, Oct. 9, 1958). 
Tire drug was given by mouth in doses of 5 to 15 
mg. once or twice a day, usually at 8 a.m. and 
1 p.m. It was often unnecessary to exceed the 
initial dose of 10 mg. in one day. Such side-effects 
as nausea, anorexia, loss of weight, restlessness, 
sleeplessness, and drosvsiness were slight, necessi¬ 
tating the abandonment of this treatment in only 
one patient. In the classification of the results of 
this treatment, the claim that it had been effective 
was reserved for those in whom there had been at 
least a 50% reduction in tire frequency of tire fits. 
The author concluded that de.xtroamplretamine is 
of great value not only in the control of epileptic 
fits, but also as a corrective to the depressant action 
of other drugs in common use against epilepsy. He 
has obsers'ed no addition to, or abuse of, this drug. 

Prescalene Lymph Node Biopsy.—Since A. C. 
Daniels introduced prescalene lymph node biopsy 
in 1949, much has been learned about the lymphatic 
connections between the lungs and the paratracheal 
and cervical glands, and modifications have been 
made in the technique of this operation so as to 

The items in these lettere are contributed by regular correspondents 
in the various foreign countries. 


increase its diagnostic value. In the past three years 
it has been practiced in the Odense City Hospital 
on 69 patients by Dr. P. Kolle-Jorgensen (Norclisk 
medicin, Oct. 9, 1958). The operation was carried 
out on the right side in 63 patients, on the left side 
in 4, and on laoth sides in 2. The patients could be 
roughly classified according as the histological find¬ 
ings were normal (31) or pathological (38). The 
normal specimens did, however, include one with 
anthracosis and 24 with “sinus catarrh.” There had 
been clinical or radiological evidence suggestive of 
sarcoidosis in 38 patients, and among them there 
were 30 in whom the biopsy supported this diag¬ 
nosis. Of the 38 specimens classed as pathological, 
tlie remaining 8 showed reticulosis, leukosis, etc. 
Complications after this operation were-rare, but in 
one patient the phrenic nerve had probably been 
injured, and in two there was a somewhat pro¬ 
longed serous secretion at the site of the operation. 

Mitral Valvotomy.—Dr. Helge Baden reported a 
series of 167 patients who underwent mitral val¬ 
votomy. A follow-up examination of 108 survivors 
was carried out from 12 to 62 months after the 
operation, among them being 42 for whom it could 
be claimed that they rvere wliolly or almost wholly 
rid of their cardiac symptoms. Excellent results 
were obtained in 33%, good results in 19%, fair 
results in 15%, no change in 11%, poor results in 
6%, late death in 7%, and operative death in 9%. 
The frequency of good results rose with the post¬ 
operative size of the ostium, and the results were 
worse in association with regurgitation although 
there might be some degree of regurgitation among 
those with good results. To the question “Should 
symptomless mitral stenosis be operated on?” Baden 
says no. If symptoms should develop later, time will 
have been gained during which operative tech¬ 
nique will have improved. Besides, some such pa¬ 
tients may never develop symptoms. 

Cancer of the Cervix.—Dr. Bent Sorensen (supple¬ 
ment 169 to Acta radiologica) reported a follow-up 
study of 798 patients who were treated with radium 
for cancer of the uterine cervix between 1922 and 
1929. No other treatment had been used, and the 
dosage had been die same regardless of the age of 
the patient or the stage of the disease. All the 59 
surviving in 1954 were contacted, and all the death 
certificates were studied with 12 exceptions. An 
additional six patients could not be traced. The 
death rate among the patients who had survived 5 
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years after treatment was higher than among the 
population of the same age and sex as a whole, and 
the rate rose with the degree or extent of the dis¬ 
ease at the time of the treatment, but this was not 
the case with the patients who survived 10 years 
or more. Late recurrences of the disease were re¬ 
sponsible for 25% of all the deaths after the 5-year 
interval, and for 10% after the 10-year interval. The 
latest recurrence oecurred nearly 27 years after 
treatment. The author eoneluded that patients need 
to be followed all their lives with the possibility 
of recurrence in mind. 


INDIA 

Artery Ligation in Hepatic Cirrhosis.—G. M. Phadke 
{Indian Journal of Surgery, vol. 20, August, 1958) 
subjected patients with portal hypertension caused 
by cirrhosis of tire liver to a ligation of the hepatic, 
splenic, and left gastric arteries. Most of the pa¬ 
tients were in the late stage of the, disease with 
severe decompensation and ascites. Every patient 
was first put on medical treatment and the progress 
watched for six to eight weeks. The triple ligation 
was performed only on those who showed no im¬ 
provement during this period witli medical treat¬ 
ment alone. In the author’s series of 62 patients with 
cirrhosis, 14 improved with medical treatment alone, 
18 became worse or de\'eloped some complication, 
and 30 were operated on. After operation, ascites 
disappeared in 14 within a few weeks. Four who 
showed improvement in the immediate postoper¬ 
ative period later became worse and developed 
ascites, followed by death in Uvo. Those who did 
not improve after the operation died within a year. 
Ten of the 30 severely decompensated patients en¬ 
joyed normal health three to six years after the 
operation. Those with ascites but without esophag¬ 
eal varices showed improvement both in the early 
and the late follow-up periods. Those with both 
ascites and varices had the highest mortality, only 
one of eight such patients being alive and well 
three years after the operation. There were only 
two patients with varices alone and both had at¬ 
tacks of hematemesis before operation. In one of 
them the attacks persisted after surgery, while the 
other who was having repeated bouts of hemateme¬ 
sis before operation did not have a single attack for 
about three and one-half years after surgery and 
was alive and well when last seen, although the 
varices were of the same magnitude. The presence 
of jaundice noticed either clinically or suspected by 
a high icterus index is a strong contraindication to 
this operation. 

Adamantinoma of the Jaw.—Srivastava and Sikroria 
{Indian Journal of Surgery, vol. 20, August, 1958) 
described the clinical features observed in 17 pa¬ 
tients with adamantinoma of the jaw. The youngest 


was 15 months old and, as the duration at that time 
was 10 months, the disease had started in tliis pa¬ 
tient at the age of 5 months. The oldest patient was 
.36 years old, and 11 were below the age of 20. 
Almost all of the patients came from the middle or 
lower class. The duration of the tumor varied from 
two and one-half months to six years. The maxilla 
was involved in 3 and the mandible in 14. The teeth 
of the affected jaw were missing, loose, or dis¬ 
placed in all while ulceration and secondary infec¬ 
tion, purulent discharge, and pain were present in 
nine. The diagnosis of adamantinoma could be 
made radiologically in only six patients, the others 
had a mistaken diagnosis of osteoclastoma, den¬ 
tigerous cyst, or dental cyst. Three patients showed 
an unerupted tooth in the cystic cavity in the 
roentgenogram, and in one the roots of the teetli 
projected into the cavity. Three patients gave a 
history of previous operation. Partial resection of 
the mandible was performed on one and hemi- 
mandibulectomy on five. In one patient 75% of the 
mandible was removed after a preliminary course 
of deep x-ray therapy. Resection of the maxilla with 
suprahyoid dissection of the lymph nodes was per¬ 
formed on one patient. Curettage was performed 
on six, all of whom had cysts. In four the lesion was 
too advanced for operation and palliative deep 
,\-ray therapy was given. 

WHO Study Tour.—Five senior public health ad¬ 
ministrators from World Health Organization’s 
(WHO) south east Asia region left New Delhi in 
October for Moscow on a six weeks’ tour spon¬ 
sored by WHO during which they will study public 
health administration methods in the USSR. They 
were joined in Moscow by 18 other participants 
from various countries. The group was led by 
Dr. J. Peterson, Director of the Division of Organi¬ 
zation of Public Health Services at WHO head¬ 
quarters in Geneva. The tour included visits to 
medical and health institutions in Russia, observa¬ 
tion visits to work in the field carried out at differ¬ 
ent levels of government administration, and ex¬ 
change of views on die spot with local and national 
health administrators. 

Carcinoma of the Thyroid.—Shroff and Paymater 
studied a series of 108 patients with carcinoma of 
the thyroid {Indian Journal of Surgery, vol. 20, 
August, 1958). Since this series was taken from a 
total of 32,058 patients with carcinoma seen in 
the Tata Memorial Hospital, Rombay, incidence 
of this form of cancer was only 0.34%. Tliere was 
also a preponderance in men (although the disease 
is more common in women) due probably to reluc¬ 
tance on the part of women to enter tlie hospital. 
In almost 70% of these patients the onset occurred 
between the age of 40 and 70 years. The histologi¬ 
cal variety in the younger age group was mostly 
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a papillary carcinoma. The youngest patient in this 
study was a boy of 2 years and the oldest was a 
man of 78. In only 1 patient was carcinoma asso¬ 
ciated with symptoms of thyrotoxicosis, but 23 had 
nontoxic nodular goiter. In 24 of the patients in 
whom the carcinoma was evident clinically, as 
much of the growth as possible was removed and 
the residual disease was treated either with deep 
x-ray irradiation or with radon gold seeds inserted 
locallj'. Eight of these patients had no clinical evi¬ 
dence of disease five years after this treatment. 
Radical operation was possible in 11 patients on 
whom a total thyroidectomy and radical neck dis¬ 
section, when there was evidence of cer\'ical me- 
tastases, were performed. The authors recom¬ 
mended a prophylactic neck dissection only when 
the patient would not return for regular follow-up 
examinations and in patients with papillary carci¬ 
noma of the thyroid. For those who refused oper¬ 
ation, and especially in elderly persons who had an 
anaplastic type of growth, radiotherapy alone was 
recommended. This was performed on 25 patients, 
in 7 of whom the disease remained controlled at 
the end of three years—3 of these were alive and 
well at the end of five years. The follicular variety 
u-as the commonest met with in this series. 

Left Heart Catheterization.—Saini and Betts (In¬ 
dian Journal of Surgery, vol. 20, August, 1958) 
catheterized tlie left heart in 11 patients, using the 
posterior percutaneous puncture technique. Patients 
who were clinically diagnosed as having lesions of 
both the mitral and aortic valves or double mitral 
lesions were selected for this investigation. Simul¬ 
taneous right and left heart catheterization was 
performed on three patients. The left atrium was 
entered successfully in all patients, but the left 
ventricle could be entered in only three. Eight 
patients were subsequently subjected to cardiac 
operation and thus their findings could be corre¬ 
lated. Only two major complications were encoun¬ 
tered. In one patient, about a foot of the catheter 
was cut off by the tip of the needle as it u’as being 
withdrawal, before removal of the needle. This was 
later removed surgically from the left atrium. 
Hemothorax in the right chest developed in another 
patient and ivas treated by aspiration and trans¬ 
fusion. Minor complications in six consisted of 
serosanguineous pericardial effusion in three and 
pleuritic pain for 24 to 36 hours in three. Pure 
mitral insufficiency could be diagnosed in two 
patients by this procedure, in one of whom it svas 
proved at operation. Five patients in whom mitral 
regurgitation svas suspected were found to have 
pure mitral stenosis and were later benefited by 
surgety. Only one patient ivitli mitral insufficiency 
could not be diagnosed. Another with aortic ste¬ 
nosis was diagnosed by this investigation. One 


patient was diagnosed as having mitral insufficienc)' 
as the predominant lesion but this was not con¬ 
firmed by operation. 


Tetralogy of Fallot.—Betts and Gopinath (Indian 
Journal of Surgery, vol. 20, August, 1958) per¬ 
formed 50 operations on 47 patients with tetralogy- 
of Fallot, the age of these patients vatying from 
under 2 months to 21 years. They believed that 
from 4 to 10 years would be the optimal age for 
operative repair. Patients in whom the red blood 
cell count and hemoglobin level did not show a 
dangerous rise and who w'ere under 4 years of age 
were seen every six months for examination and 
operation was delayed until a suitable age was 
reached. The authors preferred the Blalock-Taussig 
operation but went in on the side of the aortic arch 
rather than the opposite side as advocated by 
Blalock, so that a Potts-Smith aortopulmonary 
anastomosis could be performed if a subclavian- 
pulmonary artery anastomosis was not feasible. Tire 
first four operations in this study were the Potts- 
Smith type, and since then three other patients also 
had this type of anastomosis, one of whom was a 
child of 2 years of age whose aortic arch was placed 
too high and whose subcla\'ian artery’ rvas not long 
enough for a Blalock operation. In the other two 
the subclavian artery was too small for an adequate 
shunt. From 1951 to 1953 the authors performed 
six operations but only one of the patients was still 
living. From 1954 to 1957 they performed 44 opera¬ 
tions on 41 patients. One of these had an explora¬ 
tory thoracotomy, another had an e.xploratoiy' 
thoracotomy on the right side and a Blalock opera¬ 
tion later on the left side, a third had a division of 
a subclavian artery arising from the ductus arteri¬ 
osus. Of the 41 shunt operations, 3 were the Potts 
and 38 the Blalock ty'pe. 

In most of the earlier Blalock operations, the 
subclavian artery' was used after it had given off 
the first group of branches but later it was used be¬ 
fore it gave off its branches, wherever tliis was 


possible. In those patients in whom a division was 
used, the improvement svas not so striking as when 
the main subclavian artery was used before it 
divided and a larger shunt was established. The 
inferior pulmonary ligament xvas routinely mobil¬ 
ized and in some patients the perihilar tissues of 
the pulmonary’ hilum were sutured to the aortic 
adventitia to further relieve tension on the anas¬ 
tomotic line. A mild hypothermia was used in 1936 
and 1957 in all these operations and this may has'C 


been beneficial. By the time the anastomosis was 
completed, the rectal temperature dropped to about 
35 C (95 F). Rewarming was started as soon as the 
anastomosis was complete. The patient was kept m 
the operating room till the temperature svas sta¬ 
bilized, No cardiac irregularities appeared with this 
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mild hypothermiii. The authors observed one serious 
complication in this series which has not been re¬ 
ported by others—loss of the left arm from ligation 
of the subclavian artery distal to its primary 
branches. The operation went on well but the left 
arm remained cold and blue after the operation and 
the patient, a boy of 15, was unable to move it. 
About 48 hours later a marked nephrotic syndrome 
developed and the arm had to be amputated. Re¬ 
covery was good with increased e.xercisc tolerance. 

Several other patients complained of temporary 
pain or inabilih’ to move the arm properly for a 
short time. Three of the six early patients died 
wthin 48 hours of operation. A fourth lived just 
over two weeks and postmortem examination 
showed a complete transposition of great vessels 
and other anomalies. A fifth survived over a year 
with postoperative hemiplegia and died of subacute 
bacterial endocarditis. The last was still living. Of 
the later 41 patients there were two operative 
deaths and one late death. In one of the operative 
deaths, autopsy showed that the"patient did not 
have a tetralogy of Fallot but an extremely marked 
infundibular pulmonary stenosis and an auricular 
septal defect, while the other had an additional 
valve cusp below the aortic valve. The late deatli 
occurred in a patient on whom the Potts operation 
was used and the shunt was too large. Tlie case 
fatality rate was higher in patients of the younger 
age group; thus the authors had six patients under 
3 years of age and three of tliem died, but in the 
age gi-oup 3 or over, there were 41 operations 
with 3 deaths, a case fatality' rate of 7.3%. Most of 
the risk in young patients was due to tire severity 
of the lesion itself, requiring operation at an early 
age. Of the 47 patients in this series the Potts 
operation was used in 7 and tire Blalock-Taussig in 
40. There was only one operative and no late deatlr 
in the latter group, while none of the former 
survived. 

Leprosy.—K. J. Randive and co-workers {Indian 
Journal of Medical Sciences, vol. 12, October, 1958) 
stated that the involvement of peripheral nerves 
and ganglion cells of somatic and autonomic origin 
appeared to be the most consistent feature of lep¬ 
rosy as revealed by Iristopathological study, the 
causative organisms exhibiting a particular disposi¬ 
tion to migrate towards the sensory and sympathetic 
nerve fibers. In order to explore this phenomenon, 
the authors set up a series of tissue cultures and 
studied the response of human fetal spinal ganglia 
and skeletal muscle to Mycobacterium leprae under 
controlled conditions in vitro; 10-week to 20-week- 
old human fetal tissue, the source of both, was 
grown in solid plasma clot cultures in association 
with fragments of fresh lepromatous tissue. The 
cultures were stained with Zeihl-Neelsen stain with¬ 
in 72 to 96 hours of explantation of the lepromatous 


tissue. Control cultures of both types were stained 
by the same method. Of the spinal ganglion cul¬ 
tures grown wth lepromatous tissue, 78% showed 
fibrocytes containing acid-fast material in some 
form, but only 7% of the cultures of skeletal muscle 
grown with lepromatous tissue showed acid-fast 
material in the fibrocytes. None of the control cul¬ 
tures of skeletal muscle showed such material in tire 
fibrocytes, and among the control cultures of spinal 
ganglia a few rare fibrocytes in 7% showed faint 
acid-fast granules in the cytoplasm. Thus human 
lepra bacilli were attracted towards the spinal 
ganglion cultures and were then taken up by the 
fibrocytes. The nature of granules in the control 
spinal ganglion cultures could not be determined. 
The spinal ganglion fibrocytes also displayed strong 
phagocytic activity for the lepra bacilli, which was 
not observed in the fibrocytes of skeletal muscle. 

Ergonovine Methyl Tartrate in Labor.—S. N. Garde 
(Current Medical Practice, vol. 2, September, 1958) 
stated that faulty management of the third stage of 
labor is the commonest cause of postpartum hemor¬ 
rhage, which accounted for about 10% of all ma¬ 
ternal deaths. The autlior injected 0.5 cc. of 
ergonovine methyl tartrate intravenously in tire 
management of the third stage of labor. The in¬ 
jection was given in a series of 435 deliveries. The 
results were compared with those in a control series 
of 268. Of the 434 deliveries, excluding 1 involving 
placenta accreta, the longest duration of tlie third 
stage was 35 minutes and the shortest 90 seconds 
(average 7 minutes) and in the control series the 
longest duration was 30 minutes and the shortest 
1 minute (average 8 minutes). The duration was 
thus probably slightly shortened by tire routine use 
of this drug. The blood loss was also less in the 
treated series. The drag did not increase the inci¬ 
dence of manual removal of the placenta; there 
were two such cases in the treated series, one of 
which was the placenta accreta. In the control 
series there was one case of manual removal of 
placenta. The complication of hourglass contraction 
of the uterus was not observed in either series. 
The treated series included five cases of lower 
segment cesarean section. In these patients 1 cc. 
of the drug was given routinely when the uterine 
incision was made and the child was about to be 
removed. The average time required for complete 
separation of the placenta in normal cases was 76 
seconds, while with a partially adherent placenta 
it was 3 or 4 minutes. No pressor effect was seen 
with the administration of this drug. During the 
puerperium, the initial retraction of tlie uterus was 
much better and the involution was quicker in the 
treated than in the control series. The drug also 
helped reduce the incidence of secondary post¬ 
partum hemorrhage. There was not a single patient 
with this complication in this series. 
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Peptic Ulcers in Rheumatoid Patients Receiving 
Corticosteroid Therapy. R. H. Freiberger, W. H, 
Kammerer and A. L. Rivelis. Radiology 71:542-547 
(Oct.) 1958 [Syracuse, N. Y.]. 

An examination of the upper gastrointestinal 
tract in 114 patients receiving corticosteroid ther¬ 
apy for rheumatoid arthritis revealed peptic ulcers 
in 35 (or 31%). The incidence of ulcers appeared 
proportionately related to the dose of corticosteroids 
and to the severity of the arthritis. Thirty of the 
ulcers were in the stomach and 5 in the duodenum. 
Of the gastric ulcers, the great majority were in the 
antrum, 8 at the greater curvature. Ten of tlie 
ulcer patients had serious complications, both 
severe bleeding and perforation. Not only the 
antral location but also the roentgen-ray appear¬ 
ance of the ulcer was in many cases unusual. Par¬ 
ticularly noteworthy was the flexibility of the 
stomach wall beneath and adjacent to the ulcer 
crater. The atypical appearance of a large number 
of these ulcers and the fact that the routine posi¬ 
tions normally used in gastrointestinal examinations 
cannot be assumed by severely crippled patients 
can make detection of the lesions difficult. 

Infectious Mononucleosis: An Analysis of 100 
Cases with Particular Attention to Diagnosis, Liver 
Function Tests and Treatment of Selected Cases 
with Prednisone. W. R. Mason Jr. and E. K. Adams. 
Am. J. M. Sc. 236:447-459 (Oct.) 1958 [Philadel¬ 
phia]. 

The etiology of infectious mononucleosis remains 
unknown, and controversy regarding its diagnosis 
continues. In their efforts to learn more about this 
disease, the authors tried to correlate their obser¬ 
vations on patients seen at a college health center 
during the past 7 years. This report is based on an 
analysis of 100 cases with respect to clinical data, 
diagnosis, treatment, duration of illness, and com¬ 
plications. The analysis indicates a reasonable con- 
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sistency of clinical and laboratory findings among 
these cases. Evidence is presented to suggest (1) 
that alterations of liver function are quite common 
and (2) that the usual hepatitis of infectious mon¬ 
onucleosis is probably different from that usually 
found in infectious and serum hepatitis. Treatment 
is generally sy'mptomatic and supportive, and pro. 
longed bed rest is usuallyr unnecessary. A small, 
selected group of 17 patients was treated orally 
with prednisone, which appeared to initiate prompt 
symptomatic improvement, especially the lessening 
of pharyngitis. The hormone did not obscure the 
valuable laboratory signs, but also it did not ap¬ 
pear to shorten the total duration of illness. The 
ultimate value'-of steroid therapy in this disease 
remains to be proved. It is the complications of in¬ 
fectious mononucleosis which, together with insuf¬ 
ficient discrimination in the diagnosis, have given 
the disease the reputation of being protean. 

Natural History of Asthma. R. S. B. Pearson. Acta 
allergol. 12:277-294 (No. 4-5) 1958 (In English) 
[Copenhagen]. 

The author reports on 625 patients with asthma 
who attended 2 London hospitals as outpatients 
over a period of 6 years. Asthma was considered to 
be primary in 553 of these patients and secondary 
to bronchitis in the remaining 72. There were 293 
males and 332 females. Symiptoms occurred before 
the age of 10 years in 261 patients (40.2%) and be¬ 
tween the ages of 10 and 19 years in an additional 
101 patients. In each succeeding decade, from 20 
y'ears onwards to over 60 years, the number of 
patients was falling to half the number of each 
preceding decade. There was a preponderance of 
boy's over girls up to the age of 10 y'ears, and a 
reversal of the ratio of males to females around 
puberty. A high jaroportion of the patients had a 
family' history of asthma or other allergic diseases. 
The importance of allergic, infective, and emo¬ 
tional factors as observed by other workers was 
confirmed, and it was shown that 2 or 3 such 
factors were commonly present in the same pa¬ 
tient. One hundred seventy-five patients (28%) were 
severely disabled, representing a higher ratio than 
what would be observed in general practice. This 
was confirmed by the large number of patients 
(102) who gave a history of status asthmaticus. It 
was observed that the proportion of severely 
affected patients rose with increasing age. Tliose 
in whom allergic factors alone were discovered 
were seldom severely disabled, but it was repeated- 
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Iv noticed tlnit infection of the bronchial tract or 
emotional stres.s c.xerted an unfavorable influence 
on the course of the disease. Of the 26 patients (14 
males and 12 females) who died, 21 belonged to the 
group of severely disabled patients; 19 of these 
had a history of attachs of status asthmaticus, and 
16 died in status asthmaticus. 

The picture that emerges from these observa¬ 
tions is, therefore, one of a constitutional disease 
manifested hy an abnormally sensitive bronchial 
tract, which may be constricted by a wide variety 
of stimuli. Most of the cases commence in child¬ 
hood or adolescence, and at this time allergic 
factors appear to play an important part. It is at 
this period of life that multiple manifestations of 
allergic disease are most often seen. Marry patients 
prohahly undergo spontaneous imirrovements and 
perhaps reco\’ery. Yet, as age proceeds, infection 
appears to play an increasingly important part, 
both in the precipitation and in the maintenance 
of astlrma, and after the age of 40 years it may be 
associated with organic lung damage. It is rrot 
always easy to say on clinical grounds how often 
the infective attacks in asthma constitute a genuine 
bronchitis and how often they are confined to the 
upper respiratory tr-act. It is certain, however, that 
there may he little difference in the final aspect of 
tire patient with primary bronchitis in whom at¬ 
tacks of astlimatic breathing occur and the patient 
with primary asthma in whom bronchitis occurs. 
As age increases, a higher proportion of patients 
are observed who have a persistently prolonged 
expiration and dyspnea on effort as well as during 
spontaneous attacks. A fatal outcome is rare in 
patients who are not severely disabled or whose 
asthma is purely allergic in origin, but death oc¬ 
curs not uncommonly in those with repeated at¬ 
tacks of status asthmaticus. 

Treatment of Ambulatory Hypertensive Patients 
with Trimethidinium Methosulfate. R. A. Duns- 
more, L. A. Dunsmore, A. Goldman and others. 
Am. J. M. Sc. 236:483486 (Oct.) 1958 [Philadelphia]. 

Trimethidinium methosulfate is an asymmetric 
bis-quaternary amine which was used in the treat¬ 
ment of 50 patients with severe hypertension. 
Thirty-eight of these patients received the drug 
for a period of 3 to 11 months, that is, for a suf¬ 
ficient time to evaluate its efficacy. Treatment was 
begun by giving the drug in doses of 20 mg. before 
breakfast and 20 mg. at bedtime. In the absence of 
adequate ■ blood pressure reduction, a third dose 
was added in mid-afternoon. Doses were increased 
by 20 mg. at each clinic visit until an optimum de¬ 
crease in blood pressure was attained. 

In a dose range of from 60 to 520 mg. daily, 
trimethidinium methosulfate was found to be an 
effective antihypertensive agent, tire average dias¬ 
tolic fall being 32 mm. Hg. The condition of 37% 


of this group of patients was thus maintained with 
consistent normotensive levels, while 58% showed 
normotension but less consistently. In the remain¬ 
ing 5% of the patients the results were poor. The 
mechanism of action seems to depend chiefly on 
ganglionic blockage, although there are indications 
of an additional central action. Pharmacological 
side-effects are similar to those with other gan¬ 
glionic blocking agents, with the exception that 
effects on the gastrointestinal tract appear markedly 
reduced. Reserpine and chlorothiazide were found 
to be synergistic with b-imethidinium. 

Low Serum Potassium Level in Severe Hyperten¬ 
sion. T. Hilden and A. R. Krogsgaard. Am. J. M. Sc. 
236:487-491 (Oct.) 1958 [Philadelphia]. 

A new clinical picture, termed “primary aldo¬ 
steronism” or “Conn’s syndrome,” has been estab¬ 
lished in recent years. It is caused by overpro¬ 
duction of the highly active mineralocorticoid, 
aldosterone. The clinical picture is characterized by 
intermittent pareses, paresthesias, in some cases 
tetanic convulsions, polyuria, and hypertension. 
Aldosterone causes sodium retenbon and loss of 
potassium; this will give rise to a slightly increased 
serum sodium level with alkalosis and hypochlo- 
remia and, as the most important anomaly, a low 
serum potassium level. Since hypertension may be 
a feature of primary aldosteronism, the authors 
e.xamined the serum potassium level in 32 patients 
with untreated essential hypertension. Normally 
the serum potassium level is between 3.5 and 5.6 
mEq. per liter in 98% of persons. Low values were 
found in pabents with severe hypertension. Of 14 
patients, including 7 with papilledema, 4 had low 
normal values (3.5 to 3.8 mEq. per liter), and 5 
had abnormally low values (below 3.5 mEq. per 
liter). During successful treatment with anbhyper- 
tensive drugs the serum potassium rose to values of 
more than 3.8 mEq. per liter in the course of a 
few weeks to 3 months. The observed hypokalemia 
could not be ascribed to vomibng or diarrhea, nor 
could it be due to chronic renal disease or primary 
aldosteronism. 

Observations in experimental and human hyper¬ 
tension support the view that adrenocortical func¬ 
tion contributes to the pathogenesis of essential 
hypertension. A slightly increased aldosterone ex¬ 
cretion has recently been found in patients with 
hypertension. The observed low serum potassium 
values may, therefore, be due to an increased pro¬ 
duction of aldosterone. As hypertension may be 
caused by primary aldosteronism, serum potassium 
determinabons will become part of the routine in- 
vestigabon in severe hypertension. The authors feel 
that it is important to know that such patients may 
show low serum potassium values which are re¬ 
versible on treatment and" seemingly not due to 
adrenocorbcal disease. 
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Phenylbutazone Therapy in Patients with Rheu¬ 
matic Disease and Coincidental Essential Hyper¬ 
tension. J. Zuckner, A. M. Ahern, O. Machek and 
C. Cariolo. Am. J. M. Sc. 236:460-465 (Oct.) 1958 
[Philadelphia]. 

A large number of patients seen in artliritis 
clinics have coincidental essential hypertension. 
They are mostly elderly persons who are being 
treated for osteoarthritis. Phenylbutazone (Buta- 
zolidin) is one of the few drugs effective in the 
treatment of osteoarthritis. When hypertension is 
present, tlie benefits afforded by phenylbutazone 
are frequently denied because of fear of the con¬ 
sequences of sodium retention which occurs with 
this medicament. This study was conducted in 
order to determine to what extent phenylbutazone 
can be employed in these persons. Fifty-four pa¬ 
tients (43 of them with osteoarthritis, 6 with rheu¬ 
matoid arthritis, 3 with chronic bursitis, 1 with 
fibrositis, and 1 witlr disseminated lupus erythem¬ 
atosus and all with essential hypertension) were 
treated with phenylbutazone intermittently for 
periods up to 2 years. Satisfactory relief of rheu¬ 
matic symptoms was obtained in two-thirds of tlie 
patients. Blood pressure was not significantly in¬ 
creased, and in no instance was it severe enough 
to require discontinuing therapy. No change in 
cardiac status resulting from phenylbutazone ther¬ 
apy was observed, but toxic reactions requiring 
cessation of this therapy occurred in 4 of 54 pa¬ 
tients. The autliors feel that patients with rheu¬ 
matic disease and coincidental uncomplicated 
hypertension can be treated with phenylbutazone 
without special regard to blood pressure. 

Diabetic Neuropathy Precipitating After Institution 
of Diabetic Control. M. Ellenberg. Am. J. M. Sc. 
236:466-471 (Oct.) 1958 [Philadelphia]. 

Diabetic neuropathy has been assumed to be the 
result of poor diabetic control over a prolonged 
period of time. This conelusion has recently been 
challenged, at least in patients in whom the neu¬ 
ropathy presented as the initial clinical manifesta¬ 
tion of diabetes and who had no signs or symptoms 
of uncontrolled glycosuria. The autlior presents 
on the basis of 4 case histories another deviation 
from the “poor control” concept of etiology. These 
cases illustrate the diabetic neuropathy that ap¬ 
pears after the institution of control of the hj'per- 
glycemia and glycosuria with insulin and diet. 
Although insulin has been suggested by other 
workers as being the toxic etiological agent under 
these circumstances, the author cites several factors 
that seem to absolve it of this role. These are as 
follows: 1. The neuropathy precipitated by the 
institution of insulin control of diabetes is identical 
with all other forms of diabetic neuropathy as 
regards symptoms, signs, spinal fluid findings, and 
course. 2. The neurological picture tends to im¬ 


prove and even to disappear despite the continued 
use of insulin. 3. Control of the diabetes by meas¬ 
ures other than insulin may also lead to the pre¬ 
cipitation of neuropathy. Thus, insulin is not the 
noxious agent but acts as the medium for control 
of the diabetes which, in certain instances, leads 
to neuropathy. 

Fatal Staphylococcal Infection. B. N. Purser, M. J. 
Australia 2:441-443 (Oct. 4) 1958 [Sydney]. 

The author reports on 31 male and 11 female 
patients, behveen the ages of 8 and 83 years, with 
fatal staphylococcic infection, who died at the 
Royal Prince Alfred Hospital in Sydney after 
periods of stay varying from 1 hour to 8 months 
and on whom autopsies were performed. Of the 
42 patients, the fatal infection originated within 
the hospital in IS and outside the hospital in 16; 
in the remaining 8 patients it is doubtful whether 
the infection was contracted at home or in the 
hospital. Of the first group of 18 patients, 7 died 
as the direct ^result of indavenous therapy; they 
included 5 with pyemia with or without endo¬ 
carditis, 1 with acute endocarditis, and 1 witlr sup¬ 
purative pneumonia. Three patients in this group 
died as a result of wound infection, 1 of these with 
pyemia and 2 with cerebral abscesses; 3 died of 
postoperative pneumonia, 3 of respiratory cross 
infections, and 1 of suppurative middle-ear disease 
from cross infection. There remains one patient in 
whom tlie mode of infection is doubtful, although 
he was treated with intravenous infusions. Of the 
16 patients whose infections originated outside the 
hospital, 4 started as pyogenic skin infections; 12 
infections probably commenced as staphylococdc 
respiratory infections. 

According to the conclusions drawn by the au¬ 
thor, there has been a marked rise in the death 
rate in Australia over the last 3 years from staphy¬ 
lococcic infection, and at the same time the num¬ 
ber of cases of severe staphylococcic sepsis has 
been increasing. These findings are similar to those 
reported by workers in the United States. That the 
Staphylococcus organism can destroy tissue and 
kill patients with great rapidity was one of t!m 
most striking features in many of the cases in tins 
series. However, that this is by no means a recent 
observation is shown by the report issued by Chich- 
ering and Park in 1919 on more than 300 deaths 
from staphylococcic pneumonia (J. A. M. A. 72: 
617-626 [March 1] 1919). In some of the Australian 
patients bacteriostatic antibiotics appeared to lessen 
the virulence of the organisms, but in many pa¬ 
tients massive doses of antibiotics, often in com¬ 
bination, appeared to have no effect whatsoever 
on the course of the infection. The fact that / pa¬ 
tients died as a direct result of intravenous therapy 
points to the potential dangers of infusion pro¬ 
cedures. These should be considered as surgical 
measures and performed in a strict aseptic manner. 
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Nasnl Carrier Rate of Antibiotic-Resistant Staphy¬ 
lococci: Influence of Hospitalization on Carrier 
Rale in Patients, and Their Household Contacts. 
W. R. 0. Goslings and K. Biichli. A. M. A. Arch. 
Int. Med. 102:691-715 (Nov.) 1958 [Chicago]. 

Cultures were taken from the vestibuJiiin nasi 
of 587 patients on their discharge from the Uni¬ 
versity Hospital in Leiden, The Netherlands, in an 
attempt to study the influence of antibiotic therapy 
on the frequency and the pattern of resistance in 
pathogenic staphylococci as present in the vestib- 
ulum nasi. At the moment of discharge about 
40% of the patients were carriers of a penicillin- 
resistant strain of staphylococci; 30%, of a strepto¬ 
mycin-resistant strain; 25%, of a tetracycline- 
resistant strain; 9%, of a chloramphenicol-resistant 
strain; and 2%, of an erythromycin-resistant strain. 
Antibiotic therapy in the hospital promotes the 
colonization of resistant hospital staphylococci in 
the vestibulum nasi but is not a necessary factor. 
The total pattern of resistance of the colonizing 
staphjdococci .is mainly decided by the pattern of 
resistance of the Staphylococcus strain circulating 
in the hospital at that moment and only partly by 
the t)'pe of antibiotic therapy. The colonization, 
however, will happen by preference b)' a strain 
resistant to the antibiotic tlierapy given at that 
moment. Besides the influence of antibiotic tlierapy, 
there seems to be a private disposition of the pa¬ 
tients, which also is of importance in deciding 
whether the patient u'ill acquire hospital staphy¬ 
lococci in his vestibulum nasi. 

The fate of the resistant staphylococci after the 
patients were discharged was followed up in 61 
patients, as compared with the fate of sensitive 
staphylococci taken along from the hospital in 21 
patients, and the course of the further carrier rate 
in 52 patients who left the hospital without patho¬ 
genic Staphylococcus organisms in the vestibulum 
nasi. After 6 to 12 months the carrier rate for 
pathogenic staphylococci and the resistance rate 
for penicillin had become normal, while resistance 
against chloramphenicol had disappeared com¬ 
pletely, The rate for streptomycin and tetracycline 
resistance at that moment, however, was still high¬ 
er than normal. The decrease in resistance against 
chloramphenicol was based partly on loss of the 
resistant strains but also in considerable part on 
loss of resistance while the strain itself stayed 
present in the patient. The decrease in resistance 
against the other antibiotics was, with a few ex¬ 
ceptions for resistance against tetracycline, due 
only to loss of the resistant strains. 

The spread of the resistant hospital staphy¬ 
lococci was studied in 455 family members and 
household contacts of 138 patients during a period 
of 6 to 12 months after discharge from the hospital. 
Transfer of resistant strains from the vestibulum 
nasi of discharged patients occurred in 8% of the 


family members and household contacts and in 
11% of the families of those patients discharged 
with a resistant Staphylococcus strain. Figured on 
all discharged patients together, the percentages 
of transfer were 3% of the family members or 
household contacts and 4.5% of the families. In 
about 60% of the resistant staphylococci in the 
family members, the origin of the strain could be 
traced to direct or indirect contact \vith the hos¬ 
pital micro-organismal flora (hospitalization, visit 
to outpatient departments, visit to hospitalized rela¬ 
tives, and transfer from discharged patients). Anti¬ 
biotic resistance in pathogenic staphylococci is 
mainly an epidemiologic problem. 

Acute Hepatic Congestion as a Factor in Elevated 
Serum Glutamic Oxaloacetic Transaminase Titers 
Above 400 Units. L. H. Shields and R. E. Shannon. 
Am. J. M. Sc. 236:438-446 (Oct.) 1958 [Philadelphia]. 

There has been much discussion concerning the 
rise in levels of serum glutamic oxalacetic transami¬ 
nase (SGOT) after myocardial infarction. Since 
glutamic oxalacetic transaminase is present in all 
human serums and in various tissues, particularly 
heart muscle, liver, skeletal muscle, and kidney (in 
descending order of concentration), sulRcient necro¬ 
sis of any of the above may cause a rise in SGOT 
levels. The authors point out that interest in un¬ 
usually high transaminase levels and their possible 
association with acute congestive hepatomegaly 
was generated by the finding of an SGOT titer of 
3,000 units in a patient witli acute congestive fail¬ 
ure without myocardial infarction or hepatitis. 
They investigated the SGOT levels of patients in 
the department of internal medicine in the Harris¬ 
burg (Pa.) Polyclinic Hospital. In the course of 
1,900 SGOT determinations they discovered 29 
patients who had SGOT titers of greater than 400 
units. 

The charts of these 29 patients were analyzed, 
and the following conclusions were reached: 1. 
Acute hepatic congestion can cause elevated SGOT 
titers, when the congestion is severe, titers above 
500 units can result; when it is severe enough to 
cause hepatic necrosis, titers up to 3,000 units may 
occur. 2. The importance of the “hepatic conges¬ 
tion factor’’ in SGOT titers (above 400 units) is 
emphasized by the significant difference of the 
average titer in uncomplicated myocardial infarc¬ 
tions (482) and the average' titer in all cases of 
acute hepatic congestion (1,042), irrespective of 
etiology. 3. Not infrequently, patients with acute 
myocardial infarctions may have SGOT titers 
greater than 400 units. 4. In patients with myo¬ 
cardial infarctions, titers above 650 units should 
lead one to suspect that functional hepatocellular 
injury, on a congestive basis, is concomitantly 
present. 5. Whereas high transaminase levels in 
myocardial infarctions not accompanied by liver 
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congestion have no short-term prognostic value, 
high SCOT titers in myocardial infarctions asso¬ 
ciated with acute hepatic congestion presage poor¬ 
ly for the patient, and shock is more likely to com¬ 
plicate the clinical course. 

The Results of 500 Percutaneous Renal Riopsies. 
C. Brun and F. Raaschou. A. M. A. Arch. Int. Med. 
102:716-721 (Nov.) 1958 [Chicago]. 

Five hundred ten attempts at percutaneous renal 
biopsy were made on 406 patients with a variety 
of nephropathies at the Kommunehospitalet in 
Copenhagen between May, 1949, and January, 
1958. The 510 attempts resulted in 268 renal 
biopsies which were suitable for histological ex¬ 
amination. Satisfactory biopsy specimens were ob¬ 
tained in 106 (40%) of the 267 attempts with the 
patient in the sitting position and in 162 (67%) of 
the 243 attempts with the patient placed in the 
prone position, with a sandbag under the abdomen. 
The effectiveness of both methods has risen with 
increasing practice. The following complications 
were observed: Gross hematuria on the day of 
biopsy was observed in 7.9%, and hematuria per¬ 
sisting beyond the day of biopsy was observed in 
6.6%. Blood clots in the urine were found in 19 
cases, and ureter colic in 5 cases. A moderate 
retroperitoneal hematoma was seen in one case, 
but surgical intervention was not considered neces¬ 
sary. In 2.2% of the attempts blood transfusion was 
given after the attempt; in view of this, blood- 
group determination should always be carried out, 
and compatible blood should be available on each 
attempt. 

In most of the patients the kidney function- 
expressed by endogenous 24-hour creatinine clear¬ 
ance—was unaffected by the renal biopsy. Only in 
2 patients was the renal function briefly reduced 
after the renal biopsy, being due in both cases to 
ureter obstruction by blood clots. After removal of 
the clots tire creatinine clearance quickly reached 
the initial value. Hemodialysis may be carried out 
after renal biopsy, but one should wait a few days 
after the biopsy before subjecting the patient to 
the heparinization necessary to the dialysis. Pain 
in the loins after the biopsy attempt was reported 
by 7% of the patients. Rise in temperature after 
renal biopsy was observed in 15 patients (3.6%); 
this is a rare sequela to biopsy, and its frequency 
has not even been raised in patients with pyelo¬ 
nephritis. There was no demonstrably higher inci¬ 
dence of macroscopic hematuria after renal biopsy 
in patients with uremia and hj'pertension than in 
patients without tlrese symptoms. No deaths were 
observed among the 406 patients as a consequence 
of renal biopsy. So far only about 1,800 cases of 
attempts at renal biopsy have been published, and, 
therefore, it is too early as yet to compare the risks 
in liver biopsy and renal biopsy. 


Malignant Reticuloendotheliosis (Letterer-Shve 
Disease): Study of 2 Cases with Autopsy. F. Pedron 
Puyou and T. Velazquez. Rev. invest, clln. 10:41-61 
(Jan.-March) 1958 (In Spanish) [Mexico, D. F.]. 

Malignant reticuloendotheliosis (Letterer-Shve 
disease) is a rare disease whose etiology is un- 
knoum. As a rule, it develops in young children 
(and rarely in adolescents) and runs a progressive 
course toward a fatal end. Diagnosis is made on 
biopsy of an enlarged lymph node, which shows 
typical hyperplastic reticuloendothelial cells trans¬ 
formed into pallid macrophages. The authors re¬ 
port on 2 girls, aged 4 and 13 years, respectively, 
with malignant reticuloendotheliosis who were ob¬ 
served at the Central Hospital in San Luis Potosi. 
Both patients complained of anorexia, weakness, 
pallor, fatigue, irritability, fever, and cough. The 
superficial lyonph nodes were moderately enlarged 
but painless. There were a moderate leukopenia, 
anemia, and subcutaneous hemorrhages. 

The first patient was hospitalized, after an illness 
of 2 weeks’ duration, with acute abdominal pain 
in the splenic region, diffuse edema, hepatospleno- 
megaly, dy'spnea, and progressive anemia which 
did not respond to blood transfusion and to admin¬ 
istration of hematinic drugs. Roentgen-ray examina¬ 
tion of the chest showed bilateral shadows of dif¬ 
fuse pulmonary infiltration similar to those of 
miliary pulmonary tuberculosis. Roentgen-ray ex¬ 
amination of the cranial bones showed areas of 
rarefaction of the parietal and frontal bones, corre¬ 
sponding to the areas of alopecia. An histological 
diagnosis of malignant reticuloendotheliosis was 
made by biopsy of an enlarged inguinal lymph 
node. The administration of Aureomycin was in¬ 
effective. The patient died of marked anemia and 
acute dyspnea 1% months after hospitalization. 
Autopsy' shou'ed diffuse macrophagic reticuloendo¬ 
thelial hyperplasia involving the internal and super¬ 
ficial lymph nodes, spleen, liver, lungs, kidneys, 
and other structures. There was a large subpia! 
hemorrhage, and there was also a focal involve¬ 
ment of the myocardium, the scalp, some areas of 
the skin, and the bone marrow. The parietal and 
frontal cranial bones in the areas which corre¬ 
sponded to those of alopecia were as thin as if they 
were parchment. The histological picture of the 
cranial lesion was the same as that obtained from 
biopsy of an enlarged lymph node. 

The second victim of malignant reticuloendo¬ 
theliosis was observed twice during the course of 
her illness of 2Vh years. She was hospitalized in tlie 
last stage of the disease, with acute hemorrhagic 
dermatitis of the face, lips, hands, and forearms, 
hemorrhagic lesions of the tongue, anemia, edema, 
ascites, and dyspnea. She developed acute symp¬ 
toms of a staphylococcic infection; injections of 
cortisone and penicillin were ineffective. The pa¬ 
tient died with symptoms of dyspnea and tachy- 
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carclia and in a clouded state of mind. Autopsy 
showed, besides lymphatic, visceral, and other 
pathological lesions similar to those observed in 
the first case, chylous ascites, hemorrhagic lesions 
of the thoracic duct, acute necrosis of the duodenal 
wall, and hemorrhagic gastritis. 

SURGERY 

Surgical Experiences witli Pulmonary Coin Lesions. 
0. V. Hihma and E. I. Boldon. Wisconsin M. ]. 
57:359-364 (Oct.) 1958 [Madison^ 

A pulmonary coin lesion is defined as "a solitary, 
rounded density as seen on x-ray, lying within the 
lung parenchyma, and without obvious origin from 
mediastinum, diaphragm, or chest wall.” Surgeons 
who undertake the treatment of pulmonary coin 
lesions find themselves in general agreement that 
all, or nearly all, such lesions should be excised 
because of the possibility that the lesion may be 
cancer. If there is still disagreemeiit, it centers 
about the proper course to follow in those lesions 
which show some calcification, a finding which in 
the past has been considered evidence of a benign 
process. The interest in the harmless-looking coin 
lesion lies in the fact that there is about a 37% 
chance that it represents malignancy. The chance 
of its being a primary bronchial carcinoma is 
about 30%. 

The authors review observations on 24 patients 
with coin lesions, in 3 of whom diagnosis of car¬ 
cinoma was established. They agree with those who 
recommend resection of all coin lesions, but they 
make certain specific exceptions. The presence of 
multiple, well-calcified lesions on x-ray constitutes 
satisfactory evidence of benignity. Lesions which 
are solidly calcified throughout seem to merit ob¬ 
servation. Where previous films are available which 
show a partially calcified lesion, which has been 
stable over a period of at least one year, observa¬ 
tion seems justified. This time interval is quite 
arbitrary, since Storey reported a case in which a 
partially calcified coin lesion remained stable for 
6 years, then began to enlarge. Thoracotomy re¬ 
vealed primary adenocarcinoma. In dealing with 
coin lesions, an extensive examination is frequently 
unrewarding in establishing a diagnosis. The au¬ 
thors feel that the best diagnostic tool is e.xploratory 
thoracotomy. The surgeon and not time should 
establish the diagnosis. 

Postoperative Course in Patients Who Had Under¬ 
gone Mitral Commissurotomy. M. Alonzo. Riforma 
med. 72:1151-1155 (Oct. 11) 1958 (In Italian) 
[Naples]. 

In his review of commissurotomy performed on 
patients with mitral stenosis, the author found that 
patients, 20 to 40 years of age, had a better post¬ 


operative prognosis than younger or older patients. 
Female patients recovered better than male. A pro¬ 
longed course of antirheumatic and cardiac sup¬ 
portive preoperative treatment was given to pa¬ 
tients with an enlarged heart, a condition which 
could have been caused by the rheumatic myo¬ 
cardial lesions. Injection of alcohol into the inter¬ 
costal nerves adjacent to the operative area during 
the operation decreased the intensity of postopera¬ 
tive pain. Thoracentesis of the pleural cavity was 
performed 48 hours after the operation. Transient 
dyspnea, moderate pericardial effusion, arrhythmia, 
and tachycardia were observed in the immediate 
postoperative period. The heart of the patient with 
nondecompensated mitral stenosis showed an ex¬ 
cellent tolerance to intracardiac manipulation as 
compared with the poor tolerance of the heart of 
the patient with congenital disease of the myo¬ 
cardium or with a coronary disease. A sudden 
onset of tachycardia, which was the first response 
of the heart to its dilated cavities, was corrected 
by an intense therapy with digitalis and quinidine 
preparations during a period of 5 to 10 days. To 
prevent this disturbance, an uninterrupted preop¬ 
erative and postoperative administration of small 
doses of quinidine was given routinely to all sur¬ 
gical patients with mitral stenosis. Recurrence of 
rheumatic symptoms, which developed in 2 patients 
within 20 days after operation, was controlled by 
an intensive antirheumatic therapy with salicylic 
acid preparations, aminopyrin, or corticotropin 
(ACTH). The characteristic cardiac murmur of 
mitral stenosis persisted in several patients after 
the operation despite the improved clinical picture, 
the regained physical sti-ength, and the reduction 
of cardiac area. This incongruity can be related 
to the surgical operation, which corrects the hemo¬ 
dynamic state of the circulation but does not 
modify the pathological anatomy of the valvular 
cusps. 

Contralateral Pleurisy After Thoracic Operations 
in Pulmonary Tuberculosis. H. D. Aguilar and 
J. C. Fernandez. Rev. Asoc. med. argent. 72:136-138 
(April) 1958 (In Spanish) [Buenos Aires]. 

The development of contralateral pleurisy after 
a thoracic operation in a patient with pulmonary 
tuberculosis is rare. It is a new tuberculous lesion 
which occurs because of a lowering of the general 
and local immunobiological reactions. Constitu¬ 
tional and nutritional factors or such occasional 
conditions as pregnancy, infection, metabolic dis¬ 
orders, alcoholism, malnutrition, stress, or thoracic 
trauma may act as causal agents. As a rule, the 
disease develops suddenly, several months or may¬ 
be several years after the thoracic operation. The 
exudates are a serofibrinous liquid which roent- 
genologically resembles that of hydrothorax. Tire 
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general pulmonary and extrapulmonary symptoms 
of contralateral pleurisy are the same as those in 
common serofibrinous pleurisy. 

Out of 1,500 patients with pulmonary tuberculo¬ 
sis, who undersvent thoracic operations at the Hos¬ 
pital Tornu in Buenos Aires, 3 patients, who 
ranged in age from 18 to 46 years, developed con¬ 
tralateral pleurisy. The illness occurred 8 months 
after a lobectomy in one patient and 4 months and 
5 years, respectively, after a thoracoplasty in the 
other 2 patients. The treatment of 2 patients con¬ 
sisted of thoracentesis, followed by a regimen 
consisting of hygienic diet, the administration of 
calcium and tuberculostatic drugs, and bed rest; 
the same treatment without thoracentesis was given 
to the third patient. Corticosteroids were adminis¬ 
tered to all 3 patients at the end of treatment. The 
disease ran a favorable course, with reabsorption 
of the exudates within 2 or 3 months in all the 
cases. The patients have been followed up for 2 
years, and they are now in good health. 

Postoperative Acute Pancreatitis. D. Telford. 
Canad. J. Surg. 2:22-28 (Oct.) 1958 [Toronto]. 

The first of the 2 patients with postoperative 
acute pancreatitis was a 69-year-old man, in whom 
laparotomy confirmed the suspicion of chronic 
relapsing pancreatitis. Intraluminal exploration of 
the common bile duct revealed a stricture at its 
termination. This stricture was dealt with by trans- 
duodenal sphincterotomy. Postoperative progress 
was satisfactory for 24 hours. Then the patient be¬ 
came restless and complained of moderately severe 
abdominal pain. Within 12 hours the pain became 
excruciating, steady, and radiating. The return 
from the gastric suction was copious. The abdomen 
was tender, guarded, and silent. The differential 
diagnosis of postoperative complications included 
coronary thrombosis, rupture of the duodenotomy 
suture line, and acute pancreatitis. A serum amy¬ 
lase value of 64 units per 100 cc. (Windlow method) 
made the last diagnosis most likely. Treatment in¬ 
cluded administration of oxygen, fluids (intrave- 
nousl)'), blood, and meperidine (Demerol) and con¬ 
tinuous Levin tube suction, but the patient died. 
Autopsy revealed hemorrhagic pancreatic necrosis 
in the head and body of the pancreas, with exten¬ 
sive necrosis of the retroperitoneal and mesenteric 
fat. There was no obstruction to the ducts of Wir- 
sung or Santorini. 

In the second patient, a man, aged 50 years, the 
preoperative diagnosis of duodenal ulcer with pene¬ 
tration into the pancreas was confirmed at opera¬ 
tion. Acute pancreatic edema developed in this 
patient. The most significant feature was the com¬ 
paratively mild nature of the symptoms. The case 
demonstrates how easy it is for this entity to go 
unrecognized unless the disease is constantly kept 
in mind. Determinations of the serum and mrinary 


amylase assist in the diagnosis and should be per¬ 
formed on the slightest suspicion of acute pan¬ 
creatitis. Prevention is a challenge. Mobilization of 
the stomach, when there is a large gastric ulcer 
penetrating into the pancreas, requires special care. 
Sharp dissection is permissible down to the point 
where the stomach and pancreas are apparently 
inseparably fused, but beyond this point blunt 
dissection is to be preferred. Operation for duo¬ 
denal ulcer may be traumatic to the pancreas. 
Deeply penetrating ulcer,- associated with much 
periduodenitis, may have to be left intact. 

The treatment of postoperative acute pancreatitis 
is usually medical. It must be compatible with 
other necessary postoperative measures. Frequent 
assessment of the patient’s condition and willing¬ 
ness to adjust or supplement established therapy 
are important. Meperidine, which causes less 
spasm of the sphincter of Oddi than morphine, is 
the best drug for the relief of pain. If shock is 
present, meperidine is administered intravenously. 
Amyl nitrite may be of help if no shock exists. 
Procaine blocks may be employed. Supportive 
therapy includes the administration of fluids in¬ 
travenously, also of electrolytes, blood,' calories 
insulin, antibiotics, and oxygen. Suppression ol 
pancreatic secretion is advisable. Oral feedings are 
witliheld, and nasogastric suction is established 
An anticholinergic drug, such as methantheline 
(Banthine) bromide, is administered intravenously 
Insulin is given to combat hyperglycemia, a con 
dition which can cause overstimulation of the 
islet cells. 

Surgical Correction of Defective Absorption ol 
Vitamin Bia in a Child. W. C. Quinby Jr. and ]. J 
McGovern. New England J. Med. 259:755-7® 
(Oct. 16) 1958 [Boston]. 

Megaloblastic anemia due to vitamin Bi^ de¬ 
ficiency may occur in patients with lesions of the 
intestine, but the reviews of this subject include 
very few examples in infants or children. The 
present report describes the syndrome in a child 
The girl was born with extensive ileal atresia ane! 
incomplete rotation of the cecum. She survived 
resection of the atresia with end-to-end jejunocolic 
anastomosis but showed malnutrition, maldevelop- 
ment, increasing abdominal distention, episodic 
diarrhea, and occult blood in the stools. Roent¬ 
genologic examination disclosed progressive en¬ 
largement of a jejunal segment proximal to the 
anastomosis. Resection and reconstitution of the 
jejunocolic anastomosis at 4 years of age was not 
beneficial. At 5% years of age megaloblastic anemia 
due to vitamin Bj^ deficiency developed. The 
anemia responded to treatment with vitamin Bi: 
administered intramuscularly, after which the en¬ 
larged jejunal loops were resected and the colon 
was reanastomosed to a normal-sized jejunum. T "0 
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areas of adhesion of the enlarged loops to the liver 
were the only obstructive mechanisms recognized 
at any time, and shallow mucosal ulcerations were 
found near one of them. 

Now at 8 years of age the patient has shown im¬ 
proved nutrition, growth, development, and in¬ 
testinal function. Diarrhea has subsided, and occult 
blood has gradually disappeared from the stool. 
Hematological values, including the serum vitamin 
Bi 2 level, have remained normal for 27 months. 
Appro.ximately 70 cm. of jejunum remains to pro¬ 
vide function of the small intestine. Fecal-e.xcretion 
tests with radiocobalt (Co"") labeled vitamin Bi^ 
indicated that the greatly dilated segments of 
jejunum induced a megaloblastic anemia through 
interference with vitamin Bjo absorption. The con¬ 
clusion has been strengthened by the chnical and 
hematological improvement that followed e.xcision 
of these segments. 

Reversibility of Frcgaiigrene in the Severely Ischae¬ 
mic Limb. A, W. Humphries, V. G. Dewolfe and 
F. A. Lefevre. J. Bone & Joint Surg. 40A:9S3-993 
(Oct.) 1958 [Boston]. 

Interference with blood flow to an e.xtremity may 
be sudden or gradual. Sudden occlusion may result 
from an embolus, which generally arises within 
the heart, or it may result from the superimposition 
of tluoinbosis in situ upon an e.xisting arterioscle¬ 
rotic area of the artery. In either event sudden total 
occlusion of the main artery results in an ischemic 
limb. In certain instances lumbar sympathetic 
bloclcs may permit the development of enough 
collateral circulation to maintain the life of the 
limb, but usually collateral vessels do not have time 
to enlarge before death of the limb occurs and 
amputation must ensue. In these severely ischemic 
limbs early arterial surgery is imperative. Tliis con¬ 
sists of embolectomy or thrombectomy, with repair 
of the vessel if the quality of the artery is good, or 
replacement of certain portions of it by arterial 
graft if the vessel is too sclerotic for repair. 

Results of grafts in 71 consecutive patients witli 
ischemic limbs are compared with a similar con¬ 
secutive series of sympathectomies for ischemia 
performed prior to the advent of arterial grafting. 
Any procedure other than amputation represents a 
saved e.xtremity. When looked at in this light, sym¬ 
pathectomy was a useful and efficient procedure, 
since only 38% of the 66 patients required amputa¬ 
tion during a follow-up period of up to 7 years. The 
best results were obtained in patients who had only 
rest pain. The patients having ulcer, gangrene, and 
acute occlusion did not do well. In this series, 44% 
of the patients were improved and 18% remained 
the same, while in 38% amputation was done. This 
is a salvage rate of approximately 50%. Only 3 of 
29 patients in whom definite improvement was 


obtained achieved normal limbs; the remaining 26 
patients were relieved of rest pain, but all had 
claudication to some extent. 

The follow-up period in the patients in whom 
grafting was done ranged up to 4 years. As in the 
sympathectomy series, the best results were ob¬ 
tained in patients witli rest pain, since the arterial 
disease was not so far advanced as it was in the 
other groups. Of the 32 patients in whom improve¬ 
ment was gained in the group with rest pain, 26 
had normal limbs, and only 6 still had claudication. 
This is essentially the reverse of the results in the 
sympathectomy group. Also, in the patients who 
had ulcer, gangrene, or acute occlusion, a much 
higher percentage of the patients not only retained 
their limbs but also did not have claudication; 
therefore, the number of amputations was much 
lower. In this series, 82% were improved (66% with 
normal limbs) and 6% remained the same, while in 
only 12% was amputation done. Also, with grafting 
the results in diabetic patients were essentially the 
same as in nondiabetic patients. The authors do 
not discount sympathectomy, feeling that it has a 
definite place in the h-eatment of the ischemic 
limb. Nevertheless, when arterial grafting can be 
accomplished, the results from grafting are far 
superior to those from sympathectomy. 

Carcinoma of the Stomach, C. E. Welch and E. W. 
Wilkins Jr. Ann. Surg. 148:666-681 (Oct.) 1958 
[Philadelphia]. 

From 1947 to 1956, inclusive, 637 patients witli 
cancer of the stomach were admitted to the Mas¬ 
sachusetts General Hospital in Boston, Palliative 
resections were carried out in 153 of the patients, 
with a mortality of 24%; and resections for cure 
were performed on 274 of the patients, with a mor¬ 
tality of 8.7%. The following percentages were the 
mortality rates in the various resections for cure: 
in subtotal distal resections, 8.2%; in subtotal pro.xi- 
mal resection, 7.0%; in total gastrectomy, 14.5%; 
and in extended total gastrectomy, 15.4%. During 
the period from Jan. 1, 1947, to Jan. 1, 1953, 380 
patients with carcinoma of the stomach were ad¬ 
mitted. There were 49 who survived 5 years, of 
whom 7 are known to have died later of cancer. 
The over-all 5-year survival rate was 12.9%. The 
5-year survival rate was 49% for those patients who 
had a distal subtotal gastrectomy and survived 
operation, 14% with proximal gastrectomy, 11% 
with total gastrectomy, and 18% with extended 
total gastrectomy. 

Factors that affected this improvement in re¬ 
sults include: {a) earlier diagnosis, particular at¬ 
tention being paid to those patients with supposed¬ 
ly benign ulcers, polyps, or pernicious anemia; 
(h) an increased number of operations; and (c) more 
radical resections, particularly for cancer involving 
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other organs by direct extension. The most'iinpor- 
tant factor in prognosis is the nature of the-tumor 
itself. Size, location, penetration of serosa, micro¬ 
scopic appearance, and present or absence of metas¬ 
tasis are all of value in the determination of the 
prognosis. 

It is suggested that cancers of the distal part of 
the stomach are treated adequately by subtotal 
distal resection, since 47% of those surviving such 
resections for cure were living 5 years later; further¬ 
more, when lymph nodes had not been invaded, 
the 5-year survival rate was 63%. For large cancers 
of the cardia or entire stomach, the preferable 
operation appears to be total gasti-ectomy with 
splenectomy and hemipancreatectomy; however, 
the mortality rises with the extent of the procedure. 
Small cancers obsb-ucting the cardia, particularly if 
they arise in a hiatus hernia, may be treated by 
proximal subtotal gastrectomy. 

Treatment of Short Esophagus with Stricture by 
Esophagogastrectomy and Antral Excision. F. H. 
Ellis Jr., H. A. Andersen and O. T. Clagett. Ann. 
Surg. 148:526-536 (Oct.) 1958 [Philadelphia]. 

The authoi's use the term “short esophagus” to 
describe a condition in which the esophagogastric 
junction lies above the diaphragm and cannot be 
restored to its normal position below the dia¬ 
phragm. In the vast majority of instances this con¬ 
dition follows a sliding esophageal hiatal hernia of 
long duration. Reflux of acid peptic juice into the 
esophagus leads to inflammation, fibrosis, shorten¬ 
ing, and frequently stricture of the esophagus. A- 
similar set of circumstances can be initiated by any 
operative prc'cedure that destroys the esophago¬ 
gastric junction and allows free regurgitation of 
acid peptic juices into the esophagus. At the Mayo 
Clinic, esophagogastrectomy and antral e.xcision 
were done on 27 patients with esophageal shorten¬ 
ing. The majority of patients also had esophageal 
stricture. The disease followed a sliding esophageal 
hiatal hernia in 24 patients and cardioplasty in 3. 

One death occurred in the hospital after the 
operation. Two patients were operated on too re¬ 
cently for evaluation. The status of the remaining 
24 patients was evaluated by reexamination in 18 
and by letter in 6. All but one were relieved of 
their preoperative symptoms. When the over-all 
status of the patient was considered, 22 had a 
good or an excellent result. But 8 of these patients 
had some mild postoperative sjunptoms, and one 
or more of the following were present: nausea, 
vomiting, anorexia, regurgitation, and diarrhea. 
The regurgitation in one patient was so trouble¬ 
some that he was classified as having only a fair 
result. Measurement of gastric acidity revealed 
-that all tlie patients studied were achlorhydric 
after a test meal and after the administration of 
insulin; free acid was occasionally recovered after 
administration of histamine. Fecal excretion of 


fat-was increased, an. average of 15.1% of ingested 
fat being excreted over a 6-day period when, pa¬ 
tients were fed a diet containing 100 Gm. offal 
daily. Esophagogastrectomy combined with antial 
excision is satisfactory for the treatment of ceilam 
patients with a short esophagus who fail to I^ 
spond to medical management. A short esoph¬ 
agus with stricture is the chief indication for the 
use of this procedure. A less extensive operation 
may suffice in the absence - of stricture, massive 
bleeding, or deep esophageal ulceration with de¬ 
struction of the integrity of the esophagogastric 
junction. 

Results of Three Methods of Therapy for Massive 
Gastroduodenal Hemorrhage: A Statistically Valid 
Comparison. K. E. Karlson, I. F. Enquist, C. Dennis 
and S. Fierst. Ann. Surg. 148:594-605 (Oct.) 195!: 
[Philadelphia]. 

The first of the 3 therapeutic methods selected 
for study was the nonsurgical regimen which in¬ 
cluded bed rest, feeding of a gelatin-milk mixture 
every 2 hours, and mild sedation. Transfusion was 
given only for air hunger and evidences of cerebral 
or myocardial hypoxemia or for blood pressure 
below 80 mm. Hg systolic, arid then in 250 cc, 
amounts only. The second method was immediate 
operation. A three-quarter gastrectomy was under 
taken in every patient in this group as soon as the 
patient had been evaluated and preoperative prepa¬ 
ration had been accomplished. Transfusion-should 
be -continued until blood pressure and pulse are 
normal or until • it. is felt that a^ further improve¬ 
ment will not occur preoperatively. Preoperative 
preparation should not require more than 12 hours, 
In the third method, the selective operative regi¬ 
men, several factors, such as age, the presence of 
arteriosclerosis, previous massive hemorrhage, and 
failure of transfusion, were considered in deciding 
on surgical treatment. All patients, 50 years of age 
or older, patients with severe arteriosclerotic 
changes in eyegrounds, the aorta, or peripheral 
arteries, and patients who had a history of previous 
hemorrhage from the stomach or duodenum suf¬ 
ficient to cause clinical shock were operated on 
immediately. In case of failure of transfusion to 
combat shock, patients were transfused with 1,500 
ml. of whole blood as soon as possible, and, if shock 
persisted, transfusion was continued if possible, 
and operation was performed. The operation used 
in all cases was a 75% gastric resection with short 
loop, retrocolic Hofmeister-Polya gastrojejunos- 

Of 239 patients with upper gastrointestinal bleed¬ 
ing, 130 met all the criteria for -admission to the 
“therapy group” and were managed by one of the 
3 described metlrods. Fifty-eight were in the iion- 
operative. group, 37, in. the “immediate operative 
group, and 35 in the “selective operative group- 
The mortality rate was 14% in each of the 3 groups- 
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Althoiigli in (liis study the operative tlierapy for a 
single episode of inassi\'e upper gastrointestinal 
bleeding was identieal with that of nonoperative 
therapy, the patient mortality might be lower in 
the operati\’e group, because these patients are 
usually not subject to further episodes of massive 
bleeding, whereas those not operated on may have 
a recurrence of massive hemorrhage. No patient 
who lost less than 40% of the calculated normal 
total circulating red blood cell ma.ss died of e.v- 
sanguinating hemorrhage. Tin’s indicates that mor- 
talit)' figures based upon groups of patients who 
have lost less than 40% of their normal red blood 
cell mass are less significant than those based upon 
groups of patients who have lost at least 40%. 

Technical Surgical Factors Which Enhance or 
Minimize Postgastrectom)’ Abnormalities. AV. E. 
Abbott, H. Krieger and S. Levev. Ann. Surg. 148: 
567-593 (Oct.) 195S [Philadelphia]. 

The authors made studies on 15 normal vol¬ 
unteers and 85- patients, the latter Having under¬ 
gone gastric operations from S days to 7 years 
previously. The aim was to e\'aluate the changes 
in gastrointestinal function after various operations 
for the treatment of peptic ulceration. A barium- 
food mi.\ture was prepared by adding food equiva¬ 
lent to an average breakfast to 75 Gm. of barium 
sulfate and mi.ving it in a blender. The food con¬ 
sisted of 60 cc. of orange juice, 60 cc. of coffee, a 
slice of toast with a pat of butter, a soft-boiled 
egg, and a pinch of salt. A roentgenogram of the 
abdomen was first made in the upright posture to 
ascertain the proper position for the visualization 
of the diaphragm and upper abdomen. Then the 
barium-food mi.\'ture was ingested, and upright 
films of the abdomen were obtained 1 minute later 
and after 10, 20, 30, 45, and 60 minutes. The pa¬ 
tient was not permitted to lie down during this 
period. In most instances studies were obtained 8 
to 12 days postoperatively and often from 3 months 
to 4 years later. Additional studies carried out in 
some of the patients included an oral glucose toler¬ 
ance test, determination of plasma volume (while 
resting, after ambulation, and after ingestion of 
hj'pertonic glucose solution), of body weight 
changes, and of fecal nitrogen and fat (while the 
patient was on a constant diet). The daily caloric 
consumption was frequently determined, and, if 
anemia occurred, its type and cause were investi¬ 
gated. 

Since recurrent ulceration is now comparatively 
rare after surgical ti'eatment, attention should be 
focused on the avoidance of other sequelae. The 
authors found that as regards the rate of gastric 
emptying, although the size of the anastomotic 
stoma was important, the position and possibly the 
mucosal folds and other factors were also impor¬ 
tant. Often the function of the stoma cannot be 


correlated with the stomal size as estimated bj' the 
surgeon. Stomal function is best studied by roent- 
genographic methods. “Dumping” refers to rapid 
gastric evacuation, which may be associated with 
(fl) anore.via that leads to a decreased food intake 
resulting in undernutrition, (b) vasomotor sjonp- 
toms, and (c) diarrhea. Dumping and insufficient 
nutrition have been observed after gastroenteros¬ 
tomy and vagotomy and with subtotal gasti'ectomy 
and gastroduodenostomy or jejunostomy with and 
without vagotomy. In each instance the results 
could be correlated with the size of the stoma and 
the rate of gastric emptying, as shown by the 
barium-food x-ray studies. The best results were 
seen in patients who had a small stoma and a gastric 
emptying time approximating that of normal sub¬ 
jects. The internal diameter of the stoma should 
probabh' not exeeed 2 cm. 

Recent studies have shown that there are many 
factors which govern the presence or absence as 
well as the type and severity of symptoms asso¬ 
ciated with dumping. Distention and stasis in tlie 
stomach or afferent loop may produce s>Tnptoms 
that are comparable to those seen with dumping. 
The symptoms may be exaggerated w'hen the pa¬ 
tient assumes the recumbent posture. The barium- 
food study is helpful in differentiating the under¬ 
lying cause. The following examinations are 
deemed necessary for complete evaluation of the 
results of the various operations: (1) rate of gastric 
emptying and small intestine transit time deter¬ 
mined by roentgenography; (2) patient’s daily 
caloric intake estimated by means of a weigh-back 
diet; (3) testing for postprandial hypoglycemia and 
latent symptoms associated with dumping by the 
oral administration of hypertonic glucose; (4) blood 
counts (should the patient be anemic, the cause 
should be deteiTnined); and (5) gastric analysis with 
histamine and/or insulin stimulation. The authors 
obtained the best results in patients who had a 
hemigastrectomy, vagotomy, and a small stoma 
gastrojejunostomy. 

Pulmonary Resection for Tuberculosis Under Pro¬ 
tection of Viomycin, Promizole and Pyrazinamide. 
W. R. Webb and K. Sparkulil. Dis. Chest 34:484- 
495 (Nov.) 1958 [Chicago]. 

The authors report on 32 patients with pul¬ 
monary tuberculosis who had open positive lesions 
xvith bacilli proved or presumptively resistant to 
streptomycin, aminosalicylic acid, and isoniazid. 
Thirty-five pulmonary resections were performed 
on these patients, each patient being placed on 
viomycin in combination with thiazolsulfone 
(Promizole) or with pyrazinamide, a potent syn- 
tlietic derivative of nicotinic acid, for a 2-week 
period preoperatively and for about 3 months post¬ 
operatively. The usual doses administered were 
2 Gm. of viomycin twice a week, 1 Gm. of thiazol- 
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sulfone 4 times daily, and about 500 mg. of pjTa- 
zinamide 4 times daily. During this period strep¬ 
tomycin, aminosalicylic acid, and isoniazid in the 
combinations which the patients had been receiv¬ 
ing were maintained for whatever value they 
might possess. It was thought that this gi'oup of 
patients became resistant to the original chemo¬ 
therapy because of various mechanical obstructing 
factors which tended to keep cavities open. Hilar 
fibrosis and e.Ktensive peribronchial l^unphade- 
nopathy produced bronchiectasis, bronchostenosis, 
tension cavities, and carnified parenchj'ma. These 
would prevent cawty closure regardless of the 
nature or duration of antibiotic therapy employed 
and thus allow the development and persistence 
of resistant bacilli. 

Of the .32 patients operated on, 4 died; none of 
the deaths was related to the resistant bacilli or 
drug status. One patient had a massive pulmonary 
embolus while on the operating table; a second 
died on the 20th postoperative day of pulmonary 
emboli proved by autopsy; the third death resulted 
from pulmonary circulatory insufficiency 6 days 
after resection; and the fourth patient died of 
myocardial failure with pulmonary edema on the 
first day after resection. There was no broncho¬ 
pleural fistula, empyema, or postoperative spread. 
Of the 28 surviving patients who had been fol¬ 
lowed for from 6 to 36 months, 2 had ah early and 
1 a late reactivation. Three additional patients had 
late bacteriological relapses but have subsequently 
been negative for more than one year. Thus, 22 
patients have never shown postoperative activity', 
and 26 may now be classified as arrested or in¬ 
active. Viomycin combined with either thiazol- 
sulfone or pyrazinamide appears to offer satisfac¬ 
tory temporary protection for excisional surger^Ain 
patients with pulmonary tuberculosis. Nonetheless, 
thiazolsulfone has not been used since the avail¬ 
ability of the more potent pjorazinamide. 

Case of Infantile Ulcerative Colitis. I. Coll and 
D. L. Stevenson. Brit. M. J. 2:952-954 (Oct. 18) 1958 
[London]. 

The authors report on a male infant who at the 
age of 3 weeks first showed symptoms of ulcerative 
colitis, i. e., persistent diarrhea, the fecal discharges 
containing blood and mucus. A barium-enema ex¬ 
amination showed that the descending ahd proximal 
sigmoid portions of the colon were extremely 
irritable, resulting in rapid return of the enema. 
Filling of the colon was obtained only as far as 
the hepatic flexure. There was persistent spasm 
of the wall of the descending colon, and the mucosa 
of the sigmoid and descending colon appeared 
thickened. - Sigmoidoscopy witli the aid of anes¬ 
thesia revealed a rectum half filled with blood¬ 
stained fluid. The mucosa was inflamed, but no 
ulcers were seen. Laparotomy, which was per¬ 


formed 3 weeks after admission to hospital, re¬ 
vealed the whole of the sigmoid colon as being 
dilated and thickened. A definitive diagnosis of 
ulcerative colitis, involving the descending colon, 
.sigmoid colon, and proximal rectum, was made. No 
further operative procedure was carried out, but 
cortisone therapy was started, with a daily dose of 
50 mg. as a preliminary measure, with the prowso 
that, if this therapy was not effective, resection 
would have to be carried out. Three months later 
there was no marked improvement, and when ad¬ 
ministration of cortisone was discontinued, the in¬ 
fant’s health began to deteriorate rapidly. A resec¬ 
tion of the left-sided third of the transverse colon, 
descending colon, and sigmoid colon with an end- 
to-end anastomosis was then performed. The pa¬ 
tient made an uneventful recovery; 16 months after 
operation he had gained over 14 lb. (6.4 kg.) in 
body weight and was having 2 bowel movements a 
day without any blood or mucus. 

Relationship of Polyps of the Colon to Colonic 
Cancer. J. S. Spratt Jr., L. V. Ackerman and C. A. 
Moyer. Ann. Surg. 148:682-698 (Oct.) 1958 [Phila¬ 
delphia]. 

The concept that adenomatous polyps of the 
colon are precancerous growths is widely accepted. 
The evidence in favor of tlie concept is circum¬ 
stantial and consists of (1) the detection of cellular 
populations within adenomatous polypoid masses 
in the colon that possess the histological character¬ 
istics of cancer and (2) the seeming concordance 
of the distributions of adenomatous polyps and of 
cancers in the colon, both being most numerous in 
the rectum and sigmoid and least numerous in the 
transverse colon. With regard to the location of 
cancer cells, polyps of the colon are of 2 types; in 
one the neoplastic cells are located in the stalk as 
well as in the body, and in the other they are lo¬ 
cated only within the polj'p, the stalk not contain¬ 
ing any. Although the type of carcinoma which is 
excluded from the stalk of the polyp may have all 
tlie histological appearances of cancer, it does not 
behave biologically as cancer. The authors studied 
records of 243 patients from whom single colonic 
cancers were removed at the Barnes Hospital, St. 
Louis, between June 1, 1952, and Dec. 31, 1955. 
Fifty-three of them had colonic adenorhatous 
pohqrs in addition to the cancer, and 190 did not 
bear any polyps in the segment of colon removed 
and none were evident upon sigmoidoscopic, palpa- 
tor\% and roentgenographic e.xaminations of the 
remainder of the colon. The positions of all the 
polyps and carcinomas found within the colon 
were mapped. 

The autliors found that tlie frequency distribu¬ 
tions of adenomatous polyps and cancers in the 
colon were not congruent. Adenomatous polyps 
were more evenly distributed tliroughout the colon 
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tlian canccr-s were, and the unit percentile fre¬ 
quencies of cancer.s were higher than those of 
polyps in the cccnm, sigmoid colon, and rectum 
!Uid lower than fho.se of polyps in the other parts 
of the colon. The frequency of cancer per unit 
length of cecum was the same as it was in the 
rectum and higher than it was in the sigmoid. In¬ 
dividual adenomatous polyps associated with 
colonic cancers were not randomly distributed 
.above and helow the respective cancers as they 
should be if colonic cancers had adenomatous 
polyps as their predominant loci of origin. In the 
right colon 20 of 26 polyps were located distal to 
their associated cancers, and in the rectum and 
sigmoid 68 of 92 polyps Were located pro.ximal to 
their respective cancers. The frequencies of occur¬ 
rence of adenomatous yrolyps were the same in 
cancerous and noncancerous colons of persons over 
50 years of age. 

The locational frequencies of carcinoma of the 
colon in patients with familial polyposis were not 
different from those of cancers in colons without 
polyps. Among 425 adenomatous polyps 43 con¬ 
tained cellular populations having the microscopic 
appearance of cancer, with only one of the 43 
h.iving the abnormal cells questionably infiltrating 
the stalk of the polyp. Among 325 cancers of the 
colon no residuum of an adenomatous poljqr was 
seen. These observations are not compatible with 
the theor)' that adenomatous polyps degenerate 
into infiltr.ating, metastasizing carcinomas of the 
colon. The observed frequencies of occurrence of 
minute infiltrating adenocarcinomas arising in non- 
polypoid colonic mucous membranes are adequate 
to account for the annual incidence of carcinoma 
of the colon of 45 per 100,000. 


NEUROLOGY & PSYCHIATRY 

Circumstances Surrounding Complications of Cere¬ 
bral Angiography: Analysis of 546 Consecutive 
Cerebral Angiograms. D. R. Coddon and H. P. 
Krieger. Am. I. Med. 25:580-589 (Oct.) 1958 [New 
York]. 

The authors review and analyze the circum¬ 
stances surrounding the complications which at¬ 
tended 546 consecutive angiographies performed 
at Mount Sinai Hospital, New York, between July, 
1952, and December, 1956. Of tbe 546 arteriograms, 
530 were performed by tbe percutaneous technique. 
In the 16 remaining cases the common carotid was 
e.xposed and cannulated either because of failure 
to puncture the artery by the percutaneous method 
or because of contemplated ligation of the artery. 
The injections were of 10 to 12 cc. of 35% Diodrast, 
e.\cept for 6 injections of 50 to 100 cc. of 70% 
Urokon via the antecubital vein. These 546 pro¬ 
cedures were perfonned on 483 patients. A com¬ 
plication is defined, for the purposes of this study. 


as any objeetive detrimental alteration in the pa¬ 
tients well-being within the first 24 hours after 
arteriography. A total of 109 complications occurred 
in this series. More than 90% were manifested 
during or just after the procedure. These compli¬ 
cations occurred in 86 patients (17%), giving an 
over-all complication rate of 22% in relation to the 
total number of patients or 19% of the total number 
of arteriograms. 

Two factors were chiefly associated with the 
occurrence of serious complications: (1) depression 
of consciousness and (2) progression of neurological 
signs. No relationship between the cardiovascular 
and hypertensive status of the patient and the oc¬ 
currence of a complication was demonstrable. One- 
fourtb of tbe patients with aneurysm suffered a 
serious complication; no apparent cause for this 
high rate was found. Of the nonfatal complications, 
0.8% were permanent. In only one patient did 
death appear to be directly attributable to the 
procedure. In 7 cases the relation of the procedure 
to the ultimate death of the patient was probably 
not causal. Arteriography must be evaluated with 
regard to the incidence and severity of such com- 
irlications. In this series 80% of the arteriograms 
gave diagnostically useful information. The authors 
conclude that in selected cases cerebral arteriog¬ 
raphy provides diagnostic information which out¬ 
weighs the risk of comijlication. 

Psychological Implications and Effects of Insulin 
Therapy. M. Rosenthal and L. A. Schwartz. J. Nerv. 
& Ment. Dis. 127:232-237 (Sept.) 1958 [Baltimore]. 

The studies described were designed to compare 
the relative effectiveness of deep-coma and sub¬ 
coma insulin therapy in a clinical setting offering 
similar psychological and extra-ti'eatment condi¬ 
tions. The use of the Multidimensional Scale for 
Rating Psychiatric Patients (MSRPP) offered an 
opportunity for symptom cluster analysis and made 
it possible to measure, in a relatively objective 
fashion, the areas of psychopathology for which 
insulin treatment was effective. This scale was 
used for pretreatment and post-ti-eatment com¬ 
parison. Twenty-seven hospitalized schizophrenic 
patients selected as suitable candidates for deep- 
coma insulin treatment were assigned randomly 
to either deep-coma or subcoma treatment. The 
authors found that the results of these studies pro¬ 
vided further support for their previous research, 
namely, that subcoma is as effective as deep coma 
induced by insulin. Subcoma insulin treatment has 
a number of advantages over deep-coma insulin 
treatment. The possible risks involved are reduced 
considerably. Cooperativeness is more easily ob¬ 
tained, and the patient is more amenable to psy¬ 
chotherapy. Fewer contraindications to treatment 
exist, and personnel needs are reduced. Finally, 
the e.xpense of treatment per patient is less. 
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The use of insulin coma therapy has fallen off 
considerably, and many psychiatric facilities no 
longer mahe it available. The results obtained by 
these authors indicate that benefit may frequently 
be obtained from subcoma levels of insulin. Tlie 
results of the comparison of deep-coma and sub¬ 
coma insulin therapy point increasingly toward an 
explanation of insulin effectiveness which includes 
the psychological conditions and impact of the 
total treatment setting. It is felt that the study con¬ 
firms once more the effectiveness of insulin treat¬ 
ment in ameliorating schizophrenic symptoms and 
also demonstrates the usefulness of tlie MSRPP in 
measuring the psychological effects of a somatic 
treatment. It is suggested that it might be of con¬ 
siderable value to conduct controlled clinical stud¬ 
ies with die various tranquilizing drugs, utilizing 
the MSRPP as one of the main instruments to 
evaluate the psychological effects of this hqie of 
somatic treatment. 


GYNECOLOGY & OBSTETRICS 

Vaginal Metastases of Endometrial Carcinoma. 
L. A. Arrighi and R. Inza, Semana med. 65:351-354 
(Aug. 21) 1958 (In Spanish) [Buenos Aires]. 

Two hundred twenty-six women with endo¬ 
metrial carcinoma u'ere observed during the last 
25 years at the gynecologic clinic of the University 
of Buenos Aires. Seventeen of these patients (7.5%) 
had vaginal metastases. The myometrium was al¬ 
ready involved in all cases. In 10 patients the 
endometrial and ..vaginal lesions developed simul¬ 
taneously. The vaginal metastases were multiple 
in 7 cases and solitary in 3. Multiple metastases 
were associated with metastases of the inguinal 
l>'mph nodes, the pelvic bones, and several other 
structures. The metastases occupied the lower 
third of die vagina in the majoritj' of the cases. In 
7 cases there were no metastases when the endo¬ 
metrial lesion was diagnosed. Metastases appeared 
beriveen 6 months and 2 years after a total adne.xo- 
hysterectomy. Simultaneously with late vaginal 
metastases there were metastases of the inguinal 
l}'mph nodes, the pelvis, and the -voilva. Vaginal 
metastases appeared in all cases in the form of 
submucous nodules which undenvent infiltration, 
granulation, and transformation into extensive 
bleeding ulcers. 

Histological examination of the tumors and their 
metastases showed cylindrical carcinoma in IS 
cases, nondifferentiated carcinoma in 2, and basal¬ 
cell carcinoma in 2. Three patients who were in 
advanced stage of endometrial cancer had no treat¬ 
ment. In the remaining 14 patients the treatment 
consisted of intrauterine and vaginal radium ther¬ 
apy or of adnexohysterectomy followed by roent- 
genotherap}^ All the patients but 2 died within 


the first year after starting treatment. They died 
as a result of aggravation caused by metastases 
other than vaginal. The 2 survivors are living 10 
years and 1 year, respectively, after treatment, The 
patient who has survived 10 years had a solitars’ 
vaginal metastasis complicating endometrial car¬ 
cinoma. She had a total adnexohysterectomy fol¬ 
lowed by \’aginal application of radium. 

Sex Hormones and Mammary Cancer: Experience 
with Durabolin. J. T. van der Werff. Brit. M. J. 
2:881-883 (Oct. 11) 1958 [London]. 

In recent years it has become clear that, after 
prolonged administration and even in cases which 
originally showed a favorable response, androgens 
in the end may stimulate tumor growth. This es¬ 
capes observation because the impression is gained 
that the preparation has ceased to have effect. Re¬ 
cent research shows that tlie body is capable of 
gradually converting certain androgens into estro¬ 
gens. This has long been suspected not only from 
the similarity- in structure of the estrogenic and 
androgenic steroids but also from the fact that 
androgen therapy produced an increase in estrogen 
excretion. It is clear, therefore, that for prolonged 
administration a steroid is needed which does not 
show this conversion and yet possesses the favor¬ 
able properties of the androgens used for the treat¬ 
ment of mammary carcinoma. Apparentlj' the new 
compound, norandrostenolone phenylpropionate 
Durabolin, compares favorably with testosterone 
propionate, until now the most important hormone 
for use in mammary carcinoma. It seems that con¬ 
version of Durabolin into estrogen is not so easy, 
or is perhaps even impossible, so that there is a 
possibility for more prolonged administration. In 
addition, it has an anabolic effect 12 times more 
powerful than testosterone propionate, and the 
calcium excretion in patients with bone metastases 
can be greatly reduced after administration, while 
the virilizing effect is far less pronounced. The 
duration of action is long, so that weekly injections 
of 25 mg. are sufficient. The preparation is well 
tolerated, and patients who show a favorable re¬ 
sponse feel much better, acquire a good appetite, 
and look well. 

Results obtained with Durabolin in 21 patients 
are presented. This group included 13 patients witli 
such generalized metastases that recovery could 
not be expected, and 8 of these 13 have died. In 8 
other patients the metastases were not yet very 
pronounced, but other conditions made the prog¬ 
nosis bad, and Durabolin was administered to im¬ 
prove this; all are still alive. In practically all die 
21 patients considerable improvement in the gen¬ 
eral condition was observed. This became manifest 
in alleviation of pain (which was sometimes very' 
severe as a result of bone metastases), in a good 
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appetite, aiul in a general sense of well-being. 
Durabolin is nsnally a powerful and long-acting 
palliative wbicb, owing to its slight virilizing ac- 
tioni is a real asset in the treatment of mammary 
cancer. 

Hydatidiform Mole: A Report of 4 Cases. R. C. 
Evans. Arizona Med. 15:722-726 (Oct.) 1958 [Phoe- 
ni.v]. 

Hydatidiform mole is rare, but 3 clinical cases 
were observed at a Phoenix (Ariz.) hospital in the 
course of 18 months when 7,500 deliveries took 
place. The 4th case concerned a woman who orig¬ 
inally had been treated at another hospital. The 4 
cases illustrate 3 types of hydatidiform mole and 
3 forms of treatment. In only one of the 3 cases 
first seen at the hospital was the uterus found larger 
than the expected gestational size. In the other 2 
cases the uterus was believed to be smaller than 
would be expected. Three of the 4 patients pre¬ 
sented themselves with s^maptoms of bleeding, and 
only the patient who was first treated elsewhere 
gave a historj' of passing the typical grape-like 
clusters of material. The first case represents a case 
of STOcytial endometritis, which is best treated by 
repeated curettage and close follow-up. The second 
case represents the hydropic degeneration of a 
placenta, with a uterus large enough to require 
hysterotomy. The third case is that of a true hyda¬ 
tidiform mole, again witli a uterus large enough 
to require hysterotomy. And the fourth case repre¬ 
sents a chorioadenoma destruens, vnth penetration 
into tile uterine wall and requiring hysterectomy 
for ultimate cure. 

Dangers of Oral Therapy of Diabetes During Preg¬ 
nancy. A. Lass. Geburtsh. u. Frauenh. 18:1167-1171 
(Sept.) 1958 (In German) [Stuttgart, Gennany]. 

As the result of careful supervision of the preg¬ 
nant woman who has diabetes, the mortality of 
mother and child has decreased, although that of 
the infant not to the same extent as that of the 
diabetic mother. Hypoglycemia appears to be one 
of the chief causes of fetal death. Tlie blood sugar 
level in the fetal circulation is lower than that in 
the maternal circulation, and that is why the fetus 
may die, even though the hypoglycemia in the 
mother is of a moderate degree. It is an advantage 
of the oral therapy of diabetes that in patients 
suited for this treatment hypoglycemic reactions 
are rare. For this reason it is important to ascertain 
whether the sulfonylurea compounds, such as car- 
butamide (BZ 55) or tolbutamide, are suitable for 
the treatment of diabetes during pregnancy. 

The author reports on a 40-year-old pregnant 
woman in whom diabetes had been observed dur¬ 
ing the early part of her second pregnancy. After 
she had been treated with insulin for about 3 


months, this treatment was replaced by the oral 
administration of carbutamide in daily doses of 
1.5 Gm. The patient was hospitalized in a precoma 
state (blood sugar, 390 mg. per 100 cc.) during the 
7th month of gestation. No fetal heart sounds were 
audible. Within a few hours after admission she 
was delivered of a stillborn child. Chemical investi¬ 
gations revealed a concentration of 1.8 mg. of car¬ 
butamide per 100 Gm. in the fetal liver, and this 
provided clear evidence that the drug had passed 
through the placenta into the fetal circulation. The 
woman had taken a total of about 150 Gm. of 
carbutamide since the third month of pregnancy. 
Although there is no definite evidence of a causa¬ 
tive relationshii? between the death of the fetus 
and the presence of the drug in the fetal liver, the 
possibility of such an interconnection cannot be 
ruled out. Oral antidiabetic treatment should, 
therefore, be avoided during pregnancy. 

Tuboplasty: Report of 8 Cases wth 8 Living Babies. 
W. R. Knight III. Texas J. Med. 54:728-734 (Oct.) 
1958 [Austin], 

The author believes that the poor operative re¬ 
sults in earlier reports on tuboplasty were mainly 
due to the inability to control infection and its 
sequelae, poor materials with which to work, and, 
above all, poor diagnostic methods with which to 
select cases. The general clinical examination for 
proposed tuboplastic procedures should be the 
same as in any sterility problem. It should begin 
with taking a complete history and making a gen¬ 
eral physical examination. Temperature graph, 
cervical smears, and endometrial biopsy should be 
obtained for proof of ovulation. Metabolism deter¬ 
minations with either basal metabolic rates or pro¬ 
tein-bound iodine determinations should be done, 
and even minor infractions should be corrected. A 
sperm count should be performed on the husband. 
Rubin’s test followed by hysterosalpingograms 
should be done. In most instances the latter is the 
key to decision as to whether to operate. .There 
must be relative proof that there is no active infec¬ 
tion present before a decision is made to perform 
tuboplasty. The white blood cell count, tempera¬ 
ture, and sedimentation rate should be normal. 

The histories of 8 women who underwent tubo¬ 
plasty are presented. Occlusions in most of them 
were due to infection, but in 2 they were due to 
salpingitis isthmica nodosa and in 1 to previous 
operative failure in a congenital defect. Of the 8 
patients operated on, 5 subsequently became preg¬ 
nant, with a total of 8 pregnancies and 8 live births. 
Only one patient was delivered by cesarean section. 
There were no ectopic pregnancies or abortions. 
Four operations were fimbrioplasties, 2 were comu- 
plasties, 1 was an anastomosis, and 3 were fimbri- 
olyses. Of the latter group, some were done jn 
combination with the other procedures. Tubal 
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patency was demonstrated in all S patients. Com¬ 
plications were few. The length of hospitalization 
averaged 8.6 days. One woman received a blood 
transfusion, and 7 women received antibiotic ther¬ 
apy for an average of 6 days. In all patients in 
whom splints were used, the administration of 
antibiotics was continued postoperatively by mouth 
for varying periods. Fimbrial occlusion from in¬ 
flammation was the most common form encoun¬ 
tered. This type of occlusion lends itself best to 
reconstruction and is followed by the highest preg¬ 
nancy rate. 

The Relief of Pain in Spasmodic Dysmenorrhoea 
by Bromelain. C. A. Simmons. Lancet 2:827-830 
(Oct. 18) 1958 [London]. 

Bromelain, a proteolytic substance extracted 
from the stem of pineapple fruit, was used over a 
period of 10 months in 65 female patients. Fi'eeze- 
dried preparations with the addition of water were 
employed, and the solution was poured into the 
vagina and allowed to bathe the cervix. Eighty-nine 
such treatments were giv'en without complications. 
In 23 of the 65 patients the drug was given a pre¬ 
liminary trial before surgical intervention or hy- 
sterosalpingography. In these patients the clinical 
effects of the drug occurred within a few minutes 
of its application; they consisted of softening of the 
cervix with increased vascularity. The cervical 
canal, as observed by roentgenography and con¬ 
firmed by palpation, dilated as far as the internal os. 
This remained finn except in 2 patients in whom 
it was physiologically incompetent. Relaxation of 
the uterine supports may account for the descent of 
the cervix in some patients. The vagina and cervix 
were cleared of mucus or discharge by the treat¬ 
ment. 

Thirtv patients witli spasmodic dysmenorrhea re¬ 
ceived 48 treatments. The results were good on 42 
applications; 6 applications failed to give relief, 
but probable reasons could be suggested for 5 of 
these failures. Ten patients with congestive dys¬ 
menorrhea and 2 with endometriosis received IS 
treatments. These patients obtained some relief if 
a spasmodic element had been present. The opti¬ 
mum time of application was just at the onset of, 
or shortly before, the period. In some patients relief 
persisted for as many as 4 cycles after treatment. 
Ovulation was not inhibited by the treatment. 
There was no evidence that Bromelain would be 
of use as an abortifacient; evacuation of the utei-us 
was not made easier by its application. The dra¬ 
matic effect of the drug on the colicky pain at the 
onset of the period is due, at least in part, to relaxa¬ 
tion of the smootli muscle of the cervLx. Perhaps 
Bromelain affects connective tissue as well as 
muscle, or possibly tire nerves may be affected and 
may take time to recover. 


PEDIATRICS 

The Treatment of Newborn Babies Afflicted with 
Hemolytic Disease Through Sensitization to the 
Rh Factor. M. Mayer, P. Ducas and A. Sriber. Arch. 
fran 9 . pediat. 15:857-895 (No. 7) 1958 (In French) 
[Paris]. 

The authors observed 174 babies born to women 
with the Rh factor who were previously sensitized 
by a pregnancy or a transfusion. Accidents related 
to isoimmunization can be preveirted by 2 measures: 
replacement transfusion and concurrent or isolated 
adrenocortical hormone therapy. Replacement 
transfusion should be practiced 4 to 6 hours after 
delivery. Usually the seriousness of the condition 
of the newborn infant precludes any hesitation 
about replacement transfusion, but there may be 
some difficulties in deciding. Symptoms of lesions 
of the nervous system may be nonspecific and are 
often the result of anoxia. There is some hesitation 
when the agglutinin level in the blood is relativel}' 
low. There is a parallelism between the number of 
agglutinins and the degree of fetal impairment. 
Nineteen deaths are cited, of which 16 occurred in 
babies whose mothers had titers of irregular anti¬ 
globulins of over 1:1,024. Among biological tests 
indicating replacement transfusion, the best is the 
bilimbinemia test. There should be an early and 
continued surveillance of the indirect bilirubinemia 
level, which should not exceed 20 mg. per 100 cc. 
Sometimes it is necessary to await this threshold 
before repeating replacement transfusion. Adreno¬ 
cortical hormone therapy is used alone or in asso¬ 
ciation with replacement transfusion. Used alone, 
it should be considered as an exceptional treatment 
reserved for the newborn infants who are too 
severely affected to undergo replacement transfu¬ 
sion or for those in whom the condition of erythro¬ 
blastosis is too minimal to necessitate an immediate 
decision for replacement transfusion. 

Hormone therapy used with replacement' trans¬ 
fusion is especially a supportive treatment. It was 
used in all cases in this series because of the infants 
good tolerance of it. A dose of 20 mg. given in 4 
administrations was most effective. It is preferred 
to give adrenocortical hormone therapy immedi¬ 
ately after birth rather than after replacement 
transfusion. Advantages that hormone therapy 
offer are a better protection against the effects of 
obstetric shock and consequently a better tolerance 
to replacement transfusion, a shortening (not con¬ 
stant) of the period necessary for the disappearance 
of icterus and the return of the level of bilirubi¬ 
nemia to its normal figure, a more rapid absorption 
of edema, a more constant regularization of the 
weight curve, and the disappearance of the Coombs 
sign. Cortisone and its derivatives have a debatable 
influence on hematopoiesis and on the prevention 
of lesions of the nervous system. Study of more 
series is necessary. 
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The iuithor.s prefer to interrupt pregnancy wlrcn 
dangers of sensitization are clearly present and 
particularly when there are complications of preg¬ 
nane)'. Intcrrnption avoids the last 6 weehs of 
pregnancy, the period which brings the most risks 
to the fetus. Premature babies arc less afflicted 
with erythroblastosis than babies who have reached 
term and who have suffered from prenatal anoxia. 
Anoxia and obstetric shock have serious conse¬ 
quences which may be combatted with digitalis 
treatment and neuroplegics. The majority of deaths 
occurring on the first day arc the result of cardiac 
insufficiency. The authors treated secondary infec¬ 
tions with combinations of penicillin and strepto¬ 
mycin or ganidan. Babies in this series were given 
liver extract, methionine, and vitamin 1V‘ for pro¬ 
tection against hepatic lesions. None of them had 
abnormal prolongation of icterus or bile retention 
or any indication of cirrhosis. 

There were 11 deaths (7.3%) among 150 babies 
born in the maternity department of Saint Antoine 
Hospital, Paris. They occurred in babies severely 
•affected with lesions of the nervous’a'nd pulmonary 
systems. Twenty-four babies were brought to Saint 
Antoine from other maternity centers. The majority 
of them arrived in very poor general condition, and 
11 died relatively soon after their admission. This 
large percentage of deaths was probably due to 
the delay in replacement transfusion. Long-range 
results of treatment are encouraging and include 
complete disappear.ance of signs of kernicterus and 
blood disease. 

Immediate Results of Replacement Transfusion in 
the Treatment of Hemolytic Disease of the New¬ 
born, T. Boreau and G. D.avid. Semaine hop. Paris 
34:2182-2185 (Aug.-Sept.) 1958 (In French) [Paris]. 

During the first 8 months of 1957, 186 infants 
were given 265 replacement transfusions at the 
Center for Blood Transfusion in Paris. The authors 
analyze the results, stating that their only modifica¬ 
tion of the technique consisted in practicing trans¬ 
fusion under neuroplegics. During the intervention 
Largactil was administered in an average dose of 
1.5 mg. per kilogram in 5 injections. After the inter¬ 
vention it was administered by mouth 3 times in an 
average dose of 1 mg. per kilogram during 3 hours. 
Since the danger zone of bilirubinemia is consid¬ 
ered to be 18 to 20 mg. per 100 cc., replacement 
transfusion,was practiced as soon as possible after 
birth in babies with clinical signs of hemolys'is. 
Indications for replacement transfusion were much 
rarer in those with hemolytic disease of the new¬ 
born in whom there was incompatibility of the 3 
blood groups, O, A, and B, than in those with 
incompatibility of the Rh factor. 

Immediate results of the replacement transfusion 
treatment were observed during the first 10 days 
of life. These pertained to mortality, to changes in 


icterus and level of bilirubin, and to disorders of 
the nervous system. No deaths occurred during the 
exchange among the 186 infants given replacement 
transfusions. The 3 types of complications ^arising 
during the. operation have common signs; these 
types arc hypocalcemia, which is proved by re- 
spon.se to injection of calcium; blood overloading, 
which is distinguished by the rales of pulmonar)' 
edema; and excessive withdrawal of blood, which is 
corrected by restoring the quantity of missing blood, 
usually 10 to 20 cc. There were no deaths among 
infants with hemolytic disease from OAB incom¬ 
patibility, but there was a mortality rate of 3.1% 
among those with hemolytic disease from Rh in¬ 
compatibility. Delay in transfusion of 12 hours or 
more resulted in 2 deaths among the 53 infants 
treated after such a dela)'. Among infants who 
received replacement transfusions early, death 
occurred in none of the 37 who had reached term 
at delivery, in 1 of the 23 who were spontaneously 
premature, and in 2 of the 47 who were born by 
induced delivery. This disease progresses rapidly, 
and results of replacement transfusion were quickly 
compromised when the exchange was not per¬ 
formed early. The possibility of serious affliction in 
utero justifies interruption of pregnancy in spite 
of a slight increase in postnatal risks. In this series 
prenatal mortality usually reached 20% among 
those with hemolytic disease, but it fell to 10% with 
the practice of induced delivery. 

It is rare that icterus increases to the point of 
necessitating additional replacement transfusion in 
OAB-tj-pe hemolytic disease, but in this series 36% 
of the infants with Rh-type hemolytic disease re¬ 
quired it. Risk of complications in the nervous 
system is much greater in hemolytic disease from 
Rh incompatibility. Signs of abnormality increased 
when transfusion was delayed. Ten per cent of the 
infants treated after the 12th hour presented signs 
of disorders of the nervous system. The only in¬ 
fants without signs were those delivered at term. 
A significant number of premature infants (5%) 
presented signs. It is impossible to evaluate the 
importance of these signs without the passage of 
more time, but they have generally been interpreted 
too quickly as indicative of kernicterus. 

Cbediak’s Anomaly of Leukocytes in Malignant 
Lymphoma Associated with Leukemic Manifesta¬ 
tions: Case Report with Necropsy. P. Efrati and 
W. Jonas. Blood 13:1063-1073 (Nov.) 1958 [New 
York]. 

The authors report the occurrence of Chediak’s 
anomaly of leukocytes in an 11-month-old boy with 
leukemic manifestations, who was admitted to the 
pediatric department of the Kaplan Hospital in 
Rehovoth, Israel, because of a febrile disease of 5 
days’ duration. On admission he was severely ill; 
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his temperature was 104 F (40 C). Laboratory 
studies revealed a gi'eatly increased number of 
leukocytes with immature and abnormal cells in 
the peripheral blood, anemia, and thrombocyto¬ 
penia. There was enlargement of the spleen, liver, 
and IjTTiph nodes. The infant was not an albino, 
and no pathological changes were noted in the 
skin. The parents were not related, and a second 
infant, a girl, was healthy. The patient was treated 
with daily injections of 600,000 units of penicillin 
and 40 mg. of corticotropin (ACTH), a transfusion 
of 150 cc. of whole blood, and infusions of sodium 
chloride solution and dextrose. The patient’s con¬ 
dition remained critical, and 5 days after admission 
he died with signs of anoxia. Autopsy revealed a 
malignant Ijunphoma of the lymph nodes with 
diffuse infiltration of all the internal organs. 

This case is the 4th of Chediak’s anoirialy re¬ 
ported in the literature. All 4 cases had in common 
enlargement of the spleen, liver, and lymph nodes 
and characteristic changes in the leukocytes— 
Doehle bodies in the neutrophils and inclusion 
bodies in the mononuclears. In tliis patient, in addi¬ 
tion to the giant eosinophilic granules in mature 
eosinophils described by Chediak, peculiar large 
mononuclear cells, often very young, were found; 
some of them contained inclusion bodies. These 
cells were believed to be malignant lymphoma 
cells that found their way into the blood stream. 
It is difficult to decide whether Chediak’s anomaly 
is a hereditary entity; the consanguinity of tlie 
parents in 2 of the 3 cases collected from the litera¬ 
ture and the abnormality in the leukocytes of other 
members of the family seem to strengthen this 
hypothesis. The other possibility is that one is deal¬ 
ing with a degenerative phenomenon in the leu¬ 
kocytes due to a systemic disease. The authors 
consider it possible that in all the reported cases 
there were generalized pathological changes in the 
reticulohistiocytary system. 

Prognosis in Legg-Perthes Disease, H. M. Broder. 
J. Pediat. 53:451-463 (Oct.) 1958 [St. Louis]. 

The author studied the records of 208 patients 
witli osteochondi-osis of the capital epiphysis of tire 
femur (Legg-Calve-Perthes disease) in order to de¬ 
termine factors of prognostic significance. The age 
of the patient, the severity of involvement, and the 
status of progression of the disease when treatment 
was begun were found to exert a direct influence 
on the end-result. The younger patient with less 
severe involvement treated early in tlie disease has 
an excellent prognosis. The prognosis becomes less 
favorable u-itli more severe involvement or when 
treatment is not started until later in the disease 
process. Since complete bed rest wth or without 
traction acliieves no better results than the ambula¬ 
tory non-weight-bearing methods, the latter are 


preferable except in cases of bilateral simultaneous 
involvement. Earlier studies had shown that ulti¬ 
mate degenerative changes and disability are di¬ 
rectly related to the severity of deformity caused 
by this disease. Only patients with hips in whicli 
excellent results were obtained may be expected 
to go through life without further difficulty from 
this source. 

The Bacteriological Diagnosis of Childhood Tuber¬ 
culosis Using Bone Marrow and Peripheral Blood 
Aspirates. L. S. Kimsey. J. Pediat. 53:413-431 (Oct.) 
1958 [St. Louis]. 

The 30 patients in whom the author resorted to 
the use of bone marro.w and peripheral blood 
aspirates in the bacteriological diagnosis of child¬ 
hood tuberculosis are divided into 3 groups. The 
13 children of tlie first group had tuberculosis that 
was uncomplicated by meningitis. Smears of the 
concentrated bone marrow were positive for acid- 
fast bacilli in 5 of the 13 patients, and 2 of the 5 
specimens were positive for Mycobacterium tuber¬ 
culosis by both cultural methods and animal in¬ 
oculation. Smears of the concenhated blood were 
positive for acid-fast rods in 7 of the IS patients, 
and Myco. tuberculosis was isolated from 2 of the 
7 pabents with positive blood smears. Series 2 was 
composed of 11 children who had a final diagnosis 
of tuberculous meningitis. Smears of the concen¬ 
trated bone marrow specimens were positive for 
acid-fast rods in 8 of the 11 patients of this group, 
and 5 of the 8 were positive for Myco. tuberculosis 
by both cultural methods and animal inoculation. 
Smears of the concentrated blood were positive 
for acid-fast rods in 5 of the 8 patients for whom 
the bone marrow smears were positive, but Myco. 
tuberculosis was not isolated from the blood speci¬ 
mens. The 6 children of the third series served as 
controls, since they were nontuberculous. Acid- 
fast bacilli were not seen in the clinical specimens, 
nor were they isolated by either culture or animal 
inoculation. 

To illustrate the usefulness of bone Marrow and 
blood aspirates in the diagnosis of tuberculosis in 
children, the case histories of 3 patients were re¬ 
viewed. The final diagnoses of the cases selected 
were miliary tuberculosis, tuberculous peritonitis, 
and tuberculous meningitis. Although the number 
of clinical cases is limited, the results of this in¬ 
vestigation indicate that bone marrow and blood 
aspirates are useful in establishing the diagnosis of 
tuberculosis in children. These methods are not 
ofiered as substitutes for the usual laboratory pro¬ 
cedures, but they provide additional sources of 
information if the study of the routine specimens 
proves unrewarding. The methods are especially 
valuable in tuberculous meningitis and miliary 
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(uberculo.si.s whore the palioiil’.s life is dcpcmloiit 
upon llic early recognition and treatment of the 
disease. 

Treatment of Recurrent Convulsions in Children. 
H. M. Keith. Journal-Lancet 78:461-464 (Nov.) 1958 
[Minneapolis]. 

A review of the literature on the treatment of 
recurrent convulsions in children revealed that con¬ 
vulsive attacks were arrested by the administration 
of bromides in 23.5% of 366 patients, and remis¬ 
sions ranging from 6 months to 10 years were 
produced by the use of triple bromides or phono- 
barbital or by tlie combined administration of the 
two dnigs in 61% of 543 patients. Convulsive at¬ 
tacks were controlled or decreased for up to 5’i 
years with the use of diphenylhydantoin (Dilantin) 
sodium and phenobarbital in 79% of 319 patients. 
Tl)e author treated 190 children with grand mal or 
petit mal seizures or both U^pes of seizures by plac¬ 
ing the patients on a ketogenic diet, which was 
calculated for the individual patient as follows; 
The number of calories allowed was 55 per kilo¬ 
gram or 25 per pound of body weight. The amount 
of protein was set at 1 Gm. irer knlogram of body 
weight, which was found to be satisfactory. The 
carbohydrate and the fat were then adjusted, so 
tliat the ratio of the ketogenic to the antiketogenic 
material was at least 3 to 1. IVhen the diet was 
begun, the amount of carbohydrate taken was de¬ 
creased and the amount of fat was increased over 
a period of 4 days. This gradual change almost 
always jirevented nausea and vomiting, which 
might have occurred had the children been given 
the full diet immediately. Of the 190 children, 
35.3% remained entirely free of attacks for 4 to 22 
years, although treatment actually lasted only 1 to 
3 years, and another 8.4% improved. 

From these data it seems encouraging that com¬ 
plete control of convulsive attacks can be obtained 
in 23.5% to 35.3% of patients for as long as 22 years, 
and the seizures of many more patients are com¬ 
pletely controlled for shorter periods. Surgical 
treatment may control attacks in 56% of specially 
selected cases. In addition, many patients may be 
greatly helped by these forms of treatment, al¬ 
though their convulsive attacks may not be entirely 
eliminated. 

Hyperbilirubinemia in the Premature. S. Dundon. 
J. Irish M. A. 43:281-287 (Oct.) 1958 [Dublin]. 

The author reports on 58 premature infants 
(whose birth weight was 2,640 Gm. [5% lb.] or less), 
born at the National Maternity Hospital in Dublin, 
whose bilirubin levels were of such degree as to 
require exchange transfusions. One hundred thirty- 
four exchange transfusions were carried out on 


these infants. Forty of the 58 infants had hemolytic 
disease of the newborn; these infants received 111 
exchange transfusions, and there were 2 deaths in 
this group, one from cardiac failure and the other 
from intracranial hemorrhage. The remaining 18 
infants, who received 23 exchange transfusions, 
had iiyperbilirubinemia unassociated with any 
blood incompatibility; there were no deaths in this 
group. No cases of kernicterus were found in either 
group. It is almost certain that kernicterus will not 
develop in any infant if the serum bilirubin is 
maintained below a level of 20 mg. per 100 cc. The 
importance of early recognition of jaundice and 
subsequent regular bilirubin estimations is stressed. 

Multiple e.xchange transfusions are simple and 
of great value. No premature infant with hyper- 
Inlirubinemia a.ssociated with hemolytic disease 
should receive an exchange transfusion unless for 
some definite reason, such as cardiac failure, rapid¬ 
ly des'eloping hemolysis, or danger level of bili¬ 
rubin. Whereas death might occur from cardiac 
failure, no death should result from the procedure 
of exchange transfusion. Repeat exchange trans¬ 
fusions should be carried out to maintain the bili¬ 
rubin level below 20 to 25 mg. per 100 cc. Although 
the cause of hyperbilirubinemia in the premature 
infant without hemolytic disease is unknown, the 
treatment should be again merely one of exchange 
transfusion to keep the bilirubin level below 20 to 
25 mg. per 100 cc. Regular bilirubin estimation bj' 
a reliable method is essential. An association be¬ 
tween asphyxia, edema, and jaundice was noted in 
the premature infants with hyperbilirubinemia un¬ 
associated with hemolytic disease; a similar asso¬ 
ciation with maternal diabetes and jaundice in the 
newborn infant also was observed in this group 
of premature infants. 

Education of Cerebral Palsied Children: The Role 
of Meprobamate: A Preliminary Evaluation. B. E. 
Katz. J. Pediat. 53:467-475 (Oct.) 1958 [St. Lotii.s]. 

The education of children with cerebral palsy 
must include some means of reduction of spastic 
or involuntary movements. The intent of this study 
was to ascertain whether meprobamate could in¬ 
fluence the ability of children with cerebral palsy 
to learn. In the cerebral palsy school of Twin Falls, 
Idaho, enrollment is restricted to handicapped 
children with symptoms referrable to brain lesions. 
The local board of education furnishes 2 teachers 
and school supplies. Parents and local service 
groups support the project’s therapeutic needs, in¬ 
cluding the services twice weekly of a physical 
therapist, but the school is primarily for instruc¬ 
tion. Of 19 patients enrolled, 10 with cerebral 
palsy were selected for Uiis study. All 10 patients, 
who ranged in age from 5 to 24 years, had received 
instruction and undergone evaluation for at least 
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2 years prior to the study. All 10 could sit upright 
for varying periods, although 3 required mechanical 
support. Two patients were confined to wheel 
chairs, but the odiers were ambulatory. 

The 80-week study began in September, 1956. 
Base-line responses were established in the first 6 
weeks and compared with those noted in prior 
years. Meprobamate was given to the 10 patients 
by an instructor once daily and was swallowed in 
her presence. The treatment was begun with small 
doses. If there was no response after 2 weeks’ medi¬ 
cation, dosage was increased until a response was 
obtained. Blood studies and urinah'sis were per¬ 
formed after maximum dosage was reached, and 
once thereafter. Medication was suspended over 
the summer vacation (i. e., after 35 weeks’ observa¬ 
tion) in all but 3 cases. Administration of meproba¬ 
mate was resumed in the fail, during the 52nd 
week of the study. The following factors were 
evaluated at weekly intervals: degree of muscle 
relaxation, magnitude of spastic or involuntary 
movement, ease of handling, outlook and attitude, 
endurance, attention span, and ability to learn. 
Nine of the 10 patients under therapy completed 
the school year with increased attention span and 
improved ability to learn. Scliolastic progress 
among these 9 was beyond that anticipated from 
earlier observation. Since the 9 children at the 
school who received no meprobamate continued 
to progress at the same retarded rate obserx'ed 
previously, the author concludes that in selected 
patients with cerebral palsy meprobamate can en¬ 
courage scholastic performance at maximum ca¬ 
pacity and can improve response to instruction. 

Acquired Primary and Idiopathic Anemia in the 
Younger Infant. M. Berkman. Semaine hop. Paris 
34:2186-2195 (Aug.-Sept.) 1958 (In French) [Paris]. 

The autlior, from 200 observations of primary 
anemia published since 1925, considers 63 cases 
occurring between birth and 4 years of age, of 
wliich 35 began in babies not more than one year 
old. The fundamental distinction behveen congeni¬ 
tal and acquired anemia should be maintained. 
The forms of anemia may be with or without 
icterus, hemoglobinuria, and detectable antibodies. 
During childhood acquired primary and idiopathic 
anemias are rare but not exceptional, and affect 
selectively the j'oungest age group. The clinical 
picture shows a sudden intense anemia associated 
w-ith severe disturbances in the general condition. 
The tendency toward regeneration (blood reticulo- 
cytosis, medulla erythroblastosis) is generally ob- 
xnous. Increased elimination of fecal stercobilinogen 
constitutes the best biological criterion for affirm¬ 
ing hemolysis, but it is often difiicult to appraise in 
the infant. Die immunological studies are particu¬ 
larly interesting, but the results are inconsistently 


reliable. Hemolysins are detected with increasing 
frequency. In the newborn infant hemolytic anemia 
from autoantibodies is exceptionally encountered. 

The forms of anemia with erythroblastopenia, 
absence of regeneration, and often with association 
of thrombopenia and of granulopenia have poor 
prognosis, but this has been notably improved by 
the use of corticotherapy'. Likewise, hormone ther¬ 
apy has improved the prognosis for chronic forms, 
which are rare but possible in the young child and 
which develop by successive acute exacerbations. 
Treatment is based on blood transfusions, splenec¬ 
tomy', and corticotherapy. Transfusions carried out 
for mere substitutive purpose can in certain cases 
provoke aggravations which may be due to the 
introduction of the serum complement indis¬ 
pensable for the action of immune hemolysins. 
Splenectomy is now replaced by corticotherapy, 
which revolutionized the treatment of severe forms. 
The author holds that acute hemolytic anemia 
(Lederer-Brill disease) has no proper autonomy'. It 
is a syrndrome, which in its idiopathic form often 
seems to have been launched at an early age by 
the intervention of autoantibodies and especially 
of serum hemoly'sins. 

Undescended Testis. M. LeLong, P. Petit, P. Cam 
lorbe and others. Semaine h6p. Paris 34:^87-2495 
(Oct. 24) 1958 (In French) [Paris]. 

The authors conducted systematic research at 
the auxoendocrinologic center of the Saint Vincent 
de Paul Hospital in Paris on undescended testes. 
The subjects were 32 boy'S, 20 with unilateral 
ectopia and 12 with bilateral ectopia, on whom 28 
biopsies were performed. It is indispensable to use 
histological studies of specimens from biopsies done 
at the time of intervention and repeated several 
years later, if necessary', in order to evaluate fer¬ 
tility'. The risks of sterility are greater in propor¬ 
tion to the lateness of descent of the testes. Descent 
before the age of 10 years does not guarantee 
against infertility, even when the ectopia is uni¬ 
lateral. Sterility risks are particularly great in bi¬ 
lateral undescended testis, but these risks exist also 
in unilateral undescended testis where the spon¬ 
taneously descended testis may be functionally 
insufficient. 

In this series the testicular anomaly did not 
cause any modification of the morphologic de¬ 
velopment, of bone maturation, or of urinary 
elimination of 17-ketosteroids. In the 14 children 
with one undescended testis who were operated 
on at 10 years of age or later, the testis was of a 
volume inferior to the normal volume for the age 
in 10 cases. It was normal in only 4 cases. In the 
group of 12 bilateral ectopias the 2 testes appeared 
normal in only one case. In both groups of the 
series, fibrous lesions of the canal or around the 
testis necessitating dissection were present in H 
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cases. Among the 2S biopsies, only 2 indicated 
normal testes, and these were in children who had 
been operated on at 5 years of age. In the remain¬ 
ing 26 cases there n'cre severe lesions. The earliest 
lesions affect the insterstitial tissue and can already 
be seen in 6-year-old hoys. Fibrosis is at first peri¬ 
vascular; pcritubidar fibrosis seems to appear after 
the 8th year. From the 7th year the seminiferous 
tubules are clearly less developed than those of 
nonnal children of the same age. biopsy of the 
testis which appeared morphologically the most 
nonnal in a 2S-year-old man \s’ho had orchiopexy 
at age 12 indicated lesions, sclerosis, and total ab¬ 
sence of spermatogenesis. 

These clinical and histological findings have 
dictated a specific line of conduct systematically 
applied to c\’ery child sent to the center for nn- 
descended testis. This includes studies of familial 
antecedents, personal history (scrotal hematoma or 
inguinal hernia), bone maturation, and hormones. 
There is also a clinical examination, including a 
morphologic studs', a study of sexual development, 
and an examination of the testes. Surgical inter¬ 
vention is the treatment of choice. Orchiopexy is 
only legitimate if it is jrerformed early (age 5 or 6 
years) and carefully. Results cannot be precisely 
determined until 2 months have passed. Hormone 
treatment alone has no results, but it can be val¬ 
uable as postoperative theraps' and may influence 
the regression of lesions. Surgical intervention 
should be in 3 phases: (1) search for anatomic 
cause; (2) lowering of testis; and (3) fixation. The 
future functioning of an undescended testis is diffi¬ 
cult to appraise. After the first year the chances 
for spontaneous descent are much lessened. 

Late Results of Treatment of Testis Retention. 
H. Hamelmann. Miinchen. med. Wchnschr. 100: 
1559-1561 (Oct. 10) 1958 (In German) [Munich, 
Germany]. 

The author stresses that improvement in cosmetic 
appearance is not an adequate criterion in the 
evaluation of the results of treatment of unde¬ 
scended testes. The important factor is evidence of 
fertility. When such evidence is missing, the effi¬ 
cacy of conservative or of surgical therapy cannot 
be definitely evaluated. Follow-up examinations 
based on the evidence of fertility showed unex¬ 
pectedly poor results after spontaneous descent 
and after operative correction in cases of unilateral 
as well as of bilateral testis retention. Based on the 
experience that the dystopic testis is subjected to 
an increasing inhibition of development from the 
5th year of life onwards, operative transposition of 
the testis should be done at an earlier time than has 
hitherto been customary. The most favorable mo¬ 
ment for operative transposition is between the 5th 
and the 6th year of life. How far the later results 
can thereby be improved remains to be seen. 


UROLOGY 

The Technique of Renal Biopsy Used at Hopital 
Necker. J. Hamburger. Presse med. 66:1451 (Sept. 
24) 1958 (In French) [Paris]. 

The deficiencies and dangers of both trans¬ 
cutaneous needle biopsy of the kidney and the 
standard surgical biopsy led the author to use a 
combination of these methods in which a needle 
biopsy is.carried out under visual control by way 
of a slight surgical operation providing access to 
the external edge of the kidney. A small external 
oblique incision, carried downward and forward, is 
made below the costal margin, with the patient in 
lateral decubitus under general anesthesia. This 
approach, because it keeps the procedure retro¬ 
peritoneal and makes it unnecessary to traverse the 
thick lumbar muscles, causes very little trauma. A 
Brun-Iversen needle, fitted with a small adjustable 
slide by which the degree of penetration into the 
kidney can be fixed in advance, is then inserted 
through an incision of a few millimeters in the renal 
cortex; the special syringe is attached to the needle, 
and a delicate cylindrical specimen of renal tissue 
is obtained by aspiration. Care must be taken to 
see that the tiny renal wound is not bleeding before 
the entrance wound is closed; if any oozing of blood 
is observed, a little thrombin can easily be applied. 
A suture in the renal capsule is a further safeguard 
against delayed bleeding. Glosure of the super¬ 
ficial planes then follows. 

This method, which is not subject to the failures 
that often accompany transcutaneous puncture and 
which is less hazardous and traumatizing than the 
standard surgical biopsy, has been used in 110 
patients without complications of any kind. Hema¬ 
turia, even of a microscopic character, was often 
not evident in these patients the day after the 
operation. The method, however, is contraindicated 
in patients with hemorrhagic conditions or far- 
advanced renal insufficiency. 

Internal Diameter of Renal Artery and Renal Func¬ 
tion. N. S. R. Maluf. Surg. Gynec. & Obst. 107:415- 
428 (Oct.) 1958 [Chicago]. 

Performance of a few hundred aortograms, while 
on the urologic service of 3 institutions, and study 
of the respective patients impressed the author with 
the fact that there tends to be an association be¬ 
tween the caliber of the renal artery or arteries 
and the magnitude of renal function. The author 
analyzes tliis impression with the aid of translumbar 
aortography. He found that the internal diameter 
of the renal artery of a young human adult with 2 
normal kidneys is 6.6 mm. When a kidney receives 
more than one artery from the aorta, the equivalent 
diameter can be computed from an equation which 
is formulated by the author. The internal diameter 
of the renal artery of a hypertrophied solitary kid- 
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ney is about 8.5 mm. The increase in diameter 
over that of the artery to a kidney of a normal pair 
is quite adequate to accommodate the doubling in 
blood flow through the hypertrophied kidney with¬ 
out necessitating any changes of pressure-head or 
of peripheral resistance. The ratio of internal diam¬ 
eter of renal artery to splenic or hepatic artery is 
tj'pically greater than um’ty when the kidney is 
normal. The ratio rises in renal hypertrophy and 
falls in renal hypoplasia or reduced renal function. 

The internal diameter of the renal artery of the 
congenital polycystic kidney was found to be re¬ 
markably narrow. The internal diameter of the 
renal artery in advanced hydronephrosis was as 
follows: (a) normal in advanced hydronephrosis 
from acute ureteral obstruction; (b) normal in in¬ 
termittent hydronephrosis when renal function was 
not markedly reduced; (c) markedly narrowed in 
prolonged hydronephrosis with consequent renal 
atrophy. Narrowing of the internal diameter of the 
renal arterj' in cases of prolonged hydronephrosis 
is the result of enlargement of tlie intima by cellu¬ 
lar proliferation and fiber deposition. A narrow 
renal artery is always indicative of reduced renal 
function, but an artery of normal caliber (by aortog¬ 
raphy) does not necessarily imply normal renal 
function. Assistance in renal evaluation should be 
obtained from the intensity of the instantaneous 
nephrogram. Kidneys with large "solitary” cysts 
charvacteristicall)' do not have a narrower renal 
artery than the contralateral normal kidney. 

Urologic Pitfalls in the Management of Carcinoma 
of the Cervix. C. J. E. Kickham. J. Urol. 80:229-236 
(Oct.) 1958 [Baltimore], 

On the basis of extensive e.xperience in the care 
of urologic problems of carcinoma of the cervi.v 
and an opportunity to evaluate appro.ximately 
1,700 victims of this disease from the urologic 
viewpoint, both before and after treatment, the 
audior is convinced that, e.xcept in well-organized 
clinics, the ser\'ices of the urologist are requested 
in most instances only when the gynecologist is 
faced with a perplexing problem. It becomes, there¬ 
fore, the responsibility of urologists to instruct the 
medical student, the house officers, the practicing 
physician, and the g>meco}ogist, in particular, con¬ 
cerning the tragedies wWch may follow on the 
heels of failure to recognize and adequately man¬ 
age the urinary tract in patients with carcinoma 
of the cerx'ix. Complications that involve the blad¬ 
der and ureter may be the result of the natural 
progress of the disease or an effect of treatment. 
Neurogenic vesical dysfunction and damage to the 
ureter are frequent sequelae of radical hysterectomy 
and l)Tnphadenectomy carried out for the removal 
of cerx'ical carcinoma. Methods of urinary diversion 
are described in relation to ureteral involv^ement or 
damage in carcinoma of the cervix. 


The value of nephrostomy is particularly stressed. 
It is an operation devoid of shock, with prach'cally 
no mortality, and affords ideal drainage. There 
should be no hesitancy to perform it as a temporaq 
or even permanent means of urinary diversion in 
the presence of a ureterovaginal fistula or ureteral 
obstruction. The future of the severely obstnicted 
and severely infected kidney may be better seri'ed 
by prompt drainage through nephrostomy, which 
may serve as a protective mechanism for e.vplora- 
tion and repair of the ureter later. The role of ultra¬ 
radical surgery? in advanced cervical malignancy is 
discussed and its contraindications stated. The 
sacrifice of a kidney is not too high a price to pay 
for cure in this group of patients. The problems 
encountered in both radical and ultraradical sur¬ 
gery attest to the prime necessity of the urologist 
and gynecologist being proficient in the surgical 
disciplines of each others’ fields as well as being 
familiar with the technical fundamentals of intes¬ 
tinal surgery. This is a requisite for the proper 
management.and best interests of i?ictims of cancer 
of the cervix. 

Contemporary Indications for Partial Nephrectomy 
in Patients with Tuberculosis. S. Petkovic, Urol, 
internat. 6:155-167 (No. 3) 1958 (In German) [Basel, 
Switzerland]. 

The author reports on 710 patients with tuber¬ 
culosis of the kidney who were treated at the 
urologic clinic of the University in Belgrade, Yugo¬ 
slavia, between 1950 and 1957. Of the 710 patients, 
412 (59%) received chemotherapy, 275 (38%) under¬ 
went total nephrectomy, and 14 (2%) were sub¬ 
jected to loartial nephrectomy, while 9 (1%) refused 
treatment. None of the 14 patients undergoing 
partial nephrectomy died. Rather limited indica¬ 
tions for total nephrectomy still persist, but it is 
no longer considered an operation which must be 
performed immediately. Total nephrectomy is the 
method of choice for patients with chronic destruc¬ 
tive forms of unilateral or even bilateral renal 
tuberculosis, provided that die changes in the other 
kidney promise healing of the lesions with tlie aid 
of antibiotics or partial nephrectomy. Advanced 
changes in the renal tubules, considerable destruc¬ 
tion in the kidneys, and the age of the patient re¬ 
main die basic indications for total nephrectomy- 
The indications for treatment with tuberculostatic 
agents have been widened. The presence of cavities 
of recent origin is no longer a contraindication, 
provided that the condition of the tubules is satis¬ 
factory?. Ulcerated, even dispersed lesions, if the,^ 
show a tendency toward healing with the aid ol 
antibiotics, are no longer indications for nephrec¬ 
tomy. Moderate lesions of the tubules, stenosis o! 
the pelvic portion of the ureter which does not 
progress, and stenosis of the lower portion of the 
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ureter which is not iidvancccl no longer require 
nephrectomy, at least before a cheinotherapentic 
trial, 

The indications for partial nephrectomy lie mid¬ 
way between those for total nephrectomy and 
chemotherapy. At the start of the antibiotic era 
the)’ were widened at the expense of total nephrec¬ 
tomy, and at present they become more limited at 
the expense of chemotherapy, since many patients 
may he given combined treatment with x-arions 
antibiotics for prolonged periods ranging from 2 
to 5 years. Right now. the best indications for 
partial nephrectomy are isolated cavities with old 
rigid walls, which suppurate continuously and are 
associated with persistence of Mycobacterium tu¬ 
berculosis in the urine for prolonged periods. Treat¬ 
ment of ulcerative lesions in an early stage and 
small cavities of relatively recent origin should be 
given a trial with tuberculostatic agents. 


INDUSTRIAL MEDICINE 

Disability and Mortality from Clironic Bronchitis 
in Relation to Dust Exposure. C. M. Fletscher. 
A. M. A. Arch. Indust. Health 18:368-373 (Nov.) 
1958 [Chicago], 

According to the author, chronic bronchitis, a 
condition characterized by persistent or recurrent 
cough and expectoration, which is not due to local¬ 
ized bronchopulmonary disease and which is often 
associated with exertional dyspnea, is an important 
cause of morbidih' and mortality in the working 
classes in Great Britain. While men who work in 
dust}' occupations, especially coal miners, have a 
higher prevalence of the symptoms of broncliitis 
and emphysema, with respiratory disability, than 
control groups of men, tliere is no close relation¬ 
ship between the duration of such exposure and 
the prevalence. There are 2 possible ex'planations 
for this apparently contradictory finding: 1. Dust ex¬ 
posure is not the factor responsible for the increase 
of bronchitis in miners and foundry workers, such 
as revealed by British official mortalitj' figures, but 
it is some other coiitrasting environmental factor, 
such as temperature changes on leaving work, 
heavy exertion, or exposure to some unidentified 
irritant. 2. Dust exposure is responsible, but the 
relationship between the severity or duration of 
such exposure and the onset of bronchitis is not a 
simple quantitative one. 

The important fact remains that tliere is at pres¬ 
ent some evidence that workers in dusty industries, 
such as coal mining and foundry working, have an 
undue prevalence of respiratory symptoms and of 
impaired ventilatory capacity resulting in respira¬ 
tory disability. There is also evidence that, at least 
in Great Britain, an excessive number of deaths 
from bronchitis and emphysema occur in men who 
are exposed to the smoky atmosphere of the cities 


and who indulge in the habit of cigarette smoking. 
Surveys of respiratory morbidity in workers ex¬ 
posed to respiratory irritants and in control groups 
in Great Britain and in the United States, where 
bronchitis may be less iirevalent, could help to 
elucidate this important problem to industrial 
health. 

Basal Cell Epithelioma Following a Single Trauma. 
M. Reisch. Indust. Med. 27:533-534 (Oct.) 1958 
[Chicago]. 

A 49-year-old man sfa'uck his forehead on a show 
case, sustaining a laceration about 2 cm. in length. 
Bleeding subsided under pressure dressings. Since 
there was no indication of healing after 10 days, 
the man consulted his physician who prescribed 
an ointment. The patient applied the ointment for 
about 3 months, and the wound finally healed. 
Three days later a small ulcer appeared, which 
gradually enlarged. Seven months after the injury 
there was an oval eroded lesion. Biopsy revealed 
a disseminated basal-cell epithelioma. The lesion 
was removed by electrodesiceation and curettage, 
followed by the application of a solution of acid 
nitrate of mercury (Sherwell method). The wound 
healed within a brief period, leaving a soft, pliable, 
slightly depressed scar. 

According to the patient, the injured area was 
“normal” before the accident. Examination of the 
face showed no indication of any keratoses, freck¬ 
ling, adenomas, scars, or other pathological lesions. 
He had never previously had an epithelioma or 
radiation therapy, nor did he have the complexion 
of one predisposed to epithelioma. The history 
indicates that a basal-cell epithelioma developed 
within the area of an unhealed, incised wound after 
a sharp blow to the skin. The lesion was clinically 
manifest probably 3 months after the injury. 

It is difficult to establish whether a single me¬ 
chanical injury to the skin is the sole precipitating 
cause of epithelioma. The principal problem is that. 
there never is assurance that the injured area was 
previously normal. Then, one must consider that 
statistics covering traumatic injuries show the in¬ 
cidence of malignant epithelial neoplasms to be 
extremely low (37 epitheliomas in 26,000 cutaneous 
injuries). 

THERAPEUTICS 

The Status of Phenylbutazone (ButazoHdin) in the 
Treatment of Rheumatic Disorders. W. Graham. 
Canad. M. A. J. 79:634-638 (Oct. 15) 1958 [Toronto]. 

Phenylbutazone was given to 270 patients, 24 of • 
whom had gouty arthritis, 23 had ankylosing 
spondylitis (Striimpell-Marie disease), 58 had osteo¬ 
arthritis, 86 had rheumatoid arthritis, and 79 had 
miscellaneous conditions, such as disk syndrome. 
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tendinitis, and bursitis. A dosage schedule of 600 
mg. daily for 2 days, 400 mg. for 2 or 3 days, and 
then a maintenance dose of 100 to 300 mg. daily 
was used, A daily maintenance dose of 200 mg. was 
usually sufficient to maintain a constant therapeutic 
blood level, and 100 mg. daily was sufficient in a 
few patients with spondylitis. Eight patients with 
duodenal ulcer and one who had been operated on 
for carcinoma of the stomach received phenylbuta¬ 
zone in the form of suppositories, each containing 
250 mg. The result from suppositories was equal to 
that from oral administration. 

Results showed that, if additional medication 
other than less toxic salicylate compounds is found 
to be necessary, phenylbutazone is the drug of 
choice in the treatment of ankylosing spondylitis. In 
gouty arthritis, phenylbutazone is at least equal to, 
and in some reports better than, colchicine given 
orally, with less gastrointestinal disturbances. In 
patients with rheumatoid arthritis, rheumatoid 
arthritis associated with psoriasis, osteoarthritis, 
disk lesions, and some other miscellaneous rheu¬ 
matic disorders, a trial of 23henylbutazone should 
be considered; administration of the drug should 
be discontinued if no relief is obtained in one week. 
In postherpetic neuralgia the results obtained with 
phenylbutazone appeared to be superior to those 
with previous forms of therapy, but a larger study 
is required. 

Most of the complications of phenylbutazone 
therapy were minor and transient in nature. Major 
reactions occurred in 6 patients (2.2%), 2 of whom 
had pulmonary edema, 1 had hemorrhage from a 
duodenal ulcer, 1 had severe dermatitis, 1 had 
severe vomiting, and 1 had hepatitis; none of these 
major reactions was fatal, and all subsided on 
cessation of therapy. The danger of to.xicity is re¬ 
duced by close clinical observation of the patient 
and prompt withdrawal of the drug at the first sign 
of an undesirable reaction. Administration of phen¬ 
ylbutazone should be avoided in patients with a 
history of peptic ulcer, hypersensitivity, or con¬ 
gestive heart failure. The lowest possible mainte¬ 
nance dose should be used, and administration of 
the drug should be discontinued if no improvement 
is noted in 7 days. In this series of patients, blood 
studies revealed no to.vic effect of the drug on 
blood or bone marrow. 

Increased Resistance to Antibiotics Among Micro¬ 
organisms Isolated in a General Hospital (1956- 
1957), A. J. Weil. New York J. Med. 58:3102-3108 
(Oct. 1) 1958 [New York]. 

The micro-organisms isolated from clinical speci¬ 
mens in the Bronx Hospital, New York, have been 
tested for sensitivity to antibiotics since 1950, and 
the results of these tests have been subjected to 
repeated surveys. The experience in this hospital 
reflects the general trend of emerging resistance to 


antibiotics as a result of the aggressive use of 
these agents. This paper presents the data from 
antibiotic sensitivity tests on 1,387 strains of bac¬ 
teria isolated from.medical and surgical specimens 
in 1956-1957 and compares them with those from | 
1,117 strains collected in 1953-1954. The micro- i 
organisms belonged to the following groups: strep- j 
tococci, staphylococci, Escherichia and Proteus I 

organisms, Aerobacter aerogens. Pseudomonas j 

aeruginosa, and Alcaligenes fecalis. They were i 
tested for sensitivity to penicillin, erythromycin, i 
tetracycline, chloramphenicol, streptomycin, and i 
polymyxin B, 

A significantly higher incidence of resistance to a 
variety of commonly used antibiotics was observed 
in 1956-1957 than in 1953-1954. The increased fre¬ 
quency in resistance to tetracych'ne was particularly 
impressive. Staphylococci, irarticularly those that 
were mannitol and coagulase-positive, and A. aero- 
genes frequently showed resistance to a variet)' of , 
antibiotics. These organisms also became more 
prevalent. The incidence of staphylococci and of 
A. aerogenes increased from 13.1 and 11.7% of 
all isolations in 1953-1954 to 20.8 and 19.3%, 
respectively, in 1956-1957. The ability to produce 
resistant mutants gives these 2 groups of micro¬ 
organisms a competitive advantage under condi¬ 
tions in which antibiotic therapy is widely used. 

In view of the frequency with which resistance 
was encountered to the 6 antibiotics used pre- 
viouslj’, the routine of testing was extended to 
neomycin, novobiocin, and, for urinary' cultures, 
nitrofurantoin. Very few strains were encountered 
that were resistant to every one of the agents 
tested. Under the conditions of high incidence of 
resistance, infections from which 2 or more different 
bacteria are isolated sometimes yrose a problem 
in finding a single agent inhibiting all the micro¬ 
organisms found in a given disease. Neomycin and 
chloramphenicol offered the widest coverage of 
multiple infections. 

Surgical Collapse During and After Corticosteroid 
Tlrerapy. R. I. S. Bayliss. Brit. M. J. 2:935-936 (Oct. 

18) 1958 [London]. 

Corticosteroid therapy, especially if prolonged, 
causes adrenal suppression. Surgical procedures 
increase tire need for adrenocortical secretions, and 
may lead to fatal collapse in yjatients who are 
currently receiving steroid therapy or have had 
such treatment within the previous 2 years. To 
prevent disasters, such as irreversible fatal shocl 
occurring in a 34-year-old man with rheumatoid 
arthritis, who had a cup artliroplasty performed on 
his hip after having been treated with cortisone fos 
the previous 18 months (The Journal 149:1342 
[Aug. 23] 1952), it is essential to know before opera¬ 
tion whether the patient is having or has hao 
steroid therapy'. Patients currently having sferoio 
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treatment need more, not les.s. corlico.steroid dur¬ 
ing the operative period. Tliey and tho.se who have 
had steroid treatment during the previous IS 
months sliould be given 100 to 200 mg. of cortisone 
acetate by the intramuscular route 24 bours and 
again 4 hours preoperatively. Postoperati\’ely, 100 
to 200 mg. of cortisone should be gi\'en daily and 
should gradually be reduced o\’cr a period of one 
week; administration should be by mouth if the 
patient is not vomiting and by the intramuscular 
route if he is. It is usually safe to omit speci.al 
preoperative measures in patients who have stopped 
steroid therapy more than 18 months pre\’iously, 
provided that a careful watch is kept on the pulse 
and blood pressure and that, if collapse occurs, 
immediate treatment is available w'itb hydrocorti¬ 
sone sodium succinate, which .should be given by 
the intravenous route in doses of 100 to 400 mg. 
per 24 hours. 

Antituberculous Activitj’ of Tliiocarbanidin in A'itro 
and in the Experimental Animal. W. Steenken Jr., 
V. Montalbine. M. M. Smith and E. Wolinskv. 
Am. Rev. Tuberc. 78:570-575 (Oct.) 1958 [New 
York]. 

Thiocarbanidin is chemically described as 4- 
isobuto.xy-4'-(2-p\Tidyl) tbiocarbanilide and has been 
shown to be active against human tidjercle ba¬ 
cilli in vitro and in the laboratory animal. This 
paper reports on further stlidies with this drug. 
Liquid Tween-albumin medium was used to test 
the in vitro activih' of thiocarbanidin against the 
following strains: (i) H37Rv, (2) H37Rv resistant to 
thiosemicarbazone, aminosalicylic acid, and isoni- 
azid, (3) 4 recently isolated strains of tubercle 
bacilli, and (4) 4 atj'pical photochromogenic strains 
of mycobacteria. A stock solution of the drug was 
prepared to contain 40 mg. per milliter in dimethyl- 
acetamide from which serial dilutions in mediums 
were made. The inoculum into each tube was 0.1 
ml. of a 10-day culture of micro-organisms in 
Tween-albumin medium. 

Thiocarbanidin inhibited the in vitro growth of 
H37Rv, of H37Rv resistant to isoniazid and amino¬ 
salicylic acid, and of 4 freshly isolated strains of 
tubercle bacilli. The drug also inhibited the growth 
of 4 photochromogenic strains. An H37Rv thio- 
semicarbazone-resistant strain grew in the pres¬ 
ence of thiocarbanidin. When given orally to 
H37Rv-infected guinea pigs, thiocarbanidin was 
most effective in a dosage of 40 mg. per kilogram 
of body weight per day. \\Tien used in combination 
with streptomycin or isoniazid, it was superior to 
either streptomycin or isoniazid alone. Isoniazid 
alone was superior to the combination of thiocar¬ 
banidin and streptomycin, but not quite so effective 
as the combination of thiocarbanidin and isoniazid. 
Rabbits with miliary tuberculosis were benefited 
by thiocarbanidin, whereas aminosalicjdic acid was 


ineffective. On a weight-for-weight basis, consid¬ 
erably less thiocarbanidin was necessary than 
aminosalicylic acid to produce an equivalent anti¬ 
tuberculous effect in guinea pigs. Thiocarbanidin 
had little effect upon an infection produced by 
H37Rv tbiocarbanidin-resistant tubercle bacilli. 
Thiocarbanidin showed no gross toxicity for rab¬ 
bits or guinea pigs. 

Meprobamate Addiction. R. C. Mohr and B. T. 
Mead. New England J. Med. 259:865-868 (Oct. 30) 
1958 [Boston]. 

The authors report on a 36-year-old man ad¬ 
dicted to meprobamate with obvious tolerance, 
dependence, and severe withdrawal symptoms. The 
patient was admitted to a Veterans Administration 
hospital in Salt Lake City with the chief complaint 
of confusion, marked tremor, and anxiety. He was 
an alcoholic, and in an attempt to stop drinking he 
began taking barbiturates, to which he became 
addicted. On 2 occasions, when he was unable to 
obtain barbiturates, he had grand mal seizures. 
For 2 years he was abstinent from alcohol and 
barbiturates and supported himself as an insurance 
executive. Owing to “nervousness from overwork” 
and on the prescription of a physician, he began 
taking meprobamate, 400 mg., 3 or 4 times a day. 
He responded to the medication, but to sustain the 
desired medicinal effects, an increasingly larger 
amount of the medicament was required. Tremors 
and anxiety resulted when voluntary withdrawal 
from the drug was attempted. It became necessary 
for tlie patient to take several tablets during the 
night to ensure adequate sleep. He began to loose 
weight and became increasingly irritable and in¬ 
effectual in his work. When admitted to the hos¬ 
pital he was consuming regularly 50 400-mg. tablets 
of meprobamate every 24 hours. During tlie period 
of heaviest medication he had been either exti-eme- 
ly anxious or semistuporous. In a last attempt to 
“get off the drug” he became extremely tremulous, 
and about 20 hours after he stopped taking the 
drug he had a grand mal seizure. On hospitalization 
his gait was found to be shuffling and ataxic. Three 
hours after a mental, physical, and neurological 
examination a typical and severe grand mal seizure 
occurred, and the meprobamate medication was 
reinstituted, with doses of 1,200 mg. every 6 to 8 
hours. The tremors and hyperreflexia subsided, 
and gradual withdrawal of the drug was accom¬ 
plished without further incident. 

Meprobamate has been accepted as a medica¬ 
ment for many conditions marked by tension and 
anxiety. It is relatively nontoxic, but toxic reac¬ 
tions have occurred, and at least one death has 
been reported. Toxic reactions have included 
chiefly mild to severe skin reactions and mild to 
severe psychic reactions. Addiction to meproba¬ 
mate, though infrequently reported, is a very real 
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possibility and deserves increased concern. Me¬ 
probamate should be prescribed with extra caution 
to any patient with a history of alcoholism or other 
addiction. When addiction to meprobamate is sus¬ 
pected, gradual and controlled withdrawal from 
the medication is probably the treatment of choice. 

Topical Administration of Prednisolone in Treat¬ 
ment of Pleural Effusion Attributed to Pulmonary 
and Pleuropulmonarj' Tumors. F. Claudio and 
E. Percesepe. Riforma med. 72:1095-1103 (Sept. 27) 
1958 (In Italian) [Naples]. 

Twenty patients of botli sexes, aged between .34 
and 72 years, with considerable pleural effusion 
attributed to pulmonary and pleuropulmonary 
primary or secondary neoplastic lesions were 
placed on prednisolone therapy, the drug being 
administered in doses of from 50 to 75 mg. for a 
maximum period of 30 days. Thoracentesis supple¬ 
mented this therapy in some instances. Prednisolone 
therapy brought about a more frequent disappear¬ 
ance of the effusion, which also became clearer in 
color and consistency. Subjective and objective 
improvements of the symptoms, supported by 
roentgenologic findings, were observed in 14 pa¬ 
tients (70%). The patients obtained relief from 
cough, pain, dyspnea, insomnia, and tachycardia. 
Cyanosis and swelling of the veins of the neck 
disappeared when they were present. Roentgen- 
ray pictures showed reexpansion of the pulmonary 
parenchyma in those instances in which the lungs 
were collapsed. Complete or considerable sub¬ 
sidence of effusion was obtained in patients who 
benefited from prednisolone therapy. Improvement 
or cure of effusion was confirmed during the fol¬ 
low-up examination. Disappearance of the effusion 
permitted a more effective application of roent¬ 
genotherapy, which was the only feasible thera¬ 
peutic procedure for treatment of advanced ma¬ 
lignant tumors in this series of patients. No 
undesirable side-effects to prednisolone were noted. 

Clinical Evaluation of Chlorisondamine (Ecolid) in 
the Treatment of Hypertension. M. J. Kert, R. A. 
Nordyke, M.-D. Shickman and others. Angiology 
9:303-305 (Oct.) 1958 [Baltimore]. 

The authors report on 36 patients of advanced 
age with sustained elevations of blood pressure 
who were treated with chlorisondamine (Ecolid) 
chloride. The average blood pressure of tliese pa¬ 
tients before the institution of treatment was 
212/130 mm. Hg. The initial dose of the drug ad¬ 
ministered was 25 mg. ever}' 12 hours, to be in¬ 
creased in increments of 25 each dose until 
an effect was observed on the blood pressure or 
undesirable side-effects prevented further increase. 
Later in tlie study the starting dose was decreased 
to 12.5 mg., and at this dose no side-effects were 


observed. Eight patients received the drug for less 
than one month and were therefore excluded from 
the analysis of effects of the drug on the blood 
pressure. The remaining 28 patients received the 
drug for periods ranging from 1 to 13 months. 
Eleven (40%) of the 28 patients had a drop in, 
diastolic blood pressure of from 10 to 30 mm. Hg 
or more. Excellent blood pressure responses were 
obtained in 6 of the 11 patients. A 12-hour dose 
.schedule of chlorisondamine proved satisfactory. 
Undesirable side-effects, such as constipation, 
blurred vision, dizziness, weakness, syncope, and 
nausea, occurred in 20 of the 28 patients but were 
mild in most of them. For this reason, chlorisonda¬ 
mine would appear to be indicated chiefly in pa¬ 
tients with severe hypertension. Orthostatic hypo¬ 
tension with syncope, the mosF serious side-eiffect, 
can be prevented by careful titration of the dose 
and administration of the drug after the morning 
and evening meals. In this respect, a small starting 
dose of 10 or 12.5 mg. is desirable. Careful super¬ 
vision and instruction of the patient are essential 
for successful therapy of hypertension with chlori- 
.sondamine. 

Disseminated Coccidioidomycosis Treated with 
Amphotericin B. R. C. Hunter Jr. and E. S. Mongan. 
U. S. Armed Forces M. J. 9:1474-1486 (Oct.) 1958 
[Washington, D. C.]. 

Amphotericin B is an antibiotic derived from a 
species of Streptomyces organisms found in a soil 
sample from the Orinoco River basin in Venezuela.- 
In vitro, it has been shown to have antifungal 
properties for a u’ide variety of organisms, includ¬ 
ing Coccidioides immitis. In vivo, it has had an 
ameliorating effect on mice e.\'perimentally infected 
with C. immitis. Since Amphotericin B became 
available to the authors more than, a year ago, 
they observed 9 patients with disseminated coc¬ 
cidioidomycosis. Five were e.xcluded from this 
study for various reasons, but the other 4 were 
treated with Amphotericin B. To 1 of these 4 pa¬ 
tients with disseminated coccidiodomycosis Ampho¬ 
tericin B was given by mouth for 38 days. Although 
the patient recovered, the authors were unable to 
draw any conclusions on this mode of administra¬ 
tion. To the other 3 patients Amphotericin B was 
given by intravenous injection. These 3 patients 
were treated for periods of 3 to 12 months. All im¬ 
proved, but the drug regularly caused chills, fever, 
anore.xia, and nausea during and shortly after each 
infusion. Salicylates and antihistamines did not 
alter these reactions. Azotemia occurred one or 
more times in each patient on intravenous therapy 
but subsided upon interruption of treatment for 1 
or 2 weeks. The unfavorable reactions svere mini¬ 
mized by limiting the dose to 50 mg., given every 
other day immediately after supper. The water- 
soluble salt w'as dissolved in 5% dextrose solution 
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to a concentration of 1 mg. per 10 ml. and wa.s 
infused slowly. Si.v hours or more were taken for 
each infusion. 

Seven coccidioidal abscesses in 2 of the patients 
were injected directly with 20 to 25 mg. of Ampho¬ 
tericin B dissolved in 2.5 ml. of solution. Two were 
injected once, 4 twice, and one 3 times, the injec¬ 
tions being about one week apart. The abscesses 
had been present for several months and were 
either stationary or increasing in size when in¬ 
jected. The response was uniformly favorable, arrd 
fluctuation disappeared in 3 to 6 weeks. Ampho¬ 
tericin B appeared to be an effective agent for the 
treatment of disseminated coccidioidomycosis. Its 
toxicity limited the dosage, xs’hich, in turn, may 
have limited its effectiveness. 


PATHOLOGY 

•Anastomosis in the Coronary Circulation. W. Laurie 
and J. D. Woods. Lancet 2:812-816 (Oct. 18) 1958 
[London]. ^ ■ 

In a study of coronary heart disease among the 
Bantu of Natal, Union of South Africa, the authors 
investigated the presence of capillary and pre- 
capillarx’ anastomoses between branches of the 
same coronarx’ artery as well as between branches 
of both coronary arteries, with the aid of Schle- 
singer’s perfusion technique. Eighty-seven normal 
hearts and 63 diseased hearts, obtained at routine 
consecutive autopsies of male and female patients, 
ranging from newborn premature infants to 85- 
year-old adults, were studied. In both normal and 
diseased hearts it was necessary to give a rough 
quantitative estimate of tire degree of anastomosis 
present. Consequently the degrees of anastomosis 
were graded as “nil,” “a quarter,” “half,” “three- 
quarters,” and “complete.” This grading was done 
by comparison of the anastomosis under review 
nitli a picture of a well-filled coronary tree of the 
same side, i. e., a coronary tree perfused from its 
own ostium. Eighty'-two of the 150 hearts were 
perfused from the right side and 68 from the left 
side of the heart; no difference was found in the 
results. Functionally significant anastomoses (i. e., 
grade half or more) were found in 75% of the 
normal hearts from persons over 4 years of age, 
but in only 23% of the hearts from patients with 
chronic ischemic heart disease. Functionally sig¬ 
nificant anastomoses were found even in tlie hearts 
of some infants without cardiac disorder, the young¬ 
est of whom was 9 months old. There was no 
anastomosis in the heart of a patient with gross 
chronic myocardial ischemia. The likeliest ex¬ 
planation for these findings is that most of the 
healthy persons have a functionally important in¬ 
herited coronary anastomotic blood supply; this 
inherited anastomosis probably protects 
against ischemic heart disease and may modify 


ischemic heart disease in others. According to an 
addendum, this investigation still continues; among 
a total number of 350 hearts which have been 
perfused to date, complete anastomosis has been 
found in hearts from 3 newborn infants less than 
21 days of age. These later findings support the 
e.xplanation given for the earlier ones. 

Cancer, Coronary Artery Disease and Smoking: A 
Preliminary Report on Differences in Incidence 
Between Seventh-day Adventists and Others. E. L. 
Wynder and F. R. Lemon. California Med. 89:267- 
272 (Oct.) 1958 [San Francisco]. 

Smoking is suspected of playing an important 
etiological role in the development of cancer and 
coronary artery disease. This prompted the au¬ 
thors to study the incidence of these diseases 
among Seventh-day Adventists, a religious group 
refraining from smoking and drinking. The records 
of 8 Seventh-day Adventist hospitals, xvhose pa¬ 
tients include 8,128 who were non-Seventh-day 
Adventists and 564 who xvere members of the 
Seventh-day Adventist Church, xvere analyzed. 
The total number of cases reviewed (Iroth male and 
female patients) was 3,679 for cancer, 3,082 for 
coronary artery disease, and 1,931 for myocardial 
infarction. Fifty-two per cent xvere patients from 
hospitals in the Los Angeles area. Seventh-day 
Adventist men and women from these hospitals 
were interrogated to obtain information about their 
background and environmental habits. Very few 
of the women smoked. Of the men, 72% over the 
age of 40 had never smoked, and 23% had smoked 
for less than 20 years; thus, only 6% of the Seventh- 
day Adventist men had a smoking history of more 
than 20 years, which compares with 85.4% in a 
sample of the general population. Therefore, so 
far as long-term smoking habits are concerned, 
the Seventh-day Adventist men can be compared 
with the women in the general population. Sev¬ 
enty-seven per cent of the men never drank alcohol, 
and only 0.5% admitted occasional drinking. The 
dietary intake of the Seventh-day Adventists dif¬ 
fered from that of the general population only in 
a lower intake of meat, coffee, and tea and a 
higher intake of milk. 

Assuming that the Seventh-day Adventists have 
the same chance of epidermoid and nonepidermoid 
cancer appearing at a given site as the non- 
Seventh-day Adventists and that the Seventh-day 
Adventists are 8.8% of the non-Seventh-day Adven¬ 
tist hospital population, the reported data revealed 
that in this nonsmoking population lung cancer 
among men occurs at least 90% less often than in 
the associated general population, even though a 
majority of the nonsmoking population lives in 
smog-polluted areas of southern California. Thus, 
smog does not seem to play a significant role in 
the development of lung cancer. It has also been 
shoxvn that in such a population lung cancer oc- 
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curs equally in men and women. Dietary factors 
have not previously been shown to play a role in 
the development of lung cancer, and it cannot be 
assumed that they accounted for the difference 
observed here. The incidence of cancer of the 
mouth, larynx, and esophagus in the study group 
is reduced from the expected rates by at least 90%, 
and the incidence in the 2 sexes is equal. 

It could be expected that conditions wliich relate 
to both smoking and drinking would be especially 
low in a population group which does neither. 
Dietary differences are not thought to account for 
die scarcity of upper respiratory and esophageal 
cancers in tliis group. Of particular interest was 
the lower incidence of coronary artery disease and 
myocardial infarction in the study group and the 
fact that this low rate is prominent in the younger 
men, whereas the incidence in the women was as 
expected. It seems reasonable to account for this 
lower incidence among men by tlieir similarity to 
women in low-tobacco consumption. The present 
data are thus consistent with tlie findings presented 
by other investigators, showing smoking to be a 
factor in the development of myocardial infarction. 
This association is considered to be a precipitating 
factor rather than a causative one, as in the instance 
of cancer of the lung. Regardless of whether it is 
referred to as a precipitating or a causative factor, 
if tobacco increases the incidence of so important 
a disease as myocardial infarction, it is a matter 
of just concern. 

Pathologic Anatomy of Experimental Leukemia 
Produced by Injection of Benzol Extracts from Or¬ 
gans of Leukemic Patients. M. P. Khokhlova. Blood 
13:917-925 (Oct.) 1958 [New York]. 

This study from the Lenin Institute of Blood 
Transfusion and Hematology in Moscow deals 
with leukemia experimentally induced in animals 
by the injection of organ extracts from patients 
who had died of leukemia. By injecting mice with 
benzene extracts from organs of deceased leukemic 
patients, the author was able to produce both 
intramedullary and extramedullary myeloid hyper¬ 
plasia, characteristic of leukemia. In most instances 
a leukemic blood picture accompanied these 
changes. Subsequent transfers both of tumor and 
visceral emulsions and blood from leukemic ani¬ 
mals produced m 3 'elogenous leukemia in a number 
of instances. The positive transfer results seemed 
to confirm the presence of true leukemia. Only 
myeloid leukemia was evoked both in the original 
mice and the transfers, hemocj^toblastic, myelo- 
blastic, and myelocytic types being observed. The 
last-named type occurred most frequently. 

IVhen donor organs from patients with chronic 
leukemia were used, a myelocytic type of leukemia 
usually developed in the mice; with acute leukemia 
extracts, hemocjiioblasts were always found. The 


development of experimental leukemia from donors 
with both chronic and acute leukemia indicates the 
identical nature of these processes. In some mice 
the author observed the development of a malig¬ 
nant trrmor, usually at the injection site, and 
sometimes at a distance from it. Results showed 
that the injection of one and the same benzene 
extract can bring about leukemia alone, leukemia 
plus tumor, or tumor alone. Leukemias produced 
by tile benzeneextract method and by use of chem¬ 
ically pure carcinogens were morphologically 
identical. Since both methods can induce malignant 
tumor formation together with the leukemia, this 
points to a close pathogenetic relationship of these 
diseases. 

Keratoacanthoma: A Benign Cutaneous Tumor 
Arising in a Skin Graft Donor Site. J. H. Wulsin. 
Am. Surgeon 24:689-692 (Oct.) 1958 [Baltimore]. 

Wulsin reports on an 82-year-old man who had 
a fixed, firm mass overlying the left sternocleido¬ 
mastoid mu?ele and apparently arising primarily in 
the skin. The lesion was superficially ulcerated and 
adherent to the underlying muscle. It had been 
slowly growing over a period of several years de¬ 
spite intermittent x-ray therapy. The diagnosis was 
basal-cell carcinoma. On Oct. 17, 1957, this tumor 
was excised with a margin of normal tissue. The 
pathological diagnosis of the resected tumor was 
basal-cell tumor with some squamous-cell elements. 
The defect created by the excision was covered 
with a thin, split-thickness skin graft taken from the 
anterior surface of tlie left thigh with a dermatome. 
The donor site was prepared by shaving and ap¬ 
plying liquid petrolatum. 

A small, firm, slightly tender, 1-mm. papule was 
first noted in the center of the healed donor site 22 
days after the operation, and within one week it 
grew to 4 mm. The papule was incised in the belief 
that it represented a crusted pustule, but it proved 
to be solid. Over the next 4 weeks it grew rapidly 
and steadily into a single, firm, nonulcerated, slight¬ 
ly umbilicated nodule, about 15 mm. in diameter, 
and raised prominently above the skin. The patient 
complained about its being tender and sensitive to 
the friction of his trousers. Its rapid growth and 
clinical features suggested a malignant neoplasm 
of the skin arising in a donor site. On Dec. 4,19o0 
the nodule in the donor site was excised. There was 
prompt healing without further tumor formation. 
The initial pathological diagnosis was squamous¬ 
cell carcinoma, but upon review of the histological 
sections tlie diagnosis of keratoacanthoma was 
established. 

Keratoacanthoma (molluscum sebaceum) is ^ 
benign tumor of the skin. It resembles squamous¬ 
cell carcinoma of the skin both grossly and micro¬ 
scopically. The differentiation rests on the clim’cm 
rather than on the miscroscopic features. Rap'“ 
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growth anti spontaneous involution characterize the 
lesion. Usually single but occasionally multiple, it 
appears clheliy on exposed areas and has been 
noted particularly on patients working with pe¬ 
troleum products. To the author’s knowledge, the 
case here reported is the first instance of such a 
tumor arising in a skin graft donor site. It is inter¬ 
esting to speculate whether the petroleum product, 
liquid petrolatum, or the trauma of removing the 
graft initiated its rapid growth. An accurate diag¬ 
nosis of this Pnnor is important for prognostic as 
well as therapeutic reasons. Undoubtedly in the 
past many instances have been mistakenly labeled 
as squamous-cell carcinoma. 

Th)Toid Neoplasms Following Inadiation. G. M. 
Mhlson, R. Kilpatrick, H. Eckert and others. Brit. 
M. J. 2:929-934 (Oct. IS) 195S [London]. 

The authors report on S girls and women, be¬ 
tween the ages of 10 and 63 years, and 1 25-year- 
old man with th\Toid neoplasms, all of whom had 
been exposed several years previously to ionizing 
irradiation by radium or roentgen rays. A definite 
carcinoma of the thyroid svas observed in 7 of the 
9 patients, and an adenomatous enlargement of 
the thyroid in the remaining 2. In 6 of the 7 pa¬ 
tients tire irradiation was given in infancy or child¬ 
hood for the treatment of cutaneous lesions in the 
neck, such as nevus, keloid, and eczema. In these 
6 patients the carcinoma was predominantly papil¬ 
lary in t>'pe. The dose to the thyroid varied from 
130 to 2,700 r, and the latent period varied from 
5 to 18 years. The carcinoma developed in the 
part of the thjToid exposed to the greatest irradia¬ 
tion. The 7th patient had been irradiated in adult 
life for tliyroto.xicosis, and an anaplastic carcinoma 
developed 37 years later. Of the 2 patients with 
adenomatous enlargement of the thyroid, one had 
had irradiation carried out in early infancy for a 
nevus overlying the left sternomastoid tendon, and 
the other was treated by roentgen-ray irradiation 
in early adult life for thyrotoxicosis. Histologically, 
hj’perplastic adenomatous areas and mitotic fig¬ 
ures were seen, but in the absence of local invasion 
and metastases the histological features alone did 
not justify a diagnosis of carcinoma. The lesions 
were regarded as premalignant conditions. Ex¬ 
posure in childhood to ionizing irradiation predis¬ 
poses to the appearance of thyroid neoplasms. The 
association after irradiation in adult life is less 
certain. 

Primary Lung Cancer and Pulmonary Tuberculosis: 
A Study Based on 570 Postmortem Examinations, 
K. Murasawa and V. Altmann. Sea View Hosp. Bull. 
17:37-52 (July) 1958 [New York]. 

The interest of these authors in pulmonary tuber¬ 
culosis and primary lung cancer was awakened by 
the observation that a number of cases diagnosed 


clinically as tuberculosis proved at autopsy to be 
primarily lung carcinomas. Some of these patients 
showed either mild active or more extensive pro¬ 
gressive tuberculosis, but others had no active 
tuberculosis in the lungs. It seemed probable that 
there must have been some degree of tuberculosis 
in the lungs of all these patients, at least at the time 
of their admission to Sea View Hospital, Staten 
Island, N. Y., since the basis for entering the hos¬ 
pital was a sputum positive for acid-fast bacilli. In 
570 consecutive autopsies performed during a 10- 
year period at this hospital, 39 cases of primary 
lung carcinoma were found. Tlrere was close ana¬ 
tomic association behveen active pulmonary tuber¬ 
culosis and primary lung carcinoma in 14 instances, 
corresponding to about 2.4% of all cases. This figure 
corresponds to the one expressing the probability 
of developing cancer of the lung among a com¬ 
parable average population. No etiological relation¬ 
ship was detected between lung tuberculosis and 
carcinoma. The authors believe diat, if there is any 
increase in the frequency of lung cancer in tuber¬ 
culosis hospitals, the reasons are other than a direct 
causal relationship between the hvo conditions. 


RADIOLOGY 

Clinical Picture and X-Ray Therapy of Acromegaly. 
E. N. Mozharova. Probl. endokrinol. i gormono- 
terap. 4:98-103 (No. 4) 1958 (In Russian) [Moscow]. 

Tlie author presents the results of x-ray therapy 
of 110 patients with acromegaly who were ex¬ 
amined clinically and then followed up for a pro¬ 
longed period (up to 20 years) after the treatment. 
Deep x-ray therapy was employed. Various metliods 
were developed and applied: irradiation of the 
hypophysial-hypothalamic area, of the superior 
cervical sympathetic ganglions, and of tire thyroid 
gland, as well as treatment with radium by intro¬ 
ducing it through the nasopharynx under the basilar 
portion of the sella turcica. These metlrods were 
used in various combinations. Different single and 
total doses were employed according to the indi¬ 
cations. The clinical sjmfiptoms and the variations 
of the course of this disease (complications by 
thyrotoxicosis, diabetes mellitus, etc.) were taken 
into consideration. Radiation treatment of acro¬ 
megaly gave successful results. A number of grave 
symptoms were relieved or completely disap¬ 
peared even in complicated cases of acromegaly 
(for example, menstrual periods were reestab¬ 
lished, vision was recovered, and symptoms of 
diabetes and thjTotoxicosis disappeared). The pa¬ 
tients were able to return to active life for many 
years. In individual approach, with the careful 
choice of the methods and doses, radiation treat¬ 
ment gives no complications and should be em¬ 
ployed before surgery. The latter should be re¬ 
sorted to only in radioresistant cases of this disease. 
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Roentgen Examination of the Gastrointestinal 
Tract as an Aid in the Diagnosis of Acute and Sub¬ 
acute Reticuloendotheliosis. S. B. Feinberg and 
R. G. Lester. Radiology 71:525-533 (Oct.) 1958 
[Syracuse, N. Y.]. 

According to the authors tliere have been many 
papers correlating Letterer-Siwe disease and Hand- 
Scliiiller-Christian disease and eosinophilic granu¬ 
loma under the general designation of nonlipid 
histiocytosis, histiocytosis-X, or reticuloendothelio¬ 
sis. Among the diagnostic criteria originally listed 
by Siwe, tlie gastrointestinal tract was not men¬ 
tioned. This paper is particularly concerned with 
roentgenologic findings in tire gastrointestinal tract. 
Two cases of reticuloendotlieliosis recently ob- 
ser\'ed at the University of Minnesota Hospitals in 
Minneapolis led to these studies. In the first patient, 
a 9-month-old infant, vomiting and abdominal dis¬ 
tention developed at 2 months of age. At 3 months 
the classical papular eruptions appeared over tlie 
trunk and scalp. Abdominal ascites and dependent 
edema also developed. Adenopatliy was an insig¬ 
nificant finding. On examination of the gastro¬ 
intestinal tract, tlie small and the large intestine 
appeared moderately distended, suggesting ady¬ 
namic ileus. Marked abnormality of the mucosa of 
the duodenal loop and proximal jejunum was ob- 
rdous. The mucosal pattern was effaced in some 
zones and finely granular in others, suggesting 
hj’pertrophy and/or edema of the intestinal walls. 
Skin biopsy showed changes diagnostic of acute 
reticuloendotlieliosis, e. g., heav)' mononuclear-cell 
involvement. The bone marrow revealed large 
mononuclear reticulum cells and an increase in 
megakaryocytes. Lymph-node biopsies were nega¬ 
tive. Laboratory studies showed hypoalbuminemia 
associated with protein loss and disturbed intestinal 
absorption. Postmortem findings included diffuse 
replacement of liver substance and tliickening of 
the small intestinal wall by reticuloendothelial 
mononuclear-cell invasion, 

These observations induced tire authors to recall 
a child with subacute reticuloendotheliosis for 
examination of the gastrointestinal tract. She had 
surs'ived 28 months with middle-ear involvement, 
recurrent Ijunphadenopathy, and massive bone in¬ 
vasion but without gastrointestinal symptoms. 
Neverdieless, a survey of tire small intestine showed 
absence of normal mucosal pattern, segmentation 
of intestinal loops, and barium flocculation inter¬ 
preted as representing mesenteric node involve¬ 
ment. In vaew of the findings in tliese 2 cases, the 
records of the University of Minnesota Hospitals 
were reviewed. Twenty-two cases of reticuloen¬ 
dotheliosis were found in the files. In 11 of tliese 
patients the condition was acute, and 7 of them 
had intestinal and/or mesenteric node invasion. 
Six of die 7 patients had had clinical symptoms of 


the gastrointestinal tract. More than 20% of the 
verified cases in a survey of the literature had 
autopsy evidence of intestinal and/or mesenteric 
node involvement. The authors advocate routine 
upper gastrointestinal tract examination as an aid 
in the diagnosis of atj'pical reticuloendotheliosis 
in which vomiting and diarrhea may be the only 
clinical symptoms. 

Pericai-dial Celomic Cyst: A Re-Evaluation. G. F. 
Lull Jr. Radiology 71:534-541 (Oct.) 1958 [Syra¬ 
cuse, N. y.]. 

The entity of pericardial celomic cyst was estab¬ 
lished by Lambert in 1940; this investigator also 
suggested a theory of its origin, postulating the 
persistence, as a separate cavity, of one of the 
mesenchymial lacunae which in the developing 
embryo fuse to form the pericardial celom. He in¬ 
dicated that the distinction behveen pericardial 
celomic and lyonphangiomatous cysts could not be 
made on a histological basis, since it is impossible 
to distinguish behveen mesotlielium and endo¬ 
thelium. His premise tliat multilocularity in thin- 
walled cysts excludes pericardial celomic cysts and 
indicates lyunphangiomatous cysts is rejected by 
the present author, who reviews observations on 
15 patients in whom pericardial celomic cysts were 
pathologically proved. These patients were seen 
on the radiology sers'ice of the Fitzsimons Army 
Hospital in Denver. The roentgenologic diagnosis 
of pericardial celomic cyst is difficult in riew of the 
various types of congenital cysts which may be 
present in tire same area, namely, epidermoid, der¬ 
moid, teratoid, bronchial, esophageal, gastroenteric, 
pericardial celomic, and lymphangiomatous cysts. 
Some of the data on the 15 patients witli patlio- 
logically proved pericardial celomic cysts are tabu¬ 
lated, but detailed reports are not given, because 
12 of the 15 cases had been reported before. 

In addition to the 15 patients with pericardial 
celomic cysts, 7 with anterior mediastinal lesions 
were reviewed in an attempt to find roentgeno- 
graphic similarities or differences. Two of these t 
patients had lymphangiomatous cysts which proved 
to be unilocular rather than multilocular, whereas 
2 of the 15 pericardial celomic cysts were multi¬ 
locular. The criteria for the diagnosis of pericardial 
celomic cyst include a thin cyst wall, clear fluid 
contents, a lining of flattened cells that have the 
appearance of endothelium or mesothelium, and 
absence in the wall of any elements indicating 
lymphangiomatous or other etiology. An awareness 
diat the cyst wall and its contents may be altered 
by inflammatory reaction in the adjacent tissues 
vvill be helpful. Attention should be paid to the 
margins of the lesion. If there is a fairly sharp 
angle at the border of the area of density where 
it merges with the heart, then the mass probably is 
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separate from the heart. If an acute angle does not 
exist, then the lesion is probably intimately incor¬ 
porated with or lies within the pericardium, and 
tlie diagnosis of pericardial celomic cyst should be 
slewed with suspicion. The demarcation sign 
proved of value in the differential diagnosis of 
localized pericarditis and pericardial fat pad. 

While Lambert’s theory of the etiology of these 
cystic lesions explains why they can be present, it 
does not account for the time of their appearance 
or the mechanism by which they are produced. 
Since 3 patients had a history compatible with res¬ 
piratory tract infection and 1 had a history of injury 
while boxing, it is postulated that the trigger 
mechanism must be some form of injury, either in 
the form of inflammatory disease or trauma. In 
those patients who were asymptomatic, the injury 
was prob.ably not of a suffleient degree to have been 
incapacitating or to have been remembered. This 
does not preclude the fact that the cx’sts themselves 
may be responsible for some of tbe symptoms. 

PUBLIC HEALTH 

Evaluation of the Effectiveness of Anti-Influenza 
Vaccination. V. Pavilanis, A. Frappier, F. Somlo 
and others. Canad. M. A. J. 79J527-532 (Oct. 1) 
1958 [Toronto]. 

The autliors attempted during the winter of 1954- 
1955 to assess the degree of protection conferred 
by a pol)walent anti-influenza vaccine. Describing 
the preparation of the vaccine, they say that after 
the period of incubation the allantoic fluid was col¬ 
lected aseptically, and the virus which had multi¬ 
plied xvithin it was purified and concentrated by 
centrifugation. After treatment with formol 1 in 
4,000, the agglutinating power of each monovalent 
vaccine was adjusted by' dilution to 500 units per 
cubic centimeter. The 4 monovalent vaccines were 
mixed in the following proportions; PR 8, 22.2%; 
FMI, 22.2%; Cuppett, 22.2%; and Lee, 33.3%. The 
protection conferred by this vaccine was studied 
in the following 4 groups: 1. At a psychiatric hos¬ 
pital 2,862 patients were given the vaccine and 748 
a nonvirulent liquid (placebo); 1,077 patients served 
as nonvaccinated controls. 2. Among civil service 
employees of the city of Montreal, 558 were given 
the vaccine and 476 the placebo fluid; 2,466 indi¬ 
viduals were used as nonvaccinated controls. 3. In a 
Montreal factory the vaccine was given to 313 
workmen and the placebo solution to 277 others. 4. 
At Montmagny, a semirural area situated 40 miles 
down the St. Lawrence from Quebec, the vaccine 
was administered to 1,525 children and 236 adults; 
558 children and 195 adults were given injections 
of placebo. 

An epidemic of mild influenza affected Montreal 
in March, 1955, and its origin was traced to a virus 
of antigenic structure identical with that of influ- 
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enza virus, type A, strain Cuppett/50. The quad¬ 
rivalent vaccine given in this study led to an ap¬ 
preciable production of antibodies; their titer was 
quadrupled for strains PR 8 and Lee, the response 
being much weaker with strains FMI and Cuppett. 
This quadrivalent vaccine conferred a protection 
against clinical influenza varying between 40 and 
80% according to the group. 

Copper Poisoning from Vending Machines. S. H. 
Hopper and H. S. Adams. Pub. Health Rep. 73: 
910-914 (Oct.) 1958 [Washington, D. C.]. 

Several health departments have reported cases 
of illness that appear to be copper poisoning asso¬ 
ciated with carbonated drinks obtained from vend¬ 
ing machines. These machines, the post-mix type, 
release 1 oz. of a flavored sirup into a cup and then 
add 5 oz. or more of carbonated water. After pre¬ 
senting cases of copper poisoning, the authors 
discuss previous reports on tlie to.xicity of copper. 
There seems to be no unanimity of opinion regard¬ 
ing the toxicity of this metal. It has been said that 
the danger from copper water-supply lines is slight. 
Copper is readily attacked by the various acids 
present in foods, such as acetic, citric, malic, tar¬ 
taric, and oleic acids. Consequently, any food or 
drink containing acid will dissolve a certain amount 
of copper if it comes in contact with that metal. 
There is no doubt that the human organism can 
take care of minute amounts of copper, but where 
the dividing line is behveen harmless and harmful 
amount cannot yet be said. Indixodual susceptibility 
probably enters to complicate the problem. 

Studies were carried out with a post-mLx type of 
vending machine. If the check valves in such a 
machine do not function correctly, carbon dioxide 
may enter the water-supply line. In the event that 
this line is made of copper, then (a) the carbon 
dioxide or carbonated water will react with the 
copper; (b) under certain conditions the quantities 
of copper going into solution could be .quite large; 
and (c) copper poisoning could occur from a bever¬ 
age dispensed from a post-mix type of carbonated 
beverage machine. The authors feel that copper 
poisoning does not represent a public health prob¬ 
lem of any great magnitude, since the relatively 
few cases on record, compared with the millions of 
soft drinks consumed, would give an infinitesimally 
small case rate. To minimize copper poisoning, 
however, they make the following suggestions: 
1. Vending machines should adhere to the sanita¬ 
tion code concerning the use of 2 check valves or 
a double check valve, an air gap, a device to vent 
the carbon dioxide to the atmosphere, or a device 
approved by the health authority. 2. A carbonatof 
should not be made of copper; it should be made 
of an acid-resistant nonto.xic metal. 3. Water filters 
and water-conditioning devices should not use a 
copper container. 
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BOOK REVIEWS 


Heart Disease and Pregnancy: Physiology and Manage¬ 
ment. By C. Sidney Bursvell, M.D., Samuel A. Levine Pro¬ 
fessor of Medicine, Harvard University, Boston, and Janies 
Metcalfe, M.D., Associate in Medicine, Harvard University. 
Cloth. $10. Pp. 338, with 45 illustrations. Little, Brown & 
Company, 34 Beacon St., Boston 6; J. & A. Churchill, Ltd., 
104 Gloucester Place, Portman Sq., London W. 1, England, 
1958. 

Tine authors of this admirable book dedicated 
themselves to the premise "that an understanding 
of normal phj'siology enables management of dis¬ 
ease during pregnancy to be rational rather than 
empirical.” This premise is ably and clearly de¬ 
veloped. Tliis book should be required reading for 
all senior medical students and should be equally 
valuable to every physician responsible for the 
care of pregnant women, whetlier he is an obstetri¬ 
cian, general practitioner, internist, or cardiologist. 
The authors not only develop a sound basis for 
understanding the impact of pregnancy on the 
circulatory system but also cover in detail the suc¬ 
cessful management of all forms of acquired and 
congenital heart disease during pregnancy. The 
indications for interruption or prohibition of preg¬ 
nancy are clearly set forth. 

Progress in Radiation Therapy. Edited by Franz Buschke, 
M.D., Professor of Radiology, University of California School 
of Medicine, San Francisco. With 13 contributors. Clotli. 
$9.75. Pp. 284, with illustrations. Grune & Stratton, Inc., 
381 Fourtlj Ave., New York 16; 99 Great Rus.sell St., Lon¬ 
don, W. C. 1, England, 1958. 

This initial volume in a projected series contains 
reviews on a variety of subjects designed to estab¬ 
lish a foundation for future reports. Subjects are 
presented in the biological, physical, clinical, and 
educational fields that have direct application to 
clinical radiation therapy. At the beginning of this 
volume are two excellent chapters on the history of 
radiation therapy and of radiation sources for can¬ 
cer therapy. The basic biological problems that are 
critically surveyed include the radiobiological 
effectiveness of radiation from different external 
sources, the relationship of the radiation dosage to 
time, and the modification of radiation effects by 
chemical means. The last half of the book is largely 
concerned witli clinical problems; it covers ultra- 
fractionation, radioresistant versus radiosensitive 
carcinomas of the cervix and their recognition by 
cytological means, renal embryoma, malignant 
intracranial neoplasms, central nervous system 
tolerance to radiation, carcinoma of the tli}Toid, 

These book reviews have been prepared by competent autboriUes 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


and nonmalignant diseases of the eye. The last 
chapter deals with radiation tlierapy as a medical 
specialty, and a plea is made for the separation of 
radiation therapy from the field of general radi¬ 
ology. All subjects have been critically and 
thoroughly reviewed. Each chapter is accompanied 
by an excellent bibliography. This book should be 
of interest to radiation therapists as well as general 
radiologists. It fills a distinct and long-felt need. 


Emergency Treatment and Management. By Tlios. Flint 
Jr., M.D., Director, Division of Industrial Relations, Peim.i- 
nent Medical Group, Oakland and Richmond, California. 
Second edition. Cloth. $8. Pp. 539. W. B. Saunders Company, 
218 W. Washington Sq., Philadelphia 5; 7 Grape St., Shaftes¬ 
bury Ave., London, W. C. 2, England, 1958. 

This book consists of three general divisions: 
general medical principles and procedures; emer¬ 
gency treatment of specific conditions; and admin¬ 
istrative, clerical, and medicolegal principles and 
procedures. It is compact and easily transportable. 
The specific topics are numbered and the sections 
on diagnosis and emergency treatment are readable 
and in outline form. The book covers most common 
emergencies in internal medicine, general and trau¬ 
matic surgery, pediatrics, and obstetrics that would 
be met in the office, hospital emergency room, or 
tlie home. The specific emei'gencies are covered in 
a concise manner devoid of controversial points 
for the sake of brevity. In some instances only one 
treatment is suggested, thus unintentionally imply¬ 
ing that no other methods are acceptable. The 
section on acute poisoning is excellent. It provides 
an extensive list of comniqn poisons with their 
characteristics, symptoms, and treatment. A list ot 
the toxic ingredients in a wide variety of commer¬ 
cial preparations is also included. This volume 
should prove particularly useful to interns, resi¬ 
dents, and physicians treating emergencies. 


Essentials of Gynecology. By E. Stewart Taylor, M. ■. 
Professor and Head of Department of Obstetrics and Gyne¬ 
cology, University of Colorado School of Medicine, Dw'er. 
Cloth. $12. Pp. 502, with 347 illustrations. Lea & Febiger, 
600 S. Washington Sq.,PhiladeIphia 6, 1958. 


This new textbook is unusually well presente 
from tire standpoint of subject matter, illustrations, 
and writing. The arrangement of topics follows the 
generally accepted teaching schedule, and the boo 
should find a useful place in medical schools. G>'ne- 
cology is here presented in a broad manner. Use o 
this book should be supplemented with an intensi'O 
course in regional pathology. 
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EXCESSIVE GROWTH IN 
T^^'EL^^£-ni:AR-OLD GIRLS 
To TiiE Eorron:—A patient is concerned about the 
ciccssioc growth of her daughter, who, at the 
age of 12 years, is 5 ft, 7'A in. (171.4 cm.) tall and 
weighs 130 lb. (59 hg.). Out of the ISO children 
in her gymnasium class in junior high school, she 
is the tallest. The mother is concerned because 
the child appears to be developing a great deal of 
self-consciousness and shyness because of her 
tall stature. Is there any recognized safe therapy, 
including hormone therapy, which can be used 
to stop growth in such a child? It should be noted 
that the child is taller than either of her parents, 
any of her grandparents, and both of her older 
siblings. There is no evidence to date indicative 
of a pituitary adenoma. 

William H. Davis, M.D., Los Angeles. 

To THE Editor:— P/cflsc give advice as to the best 
hormonal regimen to arrest or retard growth in 
a 12-year-old girl who already has attained a 
height of 5 ft. 5 in. (165.1 cm.). She has not 
started her menses. Findings on physical exami¬ 
nation were within normal limits, except for the 
height. Her weight W''s 105 lb. (47.6 kg.). The 
hone age was found to be consistent with the 
chronological age. The girl’s father and mother 
are 6 ft. 5 in. (195.6 cm.) and 5 ft. 10 in. (177.8 
cm.) tall respectively; her 18-year-old brother 
is 6 ft. 4 in. (193 cm.) tall, and her sisters, 21 
and 23 years of age, are 5 ft. 10 in. and 5 ft. 8 in. 
(172.7 cm.) tall respectively. Should estrogens be 
used alone or together with androgens, and what 
is the recommended dosage? 

Warner M. Soelling, M.D., Modesto, Calif. 

Answer.— In reference to the girl in the first ques¬ 
tion, hormone therapy might be justified in an at¬ 
tempt to slow her linear growth. A further increase 
of at least 3 to 4 in. (7.6 to 10.1 cm.) can be ex¬ 
pected in tile next six years. This may add to the 
personality diflBculties that have already developed. 
However, x-ray of the long bones for bone age is 
indicated for comparative purposes during and after 
treatment. Furdiermore, no mention is made of tlie 
presence or absence of secondary sex characteris¬ 
tics. This is important because with minimal or no 
secondary sex characteristics a more prolonged 
growth period may be anticipated, whereas if she 

The answers here published have been prepared by competent au¬ 
thorities. They do not, however, represent tlie opinions o£ any medical 
Or other organization imless specifically so stated in the reply. Anony- 
oious communications cannot be answered. Every letter must contain 
the ^Tiler’s name and address, but these will be omitted on request. 


is going through puberty growth may cease spon¬ 
taneously in a shorter period of time. Thus, if hor¬ 
mone therapy is used, the dosage and duration of 
therapy will relate to the degree of maturity present 
when the drug therapy is introduced. With respect 
to the girl in the second question, retarding of 
growth at this time should not be attempted unless 
there are definite indications. There is a definite 
family pattern of growth in this instance, and it is 
assumed that the child is fairly well adjusted, hav¬ 
ing tall parents and older sisters. It would be inter¬ 
esting to know tlie attitude of her mother and sis¬ 
ters with respect to their large size and whether 
they are well adjusted. If this child has personality 
difiBculties, as in the case of tlie child in the first 
question, tlien hormone therapy may be justified. 
Although it is stated that findings on physical exam¬ 
ination were within normal limits except for height, 
more information relative to secondary sex charac¬ 
teristics would be helpful. 

Treatment of excessive growth in such cases is 
best accomplished with estrogens, either in tlie 
form of diethylstilbestrol, 1-2 mg. daily, or conj’u- 
gated estrogens, 2.5-5 mg. or, if necessary, up to 10 
mg. daily. The latter dose is seldom required un¬ 
less uterine bleeding occurs during treatment. If, 
in spite of increasing doses of estrogens, bleeding 
continues, testosterone propionate, 25-50 mg. given 
intramuscularly, may be used, followed by a short 
course of therapy witli methytestosterone, 10-30 mg. 
per day given orally. It may be necessary to con¬ 
tinue estrogen therapy for one to three years or 
longer. There are no harmful effects of prolonged 
estrogen tlierapy in such patients. The rapid devel¬ 
opment of secondar)' sex characteristics and the 
probability of irregular uterine bleeding during 
treatment should be explained to both the parents 
and the child. 

FORCE TO DISRUPT OSSICULAR CHAIN 
To THE Editor:—H as any material been published 
regarding the amount of force necessary to dis¬ 
rupt the various joints and tendons of the middle 
ear? Construction of an instrument is being con¬ 
sidered with use of the Schi0tz tonometer prin¬ 
ciple except with a pull instead of a push, which 
will enable a large series of studies to be done 
in fresh postmortem specimens and in operative 
cases. 

Glenn J. Greenwood, M.D., Los Angeles. 

Answer.— The structure of the ossicles, and par¬ 
ticularly of the stapes, is so variable, as has been 
shown by clinical observation and the anatomic 
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studies by Professors Barry Anson and Theodore 
Bast of the Northwestern University and tlie Uni¬ 
versity of Wisconsin, that it would be difficult to 
determine a particular force necessary to disrupt 
the ossicular chain. It could hardly be determined 
in the cadaver ear, and there have been no pub¬ 
lished reports of such studies on the living patient. 

ATOPIC DERMATITIS AND CLIMATE 
To THE Editor:—A 7-year-old boy has had atopic 
dermatitis since birth. In the past two years his 
condition has become severe, involving the upper 
and lower extremities, neck, groin, and other 
areas of his body. Pruritus is present day and 
night. Medicaments of all kinds, given orally and 
topically, have not given any relief. The child is a 
resident of the Northeast, and, during a trial 
visit to Denver, Colo., for two weeks, he showed 
remarkable improvement. Please give informa¬ 
tion with regard to relief obtained in dry climates. 
What particular areas would be recommended? 

M.D., Florida. 

Answer.— Atopic dermatitis of the extent and 
severity described in this child is a particularly 
distressing and difficult medical problem, to patient 
and parents alike. In addition to the discomfort of 
incessant itching, and the cosmetic disfigurement 
produced by tlie dermatitis, such patients are prey 
to the development of other manifestations of atopy. 
Also, the bacterial fiora of the skin is abnormal, 
and chronic staphylococcic infection seems to pose 
a problem of increasing significance in some such 
patients. There can be no question that climato¬ 
logical therapy is frequently helpful, sometimes to 
tlie point of disappearance of all signs and symp¬ 
toms of atopic dermatitis. It is often entirely com- 
qiarable to the effects of steroid therapy and, of 
course, far less dangerous. In general, patients witli 
atopic dermatitis are better in a warm but not ex¬ 
cessively hot environment, where periods of pro¬ 
longed high humidity are not encountered. Such 
patients sometimes do well in southern Florida or 
California. Others seem to obtain more benefit from 
a drier warm climate, such as is found in some 
localities in the Southwest United States. As a 
rule, opportunity for plenty of exposure to natural 
. sunlight is an advantage. The climate of Denver, 
Colo., during the warm months of the year is often 
beneficial, but recurrences might well be noted 
during the cold winter season, when exposure to 
natm-al sunlight is not possible and when woolen 
clodiing must be worn. On the other hand, chronic 
severe atopic dermatitis is encountered in all locali¬ 


ties in the United States witli some frequency, and 
it is therefore clear that climatological therapy is 
not always successful. Though such treatment in¬ 
volves a financial burden and disarrangement of 
families, it is well worthwhile when successful in 
severe prolonged atopic dermatitis. Some such pa¬ 
tients, if the skin remains clear for several months, 
may then tolerate their home environment without 
too much difficulty; in others this is not the case. 

CAISSON DISEASE AND PITUITARY 
ADENOMA 

To THE Editor;—A patient has adenoma of the 
pituitary gland, confirmed by x-ray findings and 
visual field report. He was a deep sea diver from 
1941 to 1946. Is there any causal relationship 
between caisson disease with its subsequent pos¬ 
sible complications and the present adenoma of 
the pituitary gland? 

Aaron M. Spirer, M.D., New York. 

Answer.— There is no evidence that caisson dis¬ 
ease with its subsequent possible complications is 
in any way related causally to adenoma of the 
pituitary gland. 

BILIARY CIRRHOSIS AND COLITIS 
To the Editor:— In the Questions and Answers 
section of The Journal, Nov. 1,1958,. page 1297, 
an inquiry was made concerning the efficacy of 
steroid therapy in a patient with massive ascites, 
abnormal liver function, and ulcerative colitis. 
It slioidd be pointed out that during the past 
several years a number of communications have 
been published on the subject of liver disease 
and ulcerative colitis. In a recent paper. Gray 
and colleagues (Am. J. Digest. Dis. 3:481, 1958) 
discuss this association and also indicate a pos¬ 
sible relationship of these two disease processes 
to systemic lupus erythematosus. In the case 
under discussion, the ascites could be caused by 
cirrhosis of the liver with portal hypertension 
but it could also be a manifestation of the serous 
membrane involvement of systemic lupus erythe¬ 
matosus. The age and sex of the patient favor 
this concept. That steroid therapy may he of ben¬ 
efit in sii'ch cases is suggested by the results ob¬ 
tained by Gray and co-workers. They reported 
moderate to excellent responses to cortisone in 
five of eight patients with hepatitis, tdeerative 
colitis, and (in four of the eight) positive L. E. 
test results. Charles R. Messeloff, M.D. 

320 Concord Ave. 

Bronx 54, New York 
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SIMPLE, RAPED DIAGNOSTIC TEST FOR RHEUMATOID ARTHRITIS- 
BENTONITE FLOCCULATION TEST 

Kurt J. Bloch, M.D. 
and 

Joseph J. Buniin, M.D., Bethcrcla, Mcl. 


n HE presence of an unusual serum ijrotein 
capable of reacting with gamma globulin 
is among the most constant laboratory 
findings in rheumatoid arthritis. Tire dem¬ 
onstration of this substance (often referred to as 
the “rheumatoid factor”) by various serologic tests 
is included in the list of criteria required for the 
diagnosis of “definite” rheumatoid arthritis pro¬ 
posed by the American Rheumatism Association. 
It is known that the presence of the rheumatoid 
factor is closely associated with the finding of 
subcutaneous nodules, erosion of joint cartilage, 
and destruction of subchondral bone.‘ Duthie and 
co-workers ° found that the presence of the rheu¬ 
matoid factor seemed to be related to prognosis. 
In their patients who had positive findings, the 
disease followed a more severe course tlian in 
those witli negative findings. In studies of the epi¬ 
demiology of rheumatoid arthritis in various popu¬ 
lation groups, the serologic test has been found 
especially useful and dependable as a diagnostic 
aid.“ 

Several laboratory procedures are now available 
for the demonstration of the rheumatoid factor. De¬ 
spite the importance of serologic testing in diagno¬ 
sis, prognosis, and epidemiology of rheumatoid 
arthritis, tliere are relatively few laboratories in the 
United States in which these tests are performed. 


The benfon/le flocculation test (BFT) is a 
modification of a serologic test used to detect 
Tricbinella antibodies. Ingredients for the test 
are readily available from commercial sources. 
Stock preparations are stable for months. 
Equipment necessary for this test is available 
in the average clinical laboratory. Minimal 
technical skill is required for performance of 
the test and reading of results. One hour or 
less is required from receipt of the serum to 
completion of the test. Of 114 patients with 
verified rheumatoid arthritis, the test finding 
was positive in 85 %. Disseminated lupus ery¬ 
thematosus and scleroderma contributed the 
next highest percentage of positive tests, 
55% and 50% respectively. In 58 patients 
with nonrheumatoid arthritis, the test finding 
was positive in 3 (5%,). The BFT result is posi¬ 
tive in about 10 % of syphilitic as well as 
biological false-positive serums. 


Among the major deterrents to wider application 
of tliese serologic tests have been (1) complex and 
unstable ingredients, such as sheep erythrocytes 
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and rabbit anti-sheep-erythrocyte serum; (2) com¬ 
plex procedures, such as absorption of heterophil 
agglutinins from human serum, fractionation of 
serum, and tanning of sheep erythrocytes; (3) time 
consumption (performance of 20 tests may fully 
occupy a skilled technician for several days); and 
(4) difficulties in reading end points of agglutina¬ 
tion (this requires considerable experience). 

Bentonite Flocculation Test 

The bentonite flocculation test (BFT) is a sim¬ 
ple, rapid, sensitive procedure for the detection of 
the rheumatoid factor.'* Bozicevich and associates,'’ 
in 1951, described a serologic test with bentonite 
particles coated with antigenic material from Trichi- 
nella used to detect antibodies in tlie serum of pa¬ 
tients infected with Trichinella. The BFT is a modi¬ 
fication of this technique, with human gamma 
globulin used as the coating agent. Ingredients for 
the test are readily available from commercial 



BPNTCNlTE Di'^rCRENTlAL 

SVtFENSiCN CCNTpiFUGATJON GAMMA GlOaUUN COATED 


eef^TONlTE 



Fig. 1.—Schematic outline of bentonite flocculation test. 
Bentonite particles are suspended in water and optimum 
particle size obtained by differential centrifugation. Particles 
are coated witli gamma globulin and dyed with methylene 
blue. Rlieumatoid factor, present in patient’s serum, floc¬ 
culates coated particles. 


sources. Stock preparations are stable for months. 
Equipment necessary for this test is available in the 
average clinical laboratory. Minimal technical skill 
is required for performance of the test and reading 
of results. One hour or less is required from receipt 
of tlie serum to completion of the test. 

A schematic outline of the BFT is presented in 
figure 1. Wyoming bentonite, a naturally occurring 
clay in pou'der form, is suspended in distilled 
water. Particles of optimum size for the test are 
obtained by differential centrifugation. These are 
coated witlr pooled normal human gamma globulin. 
Methylene blue is added to stain the particles and 
make tliem readily visible. The coated (“sensi¬ 
tized”) bentonite particles are then added to serial, 
hvofold, saline dilutions of inactivated serum on 


routine serology slides. These slides then are 
placed on a Boerner type of rotating machine for 
20 minutes, and results are observed under a micro¬ 
scope at low-power magnification. Findings on the 
flocculation test are considered positive when at 
least 50% of the bentonite particles are clumped 
into compact masses by a serum diluted 32 times 
(1:32) or more. In negative results the particles re¬ 
main freely suspended. 

Several thousand tests have been performed in 
our laboratory. The stock hentonite suspension is 
stable for six months and the gamma globulin solu¬ 
tion for two to three months. Although we prepare 
freshly coated bentonite particles every week, it 
has been found that coated particles may be used 
satisfactorily after three weeks’ storage in the re¬ 
frigerator. Sufficient stock bentonite solution can he 
prepared at one time to permit the performance of 
500 screening tests. 

How to Perform the Test 

Preparation of Stock Bentonite Suspension.—De¬ 
tergents (often used in cleaning glassware) adher¬ 
ent to the surface of glassware will interfere with 
this test. It is important, therefore, to cleanse all 
glassware of this material by washing wth distilled 
water before using. 

Suspend 0.5 Gm. of Wyoming bentonite (BC mi¬ 
cron or no. 200 standard Volclay) in 100 ml. of 
distilled water. Homogenize in Waring blendor for 
one minute; repeat after five minutes for one min¬ 
ute. 

Transfer bentonite suspension to 500 ml. glass- 
stoppered graduate, and add distilled water to 
make 500 ml. Shake tlroroughly, and allow to settle 
for one hour. Pour off supernatant into six 100-ml. 
centrifuge tubes (heavy duty, Pyrex), and centri¬ 
fuge, by tachometer, at 1,300 rpm for 15 minutes. 
Use International centrifuge, size 2, tvitli no. 240 
head. Pour off and save supernatant; discard sedi¬ 
ment. 

Centrifuge supernatant in 100-ml. tubes at 1,600 
rpm for 15 minutes. Pour off supernatant, and dis¬ 
card it. 

Resuspend accumulated sediment from the slx 
tubes in 100-ml. of distilled water, and homogenize 
in Waring blendor for one minute. This is tlie stock 
bentonite suspension, which, in our experience, has 
remained stable for as long as six months without 
losing its adsorptive properties. 

Preparation of F-2 Solnffon.—Lyophilized frac¬ 
tion 2 (gamma globulin), 0.5 Gm., derived from 
pooled normal human serum, is suspended in in¬ 
stallments while stirring in 50 ml. of 0.06 M barbi¬ 
tal (Veronal) buffer, pH 8.6 (made by dissolving 
0.184 Gm. of barbituric acid and 1.03 Gm. -of so¬ 
dium barbiturate in 100 ml. of distilled water). This 
buffered F-2 suspension may be stored in a refn’^ 
erator for one or tsvo months. Before use, it should 
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he. cleared by centrifugation at 3,000 rpm for 10 
mimitc,s in order to rcmox’c all particulate matter; 
otherwise, the latter might simulate flocculation. 

rrcjMration of SemUixed BoUonile Pnrliclcs.— 
Tliorouglily shake the stock hcntonilc suspension to 
distribute the bentonite particles ex’cnly. Remove 
10 ml. of the uniformly dispersed particles, place 
in a 15-hy-200-mm. culture tube, and centrifuge at 
3,000 rpm for five minutes. 

Decant the supernatant and add 1 ml. of distilled 
water to the sediment. Agitato the tube to resus¬ 
pend the bentonite particles in the 1 ml. of distilled 
water. 

Add 2 ml. of stock F-2 .solution and mix gently 
by tilting and rotating. Allow the suspension to 
stand from 15 to 30 minutes at room temperature 
to pennit adsorption. Add 15 ml. of distilled water 
and again mi.x gejith'. 

Centrifuge for five minutes at 3,000 rpm. Decant 
the supernatant. Resuspend the sediment with 5 ml. 
of distilled water, shaking thoroughly. Add another 
10 ml. of distilled water, and shake. 

Centrifuge as previously. Decant the supernatant, 
and again resuspend the sediment in 5 ml. of dis¬ 
tilled water. Shake vigorously. To this suspension 
add 1 ml. of 0.1% methylene blue dye; shake, and, 
after five minutes, add 10 ml. of dishiled water and 
centrifuge. 

Decant the supernatant, resuspend the sediment 
in 10 ml. of distilled water, and centrifuge. Again 
decant tlie final washing, and to the sediment add 
4 ml. of 0.05 M phosphate buffer, pH 7.3 (made by 
dissolving 0.975 Gm. of sodium phospbate and 0.185 
Cm. of potassium dihydrophospliate in 100 ml. of 
distilled water). This constitutes the sensitized ben¬ 
tonite particles. Add 0.1 ml. of 1% polysorbate SO 
(Tween 80). 

Conducting the Test.—The serum to be tested 
should be inactivated for-30 minutes at 56 C prior 
to use. Microscopic slides (3 in. by 2 in.) wiUr 12 
rings, designed for serologic flocculation tests, are 
used to conduct the test. In each ring on tire slide 
is placed 0.1 ml. of serial twofold dilutions of serum 
in phosphate-buffered saline solution at pH 7.4. One 
drop of sensitized bentonite suspension is added to 
each ring. (Prior to use, the suspension should be 
thoroughly shaken.) The drop is of such size tirat a 
capillary pipet should dispense about 40 drops per 
milliliter. The slide is then rotated on a Boemer 
type of rotating machine at 100 to 120 rpm for 20 
minutes and read immediately under a microscope 
at low-power magnification (60X)- Drying is to 
be avoided. 

Reading of Results.—A reaction is regarded as 
4-f when all of the sensitized particles are clumped 
in separate masses. There may be a few large or a 
number of small clumps, depending on the titer or 
the serum. Nevertheless, the fields betwcOT the 
flocculi are almost clear. A reaction is regarded as 
3-f when approximately three-fourths of tire sen¬ 


sitized particles have clumired. A 2-1- reaction is one 
in which half of the particles are clumped and half 
still remain in colloidal suspension. In a l-f- reac¬ 
tion only one-fourth of the bentonite particles are 
clumped. In a negative reaction the sensitized ben¬ 
tonite particles are in colloidal suspension. The re¬ 
sult of the flocculation test is considered positive 
when a 2-1- or stronger clumping occurs in a serum 
dilution of 1:32 or higher. Although a negative¬ 
reacting serum does not cause any clumping in di¬ 
lutions up to about 1:1,000, occasionally a l-f or 
2-}- flocculation may occur in dilutions of .1:1,000 
or higher. 

With each test performed, serial saline dilutions of 
a known positive and a known negative reacting 
serum should be included in order to detect any 
change in die sensitized bentonite particles. If 
debris has gotten into tlie sensitized bentonite mix¬ 
ture or the control negative reacting serum, false 
clumping may result. With e.xperience, the spuri¬ 
ous aggregates can readily be distinguished from 
true flocculation. When the result of the test is 
positive, the flocculi are of uniform density, evenly 
distributed in die microscopic field, and free of 
Tiyaline-like” material or other debris. 

Heating of Serum and Storage Conditions 

Necessity for Heating Serum Prior to Testmg.~lr\ 
an attempt to further decrease die time involved 
in performing the BFT; we studied the need for 
heating the serum before testing. One hundred 
tests were . simultaneously performed on serum 
heated to 56 C for 30 minutes and on unlieated 
serum. The effects of beating were found to be sig¬ 
nificant both in serums ivith a low titer and in those 
with moderate and high titers, although the effects 
were different in diese two types. In serum tiiat 
yielded a positive but low titer (e. g., 1:32 or 1:64) 
after heating, the reaction was absent; a negatii’e 
result was obtained when the unheated serums 
were tested. In some unheated serums with mod¬ 
erate or high titers, again there was no flocculation 
at all in the first few tubes (“prozone-like” phe¬ 
nomenon), but significant flocculation occurred 
even in dilutions that e.xtended several tubes be¬ 
yond tlie end point obtained when the same serums 
were tested after heating (table 1). From these 
observations it is apparent tliat heating of the 
serum prior to testing is necessary. 

Effect of Serum Storage Conditions on BFT.~ 
The effect of storage of serum under various con¬ 
ditions was also determined. Serum specimens were 
divided into several aliquots which were tlien stored 
at room, refrigerator, and freezer temperatures and 
tested repeatedly at intervals for six weeks. As in¬ 
dicated in table 2, the titers increased fairly con¬ 
sistently, though slightly, with storage. In rare in¬ 
stances, a negative or “doubtful” result (i. e., 2-|- 
or 3-(- flocculation in dilutions of 1:16) obtained 
with fresh serum became positive after storage 
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(case 5, table 2). A possible explanation for in¬ 
crease in activity of serum on storage is that the 
rheumatoid factor which had combined with tlie 
patient’s owm gamma globulin in vivo dissociated 
on storage, making available more “reactive sites” 
on die rheumatoid factor. Tliese sites are then e.x- 
posed to tire gamma-globulin-coated bentonite, and 
flocculation results. 

Table 1.—Effect of Heating Serum’’ on Results of Bentonite 
Flocculation Test in Two Patients with Rheumatoid Arthritis 

Cii^e 

^ ____ 

1 _ 2 _ 


Dilution Heated Unheated Heated Unhented 

1-4. +++4* — "f4'4'4' — 

i:8. ++++ - -f-f-f - 

I'.IC.. +++4- 4‘4“4* - 

i:S2. 4-44-+ + 4-4-4 ± 

DW. 4-4-44- 444 44 

i:i28. 444 444 4 

i:55n . .f-^4 -44-^ - ± 

1:512. 4-44 444 — — 

i:i.024. 44 444 . 

i:2.(4S. 4 44 . 

rA,(m . 4 4 . 


* 56 C for 30 minutes. 

Ten serums containing moderate to high titers of 
rheumatoid factor were stored at —20 C and re¬ 
tested after six months (table 3). Although there 
was some loss of acti\'ity in three of the serums, 
only one showed negative results. Fourteen with 
negative findings continued to have negative find¬ 
ings on retesting after storage. 

Modifications of the Procedure 

Attempts to modify die BFT by simultaneously 
combining bentonite particles, gamma globulin, 
and patient’s serum on a slide failed to produce a 
positive reaction. The bentonite particles must be 
coated prior to their addition to serum. 

Occasionally, inactive preparations of pooled 
human gamma globulin are received. In agreement 
srith the experience of others, it was found diat 


bentonite failed to increase its reactivity. Rheins 
and co-workers ® have demonstrated that prepara¬ 
tions of gamma globulin from several animal spe¬ 
cies were suitable “antigens” in the latex-fi,\ation 
test. 

Efforts at a furdier simplification of the BFT 
produced a slide screening test of equal or slightly 
greater sensitivity than the original procedure. 'Tliis 
modification consists of die addition of one drop of 


Table 2>.~Effcct of Six Months’ Storage at —30 C on 
Positive Findings 

Tltcr After Storage 



Ciisc 

1 Wfc, 

CMo. 

7 . . 


. 1:8.192 

i:un 


8 . 1 : 8,192 1 : 8 , 




l:l,024 


... 1:512 


12. 


1:1,02i 

13...... 

. 1:128 

i:i2S 

1:325 


. 1:2,(r24 



i:i2S 



SfR. 


coated bentonite particles to one drop of undiluted, 
heated serum on a glass slide. The mixture is 
stirred dioroughly and flocculation directly ob- 
sen'ed after five minutes. Microscopic examination 
is helpful in confirming the gross observations and 
in differentiating bentonite flocculi from debris. 
Gamma globulin used as a coating agent in tiiis 
lest is routinely heated to 63 C for 10 minutes; the 
new method eliminates the need for serial senim 
dilutions, the Boemer ty’pe of rotating machine, 
and special serologic slides. 

Table 4 presents the results of a comparison be¬ 
tween die BFT and die screening test modification. 
One hundred forty-four serums from 36 patients 
with rheumatoid arthritis and 87 from 61 controls 
were tested. 

A disproportionately^ large number of serums 
giving doubtful and also false-positive reactions 
were selected for diis analysis. There xvas agree- 


Table 3.—Effect of Storage on Results of Bentonite Flocculation Test" 

Titers Diirinfr Stornge Time 


-A.. 


Fresh 

Sennn 


1 Wk, 



2 Wk. 



4 Wk. 


G Wk. 


25C 

5C 

-20 C 

25C 

6C 

^ V 
—20 0 

25C 

5C 

—20 o'" 25 C 

50 

_»0C 

i:riG 

1:1,024 

1:512 

i:25G 

1:512 

l:23G 

1:25G 

1:512 

1:2,048 

3:5X2 

3:4,090 


1:1.02-1 

1:8.192 

1:1.024 

l:4,09G 

I:2,WS 

1:1,024 

1:1,024 

1:8,192 

3:6,192 

3:8,192 

l:2,W8 

x:4,09' 

»g. 

3:G4 

1:128 

3:532 

Xpff. 

1:12S 

1:G4 

1:&1 

3:G4 

1;32S 

i:25G 


1:32 

l:12S 

1:128 

i:g4 

l:&4 

1:04 

1;25C 

1:32 

i:04 

3:C4 

i:i28 



• Sterile liondling of serum wns not attempted, and no presen'Otives were added; In general, there was no gross evidence of Imcterlnl contfini*^’* 
tion. 


solutions of these inactive preparations could be 
converted into satisfactory’ coating agents by beat¬ 
ing at 63 C for 10 minutes. Attempts to use com¬ 
mercial preparations of bovine and porcine gamma 
globulin instead of human gamma globulin were 
unsuccessful. Bentonite particles coated xridi these 
preparations reacted weakly', if at all, ivith known 
posiUve rheumatoid serums. Heating the bovine and 
porcine gamma globulin at 63 C prior to coating 


nient of the results obtained by die two tests m 
98.2% of serums examined. The BFT doubtful c.'ife- 
gory' is considered separately; the result of the 
screening test was positive in seven and negative in 
four serums obtained from patients widi verine 
rheumatoid ardiritis. In the control series findings 
in both tests were positive in seven; the screening 
test detected two additional false-positive results- 
These two serums were from patients with In^' 
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kemiit. In summnvy, the rc,siilt of the BFT was posi¬ 
tive in 67 Tp of specially selected eases of rheumatoid 
arthritis, whereas the slide screening test was posi¬ 
tive in 77%. In the controls, a false-positive reaction 
was obtained in 6% with the BFT and in 10% with 
tlie screening test. 

Test Results 

In order to evaluate the diagnostic usefulness of 
the bentonite flocculation test only patients whose 
clinical diagnosis was verified by us were accei^ted 
for study. The results of our experience to date 
uith the BFT are presented in table 5. Of 114 pa¬ 
tients with verified rheumatoid arthritis, the test 
finding was positive in 85%. In eight with 
definite juvenile rheumatoid arthritis there was one 
positive reaction. TIris patient has had arthritis since 
the age of 8 and has active disease at the age of 46. 
Disseminated lupus erythematosus and scleroderma 
contributed tire next highest percentage of positive 
tests, 55% and 50% respectively. In 58 patients with 
nonrheumatoid arthritis, the test finding was posi¬ 
tive in 3 (5%). 

Tabue 4.—Comparison of Bentonite Flocculation Test and 
Screening Modification in Patients with Rheumatoid 
Arthritis and in Controls 



Patients 

Controls 

Tfst Hcsult 

Total Scnims, 
Xo. Xo. 

Total 

No, 

Scrums,’ 

No. 

Positive BFT, 

positive sercenlnc tost. 

.... 23 109 

4 

7 

Positive BFT. 

negative screening test...... 

j 1 



Xegatlvc BFT, 

positive screening test. 

1 2 

1 

1 

Negative BFT, 

negative screening test. 

5 21 

55 

78 

Doubtful BFT,* 
positive FcrecDiDR test,. 

.... 4 T 

2 

1 

Doubtful BFT»* 
negative Fcreenlup test. 

1 1 

... 

... 

than o 0 % of bentonite particles flocculated in scrum diluted 


In our experience, some BFT-negative serums 
from patients with definite rheumatoid artliritis 
jaelded positive results when the euglobulin frac¬ 
tion of the serum was tested. Euglobulin fractions 
were prepared by diluting serum in 14 volumes of 
cold distilled water. After two hours at 5 C, the re¬ 
sulting precipitate was redissolved in buffered sa¬ 
line solution and tested. Six whole serums from pa¬ 
tients with rheumatoid arthritis gave negative BFT 
results; euglobulin preparations from three of tliese 
patients were positive in titers of 1:128, 1:256, and 
1:512. 

Four of 27 patients with leukemia and lympho¬ 
mas had positive findings (table 5). It is suspected, 
but not yet proved, that among tire abnormal serum 
proteins produced in these diseases there may be 
present a macroglobulin which resembles the rheu¬ 
matoid factor in its ability to react with human 
gamma globulin. Three of 31 patients with uveitis 
had positive results. One of these had a brain tumor 
and macroglobulinemia. The other two patients had 
no significant history and exhibited no clinical signs 
or roentgenologic evidence of rheumatoid arthritis. 


Among 151 male blood donors in the age group 
20 to 45 years were two jrositive reactors. The inci¬ 
dence of positive reactors among healthy individ¬ 
uals has generally been found to be about 2 to 
3%.’ Tire BFT result was uniformly negative in 25 
normal volunteers. 

Variation in BFT Titer.—Although a direct cor¬ 
relation has been found behveen tire full develop¬ 
ment of rheumatoid arthritis and incidence of posi¬ 
tive serologic findings,’ we have observed in some 
patients with fully developed rheumatoid arthritis 


Table 5,—Results of Bentonite Flocculation Tests 



Cases, 

Positive, 

Negative 

DlnKno'ils 

No. 

No. 

No. 

KhcutiiHtoid artbrltlfi 

A<l«lt . 

114 

07(8370) 

17 

.Tuvenllc . 

8 

1(12%) 

7 

CollftKcn disease 

Systemic lupus cri'thomntosus. 

11 

0(63%) 

5 

.Scleroderma .... 

30 

5(50%) 

5 

Dcrinntmnyosllls . 

3 


3 

Konrbcuinatold arthritis 

Rheumatic fever. 

1 


1 

Rheumatic heart disease 

(active and Inactive) . 

10 


10 

Gout . 

24 

2 

23 

Osteoarthritis .. . 

13 

... 

13 

Reiter's syndrome . 

8 

1 

7 

AnkylosinK spondylitis (with and 

without peripheral joint Involvement) 

5 

1 

4 





Total. 

01 

3(5%) 

5S 

Nonrheumatlc disease 

Carcinoma of various orjrnns.. 

45 

... 

4.) 

Leukemia and lymphoma . 

27 

4 

23 

Uveitis . 

31 

3 

2S 

Hypercholesteremia .. 

5 


6 

cirrhosis, alcoholic. 

5 


5 

Undiagnosed disense. 

3 


5 

Multiple myeloma . 

4 


4 

ConBcnitnl heart disease. 

4 


4 

Muscular dystrophy. 

4 


4 

Osteoporosis .... 

4 


4 

Arteriosclerotic heart disease . 

4 


4 

Mental defective... 

3 


3 

Stomatitis .... 

3 


S 

Acammaplobullnemla 

(with and without arthritis). 

3 


3 

Hypothyroidism . 

3 


3 

Viral infections . 

3 


S 

Diabetes mellitus .. 

2 


2 

Pseudohermaphroditism ... 

2 


2 

Actinomycosis . 

o 


2 

Hyperthyroidism.... 

2 


2 

Miscellaneous .... 

31 


SI 

Total ... 

192 

7(47.) 

1S5 

Normal volunteers ... 

25 

... 

25 

Professional blood donors. 

151 

2(I7c) 

119 

Total . 

276 

2(1%) 

174 

Total controls and normal persons. 

429 

12(37.) 

417 


conversion of positive to negative test reactions and 
the reverse. Repeated bentonite flocculation tests 
were done at weekly or monthly intervals for pe¬ 
riods of four sveeks to 10 months in 40 patients 
with chronically active rheumatoid arthritis. Twen¬ 
ty-six patients had consistently positive results and 
seven consistently negative results. However, in 
seven other patients findings were negative and 
positive at various times. The cause of this incon¬ 
sistency is unknown; it does not appear to be.re- 
lated to changes in activity of the disease or in the 
hosts response to disease. At any rate, this phe- 
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nomenon underscores the importance of doing re¬ 
peated serologic e.xaminations in patients who ap¬ 
pear to hav'e rheumatoid arthritis but whose test 
results are negative on one or more occasions. 

Figure 2 illustrates the three types of serial re¬ 
actions, namely, consistently negative {top), inter¬ 
mittently positive and negative (center), and con¬ 
sistently positive (bottom). All three patients had 
tj'pical, chronically active rheumatoid arthritis. The 
disease had been present for 14, 9, and 7 years re¬ 
spectively. Multiple, symmetrical joint involvement 
and x-ray evidence of cartilage and bone erosion 
were present. All three patients have received 
steroid tlierapy daily, uninterruptedly, for die past 
four j^ears. There has been sufficient suppression 
of disease to permit usual activities witli minimal 
to moderate discomfort. 


Comparison of Tests and Effect of Other 
Serum Macroglobulins 

Comparison of BFT and Latex-Fixation Tcsh.- 
In a previous publication,'' results obtained by the 
BFT and sensitized sheep erythrocyte agglutination 
(SSEA) test done on the same serum samples from 
64 patients were compared. There was agreement 
betsveen results of both tests in 63 samples and dis¬ 
agreement in 1. A similar comparison betsveen 
the BFT and latex-fixation test was done in this 
study. The latex-fixation test was carried out ac¬ 
cording to metliod of Singer and Plotz.® Polysty¬ 
rene latex particles 0.81 ix in diameter and glycine- 
buffered saline solutions, pH 8.2, were used. 

In 49 patients unth rheumatoid arthritis there 
was agreement of results by both tests in 96% of 



agglutination test, replaced by BFT in this laboratory in May, 1957.) 


Independence of Host Response and BFT.—Al¬ 
though many abnormal laboratory findings in rheu¬ 
matoid arthritis are restored toward or to normal 
values after improvement widi corticosteroid ad¬ 
ministration, the positive serologic test for this dis¬ 
ease is generally unaltered by therapy. Tire patient 
whose case is illustrated in figure 3 was studied 
during an exacerbation of arthritis induced by re¬ 
duction in required dosage of steroid. He was a 
47-y'ear-old male who had had severe rheumatoid 
arthritis for eight years. The marked flare of his 
arthritis was associated vdth a rise in er\4:hroc}'te 
sedimentation rate and increase in jewelers’ ring 
size (an index of proximal interphalangeal joint 
swelling). Despite these changes the BFT remained 
fairly constant; the titer varying by only one tube, 
1:256 to 1:512. This case illustrates the dissociation 
between host response and the serologic reaction. 


the serums examined. In two patients with definite 
rheumatoid arthritis botli findings on tests were nega¬ 
tive. In the remaining two, the latex-fixation test 
results were negative and the BFT results positive 
at titers 1:32 and 1:64. In the nonrheumatoid group, 
with 58 subjects, again there was agreement be¬ 
tween the two tests in 96%. In 55, results of both 
were negative. In one patient xrith a definite diag¬ 
nosis of gout, the results of both tests were per¬ 
sistently positive. Findings in anotlier patient, "’it i 
syphilis, were negative in the latext-fixation tes 
and positive in the BFT at 1:32. Tlie remaining Pa¬ 
tient, with cirrhosis, had negative findings in the 
BFT and positive in the latex-fixation test. 

The basic principle of the latex-fixation test an 
bentonite flocculation test is similar. In both, inert 
particles are used and pooled human gamma glo 
ulin is used to coat or “sensitize” the particles. 
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Effect of Other Scrum Macroglohulim on BFT.— 
Franklin and associates ” have described the physi¬ 
cal propcrHcs of the rheumatoid factor as 
determined by ultracentrifugation. They have dem¬ 
onstrated a protein of unusual, high molecular 
weight in about one-third of the serum samples 
from 31 patients with rheumatoid arthritis. This 
protein appears to he a cireulating complex com¬ 
posed of a macroglobulin (the rheumatoid factor) 
and one or more gamma globulins of low molecular 
weight. Electrophorctically, this macroglobulin 
travels with the faster-moving gamma globulins. A 
number of other serum proteins share these char¬ 
acteristics of high molecular weight (.about one 
million or more) and gamma electrophoretic mo- 


of a history or other evidence of infection suggested 
a biological false-positive reaction, were e.xamined. 
Two of these samples gave positive BFT findings in 
titers of 1:1,024 and 1:2,048. Information indicates 
tliat these patients do not have rheumatoid artli- 
ritis at present. Moore " found that the biological 
f.alse-positive reactions rnay precede by many years, 
or occur concurrently with, rheumatoid arthritis, 
sj'stemic lujius erythematosus, or “collagen vascular- 
disease.” In a group of 68 patients who chronically 
had biological false-positive reactions, eight had 
rheumatoid arthritis. It will, therefore, be of interest 
to determine whether the two patients with posi¬ 
tive findings in the BFT will eventually develop 
rheumatoid arthritis. 




BFT 

TITER 



19 22 


25 


28 31 


JAN. 



2 7 

MARCH 


Fig. 3.—Clinical and laboratory recrudescence induced by reduction in steroid dosage (from 30 to 15 mg. of prednisone 
daily). Effect on swelling of interphalangeal joints (ring size) and erythrocyte sedimentation rate is shown. BFT titer re¬ 
mained independent of patient’s clinical condition. 


hility. Among these are the macroglobulins respon¬ 
sible for the Wassermann and biological false¬ 
positive reactions, some isoagglutinins, tlie complete 
Rh agglutinins, cold agglutinins, and macroglobu- 
lins and macrocryoglobulins associated with the 
disease macroglobulinemia of Waldenstrom. 

Rheins and co-workers have reported positive 
findings in latex-fixation tests in 7 of 24 patients 
with syphilis. 'The BFT was performed on serum 
samples from 25 patients who had positive slide 
flocculation or complement fixation test findings for 
syphilis. In two of these patients the BFT results 
were positive in titers of 1:64. 

Serum from 20 patients with positive findings in 
serologic tests for syphilis, in whom the absence 


Eight serum samples tliat showed low titers of 
cold agglutinins have been tested. In one of tliese 
a borderline positive BFT finding was obtained. 

Macroglobulinemia of Waldenstrom is charac¬ 
terized by hypergammaglobulinemia,'" and, on 
ultracentrifugation, serum from such patients re¬ 
veals a marked increase in proteins svith high molec¬ 
ular weight (sedimentation constant of about 19, as 
well as lesser amounts of even heavier proteins). 
The BFT was performed on the serum of four such 
patients. In two patients a titer of 1:8,192 and 
1:16,394 was obtained. In the remaining two pa¬ 
tients the BFT result on whole serum was negative. 
Euglobulin fractions prepared from these serums 
3 nelded a positive BFT finding in one. 
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Comment 

Serologic testing for rheumatoid factor or factors 
has been greatly facilitated by the substitution of 
inert particles for erythrocytes. The substitution of 
latex or bentonite particles has eliminated the need 
for absorption of heterophil antibodies and for anti¬ 
erythrocyte rabbit serum. Sheep erythrocytes, the 
most commonly used “carrier” in these tests, vary in 
behavior at different times of the year and deterior¬ 
ate on storage. Furthermore, sheep red blood cells 
coated with rabbit antibody (rabbit gamma globu¬ 
lin) to sheep erythrocytes do not seem to react 
as sensitively rvith the rheumatoid factor as cells 
or particles coated with human gamma globulin. 
In general, serologic tests with human gamma 
globulin yield a greater percentage of positive re¬ 
sults than do those with rabbit amboceptor.'® At¬ 
tempts to use bovine and porcine gamma globulin 
as coating agents in the BFT were unsuccessful. 

In sheep cell agglutination reactions, it is neces¬ 
sary to heat the test serum to 56 C for 30 minutes 
in order to destroy components of complement and 
thereby avoid hemolysis. Even in the BFT, in which 
erythrocytes are not used, it was also necessary to 
heat the serum. Singer,” as well as others, has 
demonstrated that no fraction of complement plays 
a role in either sensitized sheep cell or latex- 
fixation reactions. Heating of serum, however, in 
addition to inactivating complement, denatures pro¬ 
teins. Electromigration of canine serum was mark¬ 
edly affected by such treatment; serum proteins 
migrated faster than those in the unheated controls.” 
Tlie existence of a complex composed of rheuma¬ 
toid factor and the patient’s own gamma globulin 
has been mentioned previously. Rheumatoid factor 
may be undetectable because it is “bound” to the 
patient’s gamma globulin. Mild heating of the 
serum may denature gamma globulins or otherwise 
disrupt the complex and thus make rheumatoid 
factor available for reactions with the test system. 

The BFT result is positive in about 10% of 
syphilitic as well as biological false-positive serums. 
Peltier and Christian ” found a similar incidence 
of positive results in F-2 coated, tanned sheep cell 
tests in a large series of syphilitic serum samples. 
Positive BFT results were obtained in three of 
four patients witlr Waldenstrom’s macroglobuline- 
mia. It is notewortliy that in both tests human 
gamma globulin is employed. These results suggest 
that one may expect false-positive results in sero¬ 
logic tests for rheumatoid arthritis in diseases in 
which macroglobulins are produced. It remains to 
be determined whether the property of reacting 
with gamma globulin is characteristic of a species 
of molecules, i. e., macroglobulins, or only of one 
member of the species, i. e., rheumatoid factor. The 
occurrence of positive findings in tests for rheuma¬ 
toid artliritis in a varietj' of nonarthritic diseases 
does not detract from Uie value of the tests as 
laboratory aids in the differential diagnosis of 
polyarthritis. 


Summary 

The bentonite flocculation test and the screening 
test modification are simple, reliable, and sensitive 
laboratory aids in the diagnosis of rheumatoid 
arthritis. Positive test results were obtained in 
about 85% of verified cases of rheumatoid arthritis. 
The incidence of false-positive results in 429 con¬ 
trols was 3%. Diseases in which macroglobulins ate 
produced may give 10% or more false-positive re¬ 
sults in serologic testing for rheumatoid arthritis. 

We are indebted to Mr. Ad Harris, Venereal Disease Re¬ 
search Laboratory, Chamblee, Ga., for supplying biological 
false-positive serums. 
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BENTONITE FLOCCULATION TEST IN RHEUMATOID ARTHRITIS 


Russell A. DclToro, M.D., Ricliarcl T. Smith, M.D., Kenneth M. Kron, M.D,, Irvin F. Hermann, M,D. 

nnd 

Margaret H. Clappicr, B.A., Philadelphia 


The clinical diagnosis of a disease entity deserves, 
in most instances, its corroboration by specific 
laborators" findings. This is especially true when 
the sjTnptoms and signs of an illness may simulate 
other conditions. In the field of rheumatic diseases, 
this is a frequent occurrence. An indication that the 
proper diagnosis of rheumatoid arthritis in clinical 
practice is not as simple or as frequently made as is 
generally believed is demonstrated by the necessity 
for the development of diagnostic criteria by the 
American Rheumatism Association.' Therefore, a 
laboratory test which will aid in establishing a diag¬ 
nosis of rheumatoid arthritis by cither corroborat¬ 
ing an obvious clinical impression or reassuring a 
doubtful one is desirable. The test should be ac¬ 
curate, with as few false-positi\'e and negative 
results as possible; simple, not requiring highh’ 
trained personnel to perform it; and inexpensive, so 
that it can be used without creating an economic 
burden on the patient or the institution. 

Since 1930, when Cecil and co-workers ' reported 
on the agglutination of certain strains of strepto¬ 
cocci by serum from patients with rheumatoid 
arthritis, considerable work has been done both in 
the search for a diagnostic test that will fulfill these 
criteria and in the identification of the factor or 
factors responsible for these reactions. In 1940, 
Waaler “ demonstrated the capacity of serum from 
patients with rheumatoid arthritis to agglutinate 
sensitized red blood cells, and in 1948 Rose and 
associates ‘ stimulated additional interest in the 
hemagglutination reactions bi' introducing the dif¬ 
ferential agglutination test. In 1954 Heller and 
co-workers ° detected a substance in human blood 
fraction 2, die gamma globulin fraction, which had 
a great afEnitj' for the factor or factors present in 
the serum of patients with rheumatoid arthritis, 
paving the way for the development of simpler 
serologic tests. With use of some other particulate 
matter and fraction 2 as the sensitizing substance, 
the necessity for either absorbing the heterophylic 
antibodies or having to perform differential hemag¬ 
glutination tests, both of which are intricate and 
time consuming, was obviated. Work toward this 
end was initiated by Plotz and Singer" when diey 
introduced the use of polystyrene latex particles. 
The accuracy and relative simplicity of this test 
have been recently corroborated by Rothermich 
and Philips.’ 

. rroir, the Department of Medicine. Section oE Hheumatology, Ben¬ 
jamin Franklin Clinic, and the Pennsylvania Hospital. Dr. DelToro is 
resident in medicine and trainee from the National Institute o£ Ar¬ 
teritis and Metabolic Diseases. 


The benionife flocculation test was applied 
to the serums of 48 patients who satisfied all 
the clinical criteria for rheumatoid arthritis. 
Positive results were obtained in 40 and fake- 
negatives in 8 (17 % 1, Of 12 patients with the 
probable diagnosis of rheumatoid arthritis, 
4 gave positive results, and 8 (67%) gave 
false negatives. The test was also applied in 
other rheumatic conditions, with negative re¬ 
sults in 1 7 out of 19 coses of rheumatoid spon¬ 
dylitis and negative results in all of 15 cases 
of osteoarthritis with fibrositis, indicating that 
these two conditions differ significantly from 
rheumatoid arthritis. Applied to 68 other pa¬ 
tients with symptoms involving the Joints, the 
test gave negofive resuhs in all but four 12 
out of 10 patients with gout, 1 out of 4 with 
lupus erythematosus, and 1 out of 12 with 
essential hypertension). The benfonife floccu¬ 
lation test is comparatively simple and inex¬ 
pensive, and these data indicate that it is a 
useful laboratory aid in the diagnosis of 
rheumofoi'd orthritis. 


At the Ninth International Congress on Rheu¬ 
matic Diseases at Toronto, Canada, in June, 1957, 
Bozicevich and associates “ reported on the use of 
bentonite particles in a flocculation test for rheuma¬ 
toid arthritis. This test appeared to be equally ac¬ 
curate, as simple to perform, and a more economical 
procedure than the tests previously devised. These 
reports stimulated us to investigate the bentonite 
flocculation test for use in our patients. 

Methods 

The bentonite flocculation test was perfonned as 
described by Bozicevich and associates.® A suspen¬ 
sion of bentonite particles of a specific size, those 
obtained by centrifugation at 1,300 to 1,600 rpm, 
will not tend to flocculate spontaneously and will 
be active for several months when kept at room 
temperature. A solution of fraction 2, derived from 
pooled human serum and prepared by dissolving 
0.5 Cm. of the dried gamma globulin in 50 ml. of 
barbital (Veronal) buffer, will maintain its potency 
for one to two months when stored at 5 C. Sensitiza¬ 
tion of the bentonite particles is performed as de¬ 
scribed by Bozicevich and associates.® These sensi- 
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tized particles remain active for an average of one 
week when stored in the refrigerator, as demon¬ 
strated in table 1. This obviates the need for a fresh 
preparation every time the test is to be performed. 

When an immediate test was not required, it was 
convenient to store the serum in a frozen state, un¬ 
til two or more tests could be performed at the 
same time, without variation in results (table 2). 


Table l.—Activiti/, in Titer of Serum Reaction, of 
Sensitized Bentonite Particles After Storage 


Storage Period 


Control 

1 Wk. 

2 AVk. 

1:512 

1;.512 

1:4 

1:512 

1:512 

1:8 

1:128 

1;256 

1:2 

1:256 

1:250 

1:8 


This experience confirms previous reports that the 
rheumatoid factor is not altered by storage of the 
serum in a frozen state. The initial test on these pa¬ 
tients was performed on the day of collection, while 
the retesting was done at varying intervals of time. 
Titers in both instances were identical, although in 
some instances there were minor differences in the 
reaction. 

Results 

Rheumatoid Arthritis.—The serum of 60 patients 
with rheumatoid arthritis was tested. The diagnosis 
was established according to the criteria of the 
American Rheumatism Association,’ prior to die 
performance of the serologic test, and confirmed as 
such by one of us (R. T. S.). The results are sum¬ 
marized in table 3, along with those for other condi¬ 
tions. Fortj'-eight of these patients had definite 
rheumatoid arthritis; 40 (83%) gave positive results 
in the flocculation test. Twelve patients were classi¬ 
fied as probably having rheumatoid arthritis, with 
4 (33%) exhibiting positive results. 

Table 2.—Reaction of Serum After Storage 

Case Date of Test Titer 

. 11/13/57 1:1,024 

3/ 7/58 1:1,024 

. 12112157 1:2,048 

3/17/58 1:2,018 

. 12/1G/57 1:512 

l/l/oS 1:512 

. 12/10/57 l:l,024 

1/13/BS 1:1,024 

. 12/20/57 1:256 

3/ 7/5S 1:256 



The duration of illness in both groups was similar, 
ranging from six months to 30 years. Two patients 
with rheumatoid artliritis also had gout. The diag¬ 
noses of both tjqjes of arthritis were established 
several years prior to the test. In each instance there 
was a strongly positive serologic reaction. 

Sixteen patients unfh rheumatoid arthritis had 
negative findings in die bentonite flocculation test. 
This group deseri'es further comment. Seven of 
diese patients had definite clinical rheumatoid arth¬ 


ritis; therefore, their reactions are truly false-nega¬ 
tive. The remaining nine individuals were classified 
as probably having rheumatoid arthritis. Two of this 
latter group had articular involvement limited to the 
knee joints. A 49-year-old man has had recurrent 
inflammatory changes in both knees during the past 
nine years. A synovectomy on the right knee was 
jierformed several years ago, with a pathological 
diagnosis of chronic synovitis. A 37-year-old man 
had poliomyelitis during adolescence, ivith neiuo- 
logical residuals involving the right upper and lower 
extremities. For the past five years he has had re¬ 
current inflammatory joint disease, involving both 
knees. 


Table S.—Findings on Bentonite Flocculation Test in Paticnis 
with Rheumatoid Arthritis, Other Rheumatic Conditions, 
and Other Illnesses 


ReactlOQS, Xo. 



Patien 

ts , - 


Diagnosis 

Tested, 

No. Positive 

Negative 

Rheumatoid arthritis 




Definite . 

48* 

40* (83%) 

8 

Probable ... 

12 

4 (33%) 

8 


___ 

- , - 

•— 

Total . 

60 

44 (73%) 

IG 

Rheumatoid spondylitis . 

19 

2 (11%) 

17 

Other rheumatic conditions 




Scleroderma ... 

3 


3 

Systemic lupus erythematosus . 

.. 4 

1 

3 

Osteoarthritis and fihrositls ... 

«. 15 


15 

Gout . 

10* 

2* 

8 

Allergic vasculitis and arthritis 

1 

... 

1 

Postcommissurotomy syndrome 

.. 1 

... 

1 

Active rheumatic heart disease 

1 

... 

1 

Total ... 

35 

3 

32 

Other illnesses 




Acute hepatitis and 




Laennec’s cirrhosis . 

.. 9 



Acute glomerulonephritis . 

.. 2 


2 

Infectious mononucleosis. 

2t 


2 

Recent streptococcic infection . 

61 


6 

Suspected syphilis ... 

175 


27 

Essential hypertension. 

.. 12 

HI 

11 

Total . 

48 

1 

47 

* Includes two patients with 

combined 

rheumatoid 

and gout] 

arthritis. 





t Heterophil antibody titer, 1:69C and 1:1,793. ^ 

t Rheumatic fever or acute glomerulonephritis. Antistrcptococu 
units given: 60. lOO, 12, 125,166, and 2,500. „ , 

§ Twelve with negative and 5 with positive findings in tenet 
Disease Research Laboratory tests. 

II Bentonite flocculation test titer: 1:2,048. 


The remaining seven patients had minimal in¬ 
flammatory joint changes of a chronic nature m- 
vol-ving, in most cases, only a few joints. All-had s 
normal hemoglobin level, but some had an elevateo 
sedimentation rate. Five, however, received therapy 
with gold salts and/or steroids at one time or an¬ 
other. These six patients most probably had a lo'v- 
grade type of rheumatoid arthritis. 

Rheumatoid Spondylitis.—The serum of 19 P/*' 
tients widi rheumatoid spondylitis was tested. Tnc 
diagnosis was reconfirmed prior to tlie performance 
of tile test and was based on clinical and x-ray find¬ 
ings. Most of these patients also had peripheral join 
involvement. However, in all of them, tlie inidni 
episode was that of spondylitis, the peripheral mnn' 
festations occurring later. Only two individuals hn 
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a positive re.siill in llu; bcnlonito nocculalion le.sl, 
and only in a liter of 1:32. Fourteen of thc.se patients 
had a tiler of 0. Tliis, in our opinion, is further evi¬ 
dence that rlicnmatoid artliritis and rheumatoid 
spondylitis, e\'en when followed by peripheral joint 
manifestations, arc probably two distinct clinical 
entities. 

Ollier RJieuiuatic Conclitioiis.—Thc scrum of 3.5 
patients with other rhciimnlic diseases, conditions 
in which the diagnosis is often confused with rheu¬ 
matoid arthritis was tested. These results arc also 
summarized in table 3. Tliirty-two members of this 
group had ncgatix’c findings, and tliree had positive 
reactions. Two of the patients with a positive result 
had coe.xistent gouty and rheumatoid arthritis and 
have been reported on previously. The other pa¬ 
tient had hemolytic anemia and multiple systemic 
disease, considered to be sx'stemic lupus erythema¬ 
tosus, and at autopsy was also found to has'e homol¬ 
ogous serum jaundice. 

Other lUnesscs.—A group of patients wms selected 
from the medical ward and clinics of the Pennsyl¬ 
vania Hospital, who, because of the nature of their 
illnesses, could conceivably have abnormal protein 
or antibody production and consequently be more 
likely to exhibit a false-positive reaction in the ben¬ 
tonite flocculation test (table 3). Only 1 of these 48 
patients had a positive result. This patient is being 
follo\ved up at the Hypertension Clinic. At the pres¬ 
ent time, there is no evidence of an active or incipi¬ 
ent rheumatoid arthritis. 

Of patients with liver disease, 16% have been 
pre\'iously reported to give false-positive results in 
serologic tests for rheumatoid arthritis." None of 
nine patients with either chronic or acute liver dis¬ 
ease, one of whom was in hepatic coma, gave a posi¬ 
tive result in the bentonite flocculation test. 

Summary and Conclusions 

A total of 160 patients’ serums have been sub¬ 
jected to the bentonite flocculation test. The test is 
easier and less e.xpensive to perform than any of the 
heretofore described serologic tests for rheumatoid 
arthritis. 

Eighty-three per cent of 48 patients with definite 
rheumatoid arthritis and 33% of 12 with probable 
rheumatoid arthritis had positive findings in the 
flocculation test. These results are comparable to 
those in prernously reported serologic tests wnth 
more difficult and e.xpensive procedures. 

Only 2 of 19 patients with rheumatoid spondylitis 
had positive results, and only in the lowest positive 
titer, although the majority of these patients have 
subsequently developed peripheral joint involve¬ 
ment. This, again, stresses that these two conditions 
probably have different etiologies. 

Only 3 of 35 patients with other rheumatic con¬ 
ditions exhibited positive results, and 2 of these had 
had previous diagnosis of combined gouty and rheu¬ 


matoid disease. Only one, then, a patient with sys¬ 
temic lupus erythematosus, had a true false-positive 
reaction. Previous reports stated that 20 to 30% of 
patients with this condition will give false-positive 
reactions to serologic testing for rheumatoid ar¬ 
thritis, suggesting a possible relationship between 
the two conditions. 

Of 48 hojipital and clinic patients comprising a 
heterogeneous group of conditions characterized by 
altered protein metabolism, only one gave a positive 
result. This patient had a mild tyqre of hypertension 
with no evidence of a rheumatoid state, but further 
studies and observations are indicated. 

This report substantiates the conclusion that the 
bentonite flocculation test is the most recent, useful 
advance in rheumatoid serology and is an additional 
step toward the development of an accurate, simple, 
ine.xpensive, and dependable laboratory aid for the 
diagnosis of rheumatoid arthritis. 

330S. 9tli St. (7) (Dr. Smith). 
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EXTRAHEPATIC COMPLICATIONS ASSOCIATED WITH 
CIRRHOSIS OF THE LIVER 

H. Marvin Pollard, M.D,, William A. Gracie Jr., M.D. 
and 

James C. Sisson, M.D., Ann Arbor, Mich. 


Our investigation into the problem of chronic 
alcoholism has included clinical studies of the pa¬ 
tients who have developed alcoholic cirrhosis of 
the liver (Laennec’s cirrhosis). In addition to the 
usual complications of hepatic decompensation and 
portal hypertension, the occurrence of extrahepatic 
disease has frequently modified management and 
prognosis of these patients. Tliis study sur\'eys these 
diseases occurring outside tlie liver. 

Methods 

The clinical records of 201 patients with alco¬ 
holic cirrhosis of the liver were analyzed. These 
cases were found by evaluating the records of the 
574 patients who had a diagnosis of cirrhosis made 
in the University Hospital during the years 1950 to 
1955. Only the records of patients with a histor>' 
of chronic alcoholism and evidence of cirrhosis 
were utilized in this study. A tissue diagnosis of 
portal cirrhosis was established in 55 of the 201 
patients, 24 by liver biopsy and 31 by autopsy. 
Three of the autopsied patients displayed a com¬ 
bination of alcoholic and postnecrotic cirrhosis. 
Those patients with a tissue diagnosis of only fatty' 
infiltration of the liver were excluded from tliis 
study. 

The remaining 146 alcoholic patients were con¬ 
sidered to have cirrhosis by objective clinical evi¬ 
dence. These patients had either a sulfobromo- 
phthalein retention greater than 15% in 45 minutes 
or the combination of sulfobromophthalein retention 
greater than 5% in 45 minutes and the presence of 
ascites, splenomegaly, or esophageal varices. If 
these abnormalities could be reasonably explained 
on some other basis, e. g., congestive heart failure 
or extrahepatic biliary obstruction, tlie case was 
excluded from the study unless additional evidence 
in favor of cirrhosis was present, e. g., spider 
angioma (hemangioma) or typical serum protein 
level abnormalities. In tliis cHnical group, of course, 
we often could not rule out other ty'pes of cirrhosis 
or simple fatty' infiltration of tlie liver. 

Of the 574 patients considered to have cirrhosis, 
373 were excluded from this study for several 
reasons: 198 patients had insufficient or equivocal 
evidence of cirrhosis, 82 were considered to have 

From the Department of Internal Medicine. University of Michigan 
Medical School. 

Head before the Section on GastroenteroIog>' and Proctology at the 
107th Annual Meeting of the American Medical Association, San 
Francisco, Jtme 25, 1958. 


The freafmenf and prognosis of alcoholic 
cirrhosis of the liver must fake info account 
the possibilify of coexistent disease in other 
organs. The frequency of extrahepatic dis¬ 
ease was studied in the histories of 201 pa¬ 
tients in whom the diagnosis had been estab¬ 
lished by the anamnesis of chronic alcoholism 
and (in 55 cases) by examination of tissues. 
The diseases most frequently found were 
chronic lung disease, diabetes mellitus, peptic 
ulcer, and cholelithiasis (32, 19, 17, and 17 
cases respective//}. The symptoms associ¬ 
ated with cirrhosis in the 201 patients were 
spider angioma, ascites, palpable spleen, 
and hematemesis in 55%, 52%, 27%, and 
15 % respectively. Although there is disagree¬ 
ment as to the significance of some of these 
associations, they suggest that the patient with 
alcoholic cirrhosis has an increased tendency 
to develop extrahepatic disease. 


postnecrotic cirrhosis or portal cirrhosis Mthoi 
alcoholism, and 93 had cirrhosis of some other typ 
especially biliary and cardiac cirrhosis. 

Results 

Tlie frequency of various disease states in tlie 
patients with alcoholic cirrhosis is given in n 
table. Because of the small number of patients i 
some categories, percentages have not been n 
eluded. In the subsequent paragraphs, for the sa^ 
of simplicity, tlie “liver biopsy” group of cases h 
been combined with the “clinical” group to ao/ 
ment tlie clinical group to 170. 

Patients’ Statistics.—The ages of die 
when the diagnosis of cirrhosis was originally e 
tablished in this hospital ranged between 24 an 
y'ears. Sixty-eight per cent of the patients I'ei 
between 40 and 60 years old, the median age e’n 
50 years. For males, the median age at the tiw 
of diagnosis was 52 y'ears, while for females it 
43 years. In the autopsy group the ages at die tnn 
of death ranged between 41 and 87 years, 
median age being 57 years. 

There were 157 males and 44 females. Seven c 
the males and three of die females were Negro. 
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of the remaining patients were Caucasian. In the 
autopsy group there were 23 males and 8 females, 
including one Negro female. 

Liver Function Tests,—A series of liver function 
tests was obtained in most of the patients at the 
time a diagnosis of cirrhosis was initially consid¬ 
ered. Determination of the .sulfobroinophthalein re¬ 
tention at 45 minutes helped to grade the severity 
• of hepatic dysfunction as mild (less than 15%), 
moderate (15 to 50%), or severe (more than 50%). 
Hence, dysfunction was considered mild in 42 cases, 
r moderate in 121 cases, and severe in 38 cases. 

: Hcnm/cincsis.—Thirty-two patients had vomited 

blood within the preceding three years, generally 
: within the preceding month or during hospitaliza¬ 
tion. Tlie source of bleeding was ascribed to 
- esophageal varices in 18 patients (with x-ray evi¬ 
dence alone in 11, autopsy proof alone in 5, and 
; combined proof in 2), to duodenal ulcer in 3, to 
r superficial gastritis in 1, and to diffuse gastrointesti- 
; nal bleeding in 1. 

Results of Examination.—Spider angioma, ascites, 
and a palpable spleen were found in 55%, 52% and 
27% of tire 201 patients respectively. In the autopsy- 
group these features were found in 65%’, 74%!, and 
. 32% respectively. Spider angioma was not found in 
any of the 10 Negro patients, 
i Esophageal varices were demonstrated in 23 
(14%) of the 170 clinical patients and in 19 (61%) 
of the autopsied patients. Bleeding was ascribed to 
these varices in 18 of tlrese 42 patients, 11 occurring 
in the clinical group and 7 in the autopsy group. In 
0 of the 19 patients with varices in the latter group, 
upper gastrointestinal x-rays had been described as 
normal; in only one of tlrese patients, however, had 
bleeding occurred. It is also of interest that in these 
19 patients with varices, spider angiomas were 
noted in 16, the 3 exceptions including 1 Negro and 
1 moribund patient with an incomplete physical 
examination; in the 12 autopsied patients without 
esophageal varices, spider angiomas were noted 
in only 4. 

Upper gastrointestinal x-rays were obtained in 
150 of the 201 patients. Tlrere were no abnormali¬ 
ties in 101, esophageal varices in 27, hiatus hernia 
in 11, antral gastritis in 3, and duodenal ulcer in 8. 
Cholecystograms -were obtained in 102 patients. 
There were no abnormalities in 32, faint visualiza¬ 
tion in 18, nonvisualization in 42, opaque calculi 
in 6, nonopaque ealculi in 2, and questionable 
calculi in 2. In the group of 42 patients rvith non- 
visualized gallbladders, 31 studies were done when 
the patient’s sulfobromophthalein retention was 
greater than 20%. 

Diseases Present.—In addition to the total group 
of 19 patients with established diabetes mellitas, 
there were 6 patients with eitlier borderline fasting 
hyperglycemia or mild glycosuria without blood 
sugar level determination. Blood sugar levels were 
not measured in 94 patients, but urinalyses were 


done in all 201 patients. Glucose tolerance tests 
were not considered diagnostic of diabetes mellitus 
unless the fasting blood sugar levels were also 
elevated. One patient was not ineluded because his 
hyperglycemia coincided with an attack of acute 
pancreatitis. 

The 10 cases of peptic ulcer in the clinical group 
consisted of one active duodena] ulcer, eight healed 
duodenal ulcers, and one gastric ulcer. In tire 
autopsy group tlrere were two patients with acute 
bleeding duodenal ulcer, two with small acute duo¬ 
denal ulcer, one with chronic duodenal ulcer with 
perforation, and two with small gastric ulcer. In 
one patient, the bleeding duodenal ulcer was not 
recognized before death. 

The cholecystogram results have been described 
above. Two patients had previously had cholecys¬ 
tectomy for gallstones. Most of the gallstones dis¬ 
covered at autopsy had not been suspected clini¬ 
cally. In addition, there were two cases of acute 
cholecystitis without stones which contributed to 
the death of two patients in the autopsy group. An- 

Discttses Associated toith Alcoholic Cirrhosis 

Bnsfs for Diagnosis 
of Cirrhosis 


Total no. of patient? 

Clinical 

Liver 

Biopsy 

Autopsy Total 

I4r> 

24 

• 31 

201 

Diabetes mellitus, no. 

12 

2 


19 

Peptic nicer, no. 

10 


7 

17 

Gholelitblnsls, no.. 

8 

2 

7 

“17 

Pancreatitis, no. 

3 


3 

4 

Chronic luhg dlsea.ee, no. 

... 21 

3 

10 

32 

Hypertension, no. 

12 

3 

1 

14 

Congestive heart failure, no. 

... 7 

1 

1 . 

9 

Myocardial infarction, no. 

...; 2 


1 

3 

Malignant neoplasm, no. 

... 7 

0 

4 

13 


other two patients in the autopsy group had chronic 
cholecystitis without stones; this increased the fre¬ 
quency of gallbladder disease in this group to 11 of 
31. These patients included seven males and four 
females. 

Although only one case of pancreatitis was con¬ 
firmed in the clinical group, two additional patients 
had histories suggesting recurrent pancreatitis. 
Many other patients with nonspecific pain in the 
upper part of the abdomen did not have serum 
amylase or lipase level determinations. The three 
cases of acute pancreatitis in the autopsy group had 
not been suspected clinically. Pain was described in 
only one of the three patients, and even in this 
patient it was not emphasized. Nevertheless, the 
pancreatiris was moderately severe in each case, 
was superimposed on chronic pancreatitis in two 
patients, and was accompanied by terminal hepatic 
coma in two. A serum amylase level was obtained 
in only one of tire tliree patients; this was on a post¬ 
mortem specimen and was within normal limits. 
There was sruprisingly no overlap between tlrese 
tirree patients and the seven autopsied patients 
with cholelithiasis. 
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Most of these patients in botli the clinical and 
autopsy groups had chronic bronchitis unth ob¬ 
structive emphysema, associated with excessive 
cigarette smoking. The remaining patients had ac¬ 
tive tuberculosis, chronic pneumonitis of uncertain 
etiology, bronchial astlrma, and bronchiectasis. 

There were 14 patients with hypertension, and in 
each instance tlie diastolic pressure was greater 
than 100 mm. Hg. Except for two with chronic 
nephritis, these patients were considered to have 
essential hypertension. In only 1 of the 14 patients 
with hypertension was the diastolic pressure per¬ 
sistently above 120 mm. Hg. Several patients, how¬ 
ever, reportedly had had hypertension in tlie past 
and were not examined at this hospital until dieir 
cirrhosis had become severely decompensated. 
Three of the patients in the clinical group had had 
“strokes.” 

Of the three patients with myocardial infarction, 
two had typical histories and electrocardiograms of 
old infarctions. One autopsied patient had a fatal 
myocardial infarction superimposed on an old in¬ 
farction. The cirrhosis was severe in only one of 
the tliree patients. Three additional patients had 
angina pectoris; hence, there were six patients in 
all with coronary artery disease. 

In the congestive heart failure group, there were 
nine patients with cardiac decompensation; two 
had hypertension, one had aortic insufBciency, and 
six probably had arteriosclerosis. 

The clinical group included nine patients with 
malignant neoplasms: three of the lungs, two of 
tlie ceridx, one of the colon, one of tlie larynx, and 
one of tlie tongue; one patient had carcinomatosis 
of unknown! origin. In the autopsy group were one 
patient with hepatoma, one with carcinoma of the 
esophagus, one with prostatic carcinoma, and one 
with malignant degeneration of a rectal pobT*—^ 
total of 13 in the two groups. 

In regard to other associated diagnoses, there 
were 13 patients with sj'pbilis (2 with tertiarj' and 
11 widi latent), 6 with gout, and 5 with psoriasis. 
In sev’eral patients there was a history suggesting 
functional In^ioglycemia, but this was proved in 
only one case. Organic hypoglycemia was not 
established in any patient. There were several pa¬ 
tients with chronic renal disease, but acute glomeru¬ 
lonephritis !vas not observed. 

Cause of Deaf/n—Death was ascribed to gastro¬ 
intestinal hemorrhage in 13 patients, hepatic coma 
in 8, postoperative shock in 2, peritonitis in 2, pul- 
monarj' infarction in 2, myocardial infarction in 1, 
pneumonia in 1, and acute gastric dilatation in 1. 
Gastrointestinal hemorrhage w’as due to esophageal 
varices in sei'cn, diffuse intestinal bleeding in three, 
duodenal ulcer in two, and superficial gastritis in 
one. 

Factors contributing to deatli included pul- 
monar\' infarction in two patients, acute pancreati¬ 
tis in two, acute cholecystitis in two, diverh'culitis 


in two, and various infections in four. Terminal ; 
bronchopneumonia and terminal cholemic nephro- ) 
sis were not tabulated. There were also 15 deaths i 
without autopsy, 8 at this hospital and 7 away i 
from this hospital. The major causes appeared to j 
be hepatic coma, extrahepatic malignancy, and I 
gastrointestinal hemorrhage (in two). 

Comment 

Some months after we had outlined and instituted 
our owm studies of this problem, MacDonald and 
Mallory' reported a study on the natural history' 
of postnecrotic cirrhosis. Their study included some 
interesting figures on the incidence of extrahepatic 
complications in 221 autopsied patients; these dis¬ 
eases were as follows: diabetes mellitus, 4.8%; ac¬ 
tive pancreatitis, 6%; gastric and duodenal ulcer, 
9%; nonhepatic neoplasm, 12%; moderate or severe 
degree of atherosclerosis and myocardial infarc¬ 
tion (six patients), 73%; and primary hepatic car¬ 
cinoma, 14%. 

It has been our impression tliat tlie patient Mtii ‘ 
alcoholic cirrhosis has an increased tendency to 
develop extrahepatic disease. It seems logical that 
the chronic alcoholism, the altered dietary intake, 
and the multiple metabolic changes secondary to 
die hepatic disease should adversely affect tissues 
and organs tliroughout the body. To prove this 
postulate, however, is beyond the scope of this 
paper. A parallel analysis of an appropriate control 
group has been unavailable. 

A review of the literature reveals considerable 
disagreement about the significance of certain dis¬ 
ease interrelationships. Attempting to associate 
diabetes mellitus witlr portal cirrhosis is a good 
example.” Merely establishing the diagnosis of 
diabetes in the presence of liver disease can be dif¬ 
ficult. The glucose tolerance test findings in cirrho¬ 
sis may simulate tliose seen in patients with early 
diabetes. The fatty liver of the obese diabetic per¬ 
son or the enlarged liver of a patient unth poorly 
controlled diabetes may be erroneously interpreted 
as indicative of cirrhosis. Pancreatitis i‘-'‘ more fre¬ 
quent in alcoholics; ” 10 to 15% of patients Mtli 
chronic pancreatitis develop frank diabetes mellitus, 
and probably many more have an impaired glucose 
tolerance typical of diabetes.” Hemoclu-omatosis 
may erroneously be considered as simple portal 
cirrhosis with diabetes mellitus,' Pancreatic de¬ 
ficiency secondary' to Kwashiorkor and other dis¬ 
eases of malnutrition may simulate diabetes. 

In our study, 9.5% of the 201 patients had es¬ 
tablished diabetes mellitus; an additional 3% may 
possibly have had diabetes, as demonstrated by a 
borderline glucose tolerance cur\'e. 

Referring specifically to the autopsy group, 5 of 
the 31 autopsied patients had diabetes melh’tus 
(16.1%), 7 had peptic ulcer (22.6%), H bad 
cholelithiasis or cholecystitis (35.5%), 3 had pan- 
creafa'tis (10%), 10 had chronic lung disease (30%). 
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l 4 had nialignanl neoplasms (12.9%), and there 
'/ were 3 (107o) with hj'perlension, congestive heart 
; failure, and myocardial infarction. 

,! Summary 

-■I An anah’sis was made of 201 eases of alcoliolic 
j cinhosis of the liver (Lacnncc’s cirrhosis). THe 
! disease was x’roved in 24 patients by liver biopsy, 
; and in an additional 31 by auloiisy. Effort was 
directed toward analyzing disease occurring out- 
•y side the liver in these patients. Such cxtraheiratic 
; complications included diabetes mellitus, jrcptic 
* ulcer, cholelithiasis, iJancreatitis, chronic lung 
disease, cardiovascular disturbances, and malignant 
; neoplasms. 

1313E. Ann St. (Dr. Pollard). 

This study was aided by a grant from the Michigan State 
Bo.ird of Alcoholism. 
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INTERNAL FIXATION OF THE FIBULA IN FRACTURES OF 
BOTH BONES OF THE LEG 

E. Burke Evans, M.D. 

and 

George W. N. Eggers, M.D., Galveston, Texas 


Although fixation of the fibula as a means of 
handling fractures of botli bones of the leg may be 
in rather general usage, it is our opinion that its 
merits have not been sufficiently emphasized. In 
our ex-perience with a relatively modest number of 
cases we have been impressed with the advantages 
of the method and have, for selected cases, adopted 
it as standard procedure. 

In the period from 1952 through 1957, only 15 of 
a total of 443 fractures of both bones of the leg 
were treated by members of the orthopedic staff of 
John Sealy Hospital by means of internal fixation 
of the fibula. We are thus aware of the limitations 
of open reduction and fixation of the fibula as a 
metliod of treatment, but we are equally aware of 
the effectiveness of ibis method among those frac¬ 
tures of both bones of the leg which, because of 

From the Department o£ Surgery, Orthopedic Division, University 
of Texas. Medical Branch. 

Read before the Section on Orthopedic Surgery at the 107Ih Annual 
Meeting of the American Medical Association, San Francisco, June 
26.1958. 


In 15 cases of froefure of both bones of fhe 
leg, internal fixation of the fibula was carried 
out as the principal means for splinting the 
tibia. The effectiveness of this method is ex¬ 
plained by the anafomical relationship of 
these two bones. Eleven of the 15 cases were 
acute fractures of the supramalleolar region, 
but fhe advantages of the operation were also 
demonstrated in cases of infected nonunion 
of fhe tibia, since the area of fracture could 
be stabilized without disturbing the tibial site. 
Functional results have generally been gratify¬ 
ing. Internal fixation of the fibula is effective 
in the following situations: supramalleolar 
fractures, badly comminuted or compound 
diaphysial fractures, transcondylar fractures, 
and fractures with nonunion or malunion. 
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level of involvement or because of degree of com¬ 
minution or compounding, may not be treated 
readily or effectively either by conservative means 
or by internal fixation of the tibia. 

Tlie fibula is the natural splint of tlie tibia. It is 
firmly bound to the larger bone through the liga¬ 
ments of one diarthrodial joint, the proximal tibio¬ 
fibular, and of one syndesmosis, the distal tibiofibu¬ 
lar, and through the fibers of tlie interosseous 
membrane, tliis relationship constituting a second 
sjmdesmosis (fig. 1). The proximal joint is situated 
posterolaterally and has an oblique transverse 
plane with the head of the fibula actually resting 
partly beneath the lateral condyle. The distal joint 



Fig. 1.—Anterior dissection witli tibia and fibula freed of 
overlying musculature, to show proximal and distal joints and 
interosseous membrane. Inclination of major fibers of inter¬ 
osseous membrane distally from tibia to fibula is evident. 

has a vertical plane, and tlie ligaments in this area 
incline obliquely distally from tibia to fibula as do 
the principal fibers of tlie interosseous membrane.’ 

Because of this anatomic arrangement, the tibia 
is often visualized as a support for the fibula, a 
non-weight-bearing bone of secondary importance. 
The fibula, on the otlier hand, may indeed support 
the tibia through these same structures as in frac¬ 
tures of the tibia alone. Because it often unites widi 
disconcerting readiness, tlie fibula may actually as¬ 
sume some of the load of the tibia and will even 
increase in lateral dimension when there is delay 


or failure of tibial union. In addition, it should 1; 
noted that the ligaments of the two joints oftc 
remain intact in fractures of botli bones, and thi 
tibial fragments are displaced with the fibula. T 
interosseous membrane is frequently tom, but, 
the two joints are intact, reduction of one bone wi 
tend to realign the other. With these observatioi 
in mind, one may consider as anatomicalh- sow 
the restoration of fibular continuity in certain dil: 
cult fractures of both bones of the leg. 

Tlie concept of utilization of the fibula as tl 
splint of the tibia is an old one. Lane," in 1914, s« 
gested open reduction of the fibula in abduetii 
ankle fractures. Farr,“ in 1927, mentioned the use 
open fibular reduction in fractures witli badly cot 
pounded or comminuted tibial components. Cam 
bell,’ in 1939, proposed open reduction of the film 
for unstable oblique and comminuted fractures 
the tibia, for stabilization of imunited fractures 
the tibia, and for bimalleolar fractures. 

Of the 15 fractures in our series (table 1), 13 we 
acute and 2 were nonunions. Of the 13 acute fr; 
tures, 11 v’ere of the supramalleolar area, one 
the shaft, and one of the upper extreme or trai 


Table 1.—Fractures Treated by Means of lutcrnal Fixat 
of tJie Fibula, 1952 through 1957 


Level of Frneturc 

SiJjirnmnJlcalnr. 

Lower onc-thlnl . 

Diaphysial _ 

TraDFcon<lyhir 

Total . 


Acute, Xo. 

-- dominion, 

Open <.’lo^ed No. To 
7 -i 1 > 

.... 3 ' 

1 ' 

.. 1 - ' 


condylar area of the tibia. Eight of tire acute fn 
tures were of the open variety'. Two patients h 
bilateral supramalleolar fractures. Of the nonuuio. 
one was of the lower one-third and one of t 
supramalleolar region. A third case of failure 
union, a supramalleolar fracture, was treated by 
as an acute fracture with fibular fixation and by t 


same means as a nonunion. Its inclusion as a sej 
rate fracture would increase to 16 the total numb 
From the available literature and from our oi 
experience it is apparent that in fractures of w 
bones of the leg fixation of the fibula is occasit 
ally a useful mode of treatment in (1) ankle in 
tures,® (2) supramalleolar fractures, (3) seven 
comminuted or compounded diaphysial fractur 
(4) transcondylar fractures, and (5) fractures w 
nonunion or malunion. This list is further quaun 
in the sections below, which include only tJic 
types of fractures with which we har'e had persoi 
e.xperience. 


Supramalleolar Fractures 

Among the most difificult to handle of fractw 
of both bones of the leg are those involving 1 
supramalleolar region of tlie tibia. This region I 
no muscle attachment and thus ho protective 
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supiiortivc soft li.ssuo other than llie overlying lower onc-thircl of the tibia. Joint involvement in 

tcnclon.s. Fractures occurring at tin's level tend to ho these two types is not, as a nile, severe. Compres- 

sevevcly comminuted and disorganized because of sion fractures, however, tend to involve the malleoli 

the hack of soft tissvie support, and they arc often and to cause severe disruption of the articular 

compounded hceausc of the immediately sub- surface of the tibia. 

cutaneous plane of the tibia anteromcdialh'. Perhaps the more common methods of handling 

These fractures may he roughly classified as supramalleolar fractures are by means of manipula- 

transverse (fig. '2A and B), resulting from direct lion and plaster only or by the incorporation in 

trauma; spiral-oblique (fig. 2C and D), resulting pilaster of distracting Steinmann pins through cal- 



Fig. 2.—A, roentgenograms, dated Sept. 22, 1952, showing transverse compound supramalleolar fracture, with no joint in¬ 
volvement, in 45-year-old man. B, roentgenograms of patient in A showing appearance of fracture on April 14, 1958. Consoli¬ 
dation had occurred at four months. C, roentgenograms taken Jan. 7, 1955, showing a compound comminuted spiral-oblique 
supramalicolnf fracture, with no joint involvement, in 43-year-old man. D, roentgenograms, dated March 25, 1958, show use 
of slotted plate to maintain reduction in fibula of patient in C. Consolidation occurred at six months. E, roentgenograms, dated 
July 15, 1957 ^ showing compound supramalleolar fracture of compression type, with marked joint involvement, in 37-year-old 
woman. F, roentgenograms dated March 4, 1958, show reduction and control of short fibular fragment with Rush nail in patient 
m E. Consolidation occurred at four montlis. 

from torsion; and comjrressed (fig. 2E and F), re- caneous and proximal tibia. One may attempt re¬ 
sulting from trauma transmitted tlirough tlie ankle. assemblage of the tibial fragments by the use of 

Tire transverse fractures are usually strictly supra- multiple transfixation pins or screws, hut it is haz- 

malleolar in level, being 2 or 3 cm. above the mor- ardous to disturb from tlie original clot these frag¬ 
ile; the spiral-olrlique fractures extend into the ments, the blood supply of which is at best pre- 








96/324 


FRACTURES-EVANS AND EGGERS 


J.A.M.A., Jan. 24,1959 


carious. Because of tlie level of fracture, metal 
fi.xatiou of tlie tibia is usually impractical or in¬ 
effective. 

Open reduction and fixation of the fibula for 
supramalleolar fractures has received reserved rec¬ 
ognition in the literature. The most complete cov¬ 
erage of the subject is to be found in the French 
literature in tire report of Rieunau and Gay,® in 
1956, and in the monograph of Andre Mony ’’ in the 
same year. These men have used intramedullar^' 
fixation exclusively untb success, and their observa¬ 
tions are verj’ much the same as our orTO. 

The fibular involvement in these fractures is often 
less than that of tire tibia, there being a simple or 
a moderately comminuted closed fracture. If the 
fibula is reduced and stabilized, the fracture is then 
in a sense one of the tibia alone; tibial length is 
restored, fragments may be to some extent con¬ 
trolled or manipulated, and alignment is often sur¬ 
prisingly good. It should be remarked that restora¬ 
tion of length and alignment is important even in 
those cases for which ankle fusion is anticipated 


Table 2.—Analysis of Supramalleolar Fractures 



C3ass}flcatioD 

_____A_ 

Joint 

In¬ 

volve 

ment 


Con¬ 

soli¬ 

dation, 

Mo. 

Results 

Case 

Xo. 

Type 

Con-' 
dttion 

FIs- 

ation 

Ana¬ 

tomic 

Functional 

1 

Transverse 

Open 


Plate 

3 

Poor 

Excellent 

2 

Transverse 

Open 

2-t- 

Plate 

G 

Fair 

Good 

3 

Splral'Obllquc 

Open 


Plate 

G 

Fair 

Excellent 

4R 

Compression 

Open 

4-1- 

Sail 

4 

Poor 

Fair 

4L 

Compression 

Closed 

4-1- 

Plate 

Non¬ 

union 

Poor 

Fair 

5R 

Compression 

Closed 

4+ 

Plate 

4 

Fair 

Poor 

5L 

Compression 

Closed 

4-1- 

Sail 

4 

Fair 

Pair 

r> 

Spiral'Oblique 

Open 

2-1- 

Plate 

G 

Fair 

Good 

7 

Spiral-oblique 

Open 


Plate 

4 

Fair 

Excellent 

8 

Compression 

Open 

2+ 

Sail 

4 

Fair 

Good 

0 

Transverse 

Closed 

-1- 

Plate 

4 

Fair 

Excellent 


later. That most of these fractures are open makes 
even more desirable the fixation of the fibula, which 
may be approached through untraumatized tissue. 

If the fragments wll accommodate a plate, tliis 
tj'pe of fixation is used; if the distal fragment is 
short, intramedullar}' fixation is used. Application 
of a plate is favored when this is possible because 
the procedure necessitates but one incision and 
because die extreme narrowness of the medullary 
cavit}' in some fibulas makes difficult the introduc¬ 
tion of a pin or nail of adequate caliber. Shortening 
of the fibula may be necessary in fractures where 
there is loss of tibial substance or tendency to 
medial settling. 

The stability gained wnth fibular fixation facili¬ 
tates plaster application. After open reduction a 
long-leg posterior plaster splint or bivalved circular 
plaster is used. Straight long-leg circular plaster is 
applied after suture removal and subsidence of 
swelling. Some effort should be made to control 
widr plaster any tendency of the fracture to setde. 

Of the 11 fractures (table 2) in our series, 3 were 
of the transverse, 3 of the spiral-oblique, and 5 of 
the compression t}'pe. Three were treated \vith 
intramedullar}' nails and eight w'ith slotted plates. 


Tlie time of fracture consolidation has varied from 
three to six months from the date of operative 
reduction. There has been one nonunion in an 
individual with fractures of both legs. In tin's 
instance fibular fixation was also used in the sec¬ 
ondary grafting procedure. 

Anatomic results have often been poor; func¬ 
tional results have, on die whole, been gratifying 
(table 2). Patients with malalignment or marked 
joint involvement have been encouraged to use 
canes and have been made aware of the possible 
future need for joint stabilization. One secondary 
ankle fusion has been performed because of pain. 

Diaphysial Fractures 

In 1927, Charles Farr, in a short discussion of 
fractures of die tibia and fibula, stated that, “in 
selected cases of fracture of the tibia and fibula, 
notably when the tibia is badly comminuted or 
compounded and especially when infection has set 
in, it is possible to operate upon the fibula alone.” 
Butterwordi and Clary,® in 1945, reported the use 
of fibular fixation in 9 of 179 combat fractures of 
tibia and fibula because of loss of tibial length or 
substance due to marked comminution and com¬ 
pounding. Tlie procedure was carried out initially 
as a temporary or emergency measure, but the re¬ 
sults were so satisfactory that this method was 
adopted as definitive treatment for all such frac¬ 
tures. Carpenter and others,® in 1952, listed in tiieir 
report 24 leg fractures treated by , open reduction, 
with fibular fixation being the method of choice in 
6 of these fractures. Coughlin,*® in 1955, reported 
satisfactory results in three cases of comminuted 
compound fractures of tibia and fibula treated by 
means of fibular fixation. 

Our osTO ex'perience is limited to one compound 
fracture with severe comminution (fig. 3A and B). 
In tliis case a 5-in. slotted plate was applied to tlie 
fibula on tlie day of injury, tlie approach being 
through intact soft tissue. The compounding wound 
was cleaned, the tibial fragments were molded 
slightly, and the wound was closed. The wound 
healed primarily. Walking was permitted in plaster 
at 6 months, and consolidation was complete at 11 
montlis. There is moderate posterior bowing, but 
the functional result is good. It is our opinion that 
the stability achieved in this case by means of fix¬ 
ation of the fibula aided in control of infection, 
promoted healing, and significantly reduced the 
morbidity. 

Transcondylar Fractures 

Transcondylar fractures or fractures of the proxi¬ 
mal end of the tibia which are associated with 
overriding fractures of the fibula may be corrected 
with reduction and stabilization of the fibula. This 
possibility' is illustrated in a case of this sort in 
which reduction of the fibula alone corrected rather 
accurately the tibial alignment (fig. 3C and D). A 
fault in operative technique rather than poor choice 
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of mctliod accounts for llio loss of the original 
excellent position (fig. 3E). Loosening of the screws 
in the .splint allowed migration of the fibular frag¬ 
ments and resulted in loss of reduction in the tibia. 
Ws .situation illustrates well the need in certain 
eases to fix the fibula rigidly. The plaster in this 
instance did not control the settling. As a conse¬ 
quence the knee is in x'algus and tlie functional 
result is fair. 


Tlio restoration of alignment in the original 
reduction in this case was possible because of the 
intactness of the proximal tibiofibular articulation 
which allowed the fibula to lift tire proximal tibial 
fragment back into position. 

Nonunion 

Of our three cases of failure of union, infection 
occurred in two. In the third case, as previously 



Fig. 3.—A, roentgenograms, dated Feb. 19, 1955, showing compound com¬ 
minuted fracture of shaft of tibia with minimal comminution of fibula in 40- 
year-old man. B, roentgenograms, dated Jan. 10, 1956, of patient in A. 
Consolidation occurred .it 11 months. There is moderate posterior bowing. 
Functional result is good. C, roentgenograms, dated March 17, 1956, showing 
transcondylar fracture, in 64-year-old man, with moderately comminuted 
overriding fracture of fibula. D, operative roentgenograms, dated March 17, 
1956, of patient in C, showing e.\cellent reduction of tibia by means of res¬ 
toration of fibular continuity and slotted plate Exation. £, roentgenograms, 
dated March 25, 1958, of patient in C, showing fin.il result with settling de¬ 
formity due to failure to fi-x tlie fibula rigidly. Migration of screws in slotted 
plate is well demonstrated. There is valgus defomiity, and functional result 
is fair. F, roentgenograms, dated July 23, 1956, showing infected nonunion 
of lower one-tliird of tibia as it appeared after sequestrectomy and complete 
take of flap skin graft. G, final result in patient in F, shown in roentgeno¬ 
grams dated April 1, 1958. Consolidation occurred nine inontlis after grafting 
procedure on Oct. 4, 1956. 
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mentioned, treatment was also by means of fibular 
fixation as an acute fracture. One of the infected 
fractures is used for illustration. 

The patient, who originally had an oblique com¬ 
pound fracture of the lower one-third of the tibia, 
was first observed one month after injury when 
there was ulceration over the fracture site witli 
exposure of a metal plate. The plate was removed, 
the wound cleaned, and a plaster cast was again ap¬ 
plied. Six months later a sequestrectomy was per¬ 
formed, and during the same admission a flap graft 
was 'applied to the skin defect. Fifteen montlrs 
after removal of the original plate (fig. 3F), the site 
of nonunion was exposed and grafted with iliac 
bone, the grafts being placed liberally between the 
two bones. Tire fibula was shortened to allow ap¬ 
proximation of the tibial fragments, and stabiliza¬ 
tion was obtained by means of a slotted plate 
applied to the fibula. Consolidation occurred nine 
months after operation. Figure 3G shows dre final 
follow-up roentgenogram. The functional result is 
good. 

It is noteworthy drat, in some cases of infected 
nonunion, stabilization of the area by means of 
fibular fixation—the tibial site remaining undis¬ 
turbed—enhances the possibility of healing and 
resolution of infection. 

Surgical Approach 

The fibula is easily accessible tlrr'oughout its 
length in the plane between the peronei anteriorly 
and the triceps surae posteriorly. In the region im¬ 
mediately superior to the external malleolus, the 
peroneal tendons are retracted posteriorly. The in¬ 
cision at any level may follow an imaginary line 
extending from a point just behind the external 
malleolus to one just behind the head of the fibula. 
The common peroneal nerve must be isolated and 
protected in approaches to the upper end, and 
occasionally one encounters, at the distal end, 
branches of the musculocutaneous nerve. 

Summary and Conclusions 

Open reduction and fixation of the fibula in cer¬ 
tain difficult fractures of both bones of the leg is 
an anatomically sound procedure. Our experience 


has shown that fixation of dre fibula is an effective 
method of treatment in the following four distinct 
leg fracture problems: supramalleolar fractures, 
badly comminuted or compound diaphysial frac¬ 
tures, transcondylar fractures, and fractures with 
nonunion or malunion. 

^^dlen indicated, open reduction and fixation of 
the fibula has the general advantages of (1) con¬ 
verting a fracture of both bones to one of the tibia 
alone, (2) restoring to the tibia lengdi, alignment, 
and stability, (3) facilitating manipulation and 
eliminating undue handling of tihial fragments, 
(4) allowing approach through untraumatized skin 
and soft tissue in compound fractures, (5) affording 
stability for grafting in nonunions, (6) enhancing 
the efficiency of plaster and simplifying its appli¬ 
cation, and (7) reducing morbidity. 

Addendum 

Recently we have splinted the fibula in a com¬ 
minuted segmental fracture of the tibia, soft tissue 
damage precluding tibial fixation. Length and 
alignment are well maintained. 
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B ALANCE AMONG THE SCIENCES.—It seems . . . much more probable that 
human happiness wall come from discoveries in the biological sciences 
than from discoveries in the physical sciences. If there were a choice betsveen 
a cure for cancer and economic nuclear power—most of mankind would choose the 
cure for cancer. As a corollarj', it seems , , . inescapable that the current preponder¬ 
ance of mankind’s scientific effort toward the physical, rather than the biological, 
sciences is wrong. ... I would consider this to be one of the most important public 
responsibilities of science at large: to redress the balance behveen the physical and 
biological sciences, to direct more of the world’s scientific resources along lines which 
are more nearly concerned with the issues of human happiness.—A. M. Weinberg, 
Prospects in International Science, Bulletin of the Atomic Scientists, December. 1958. 
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UPPER ARM BLOCK ANESTHESIA IN CHILDREN WITH FRACTURES 

Mack L. Clayton, M.D. 
and 

Donald A. Turner. M.D., Denver 


An cITcclivc, safe, simple method of brachial 
block anestliesia i,s desirable. The advanlai'cs of a 
conscious patient who can take care of his secre¬ 
tions and, if necessary, go home directly after sim¬ 
ple fracture management arc quite evident. The 
most important consideration is, of course, the full 
stomach. The majority of children we see with arm 
fractures qualify immediately for a block, because 
the child with an cnipts' stomach is s’irtualb’ non- 
e.\istent. Tliere is jrrobahly no physician who does 
not know of some instance of death or serious com¬ 
plication occurring after the use of general anes¬ 
thesia for a fracture in a patient who had a full 
stomach, vomited, and then aspirated. We further 
believe that the parent’s best information on the 
time of last food ingestion is iroor information, be¬ 
cause of the inherent nature of children to eat in¬ 
cessantly. One additional fact that needs emphasis 
is that once the injury occurs all digestion stops 
for a period of many hours—at least six hours, and 
this is a minimum figure. Thus, even a six-hour 
wait after injury docs not entirely lessen the hazard 
of general anesthesia. The use of narcotics in the 
immediate post-traumatic period also further pro¬ 
longs the retention of gastric contents. Lavage of 
tlie stomach is an ineffective procedure because of 
particle size. Induction of vomiting, by either drug 
or direct pharyngeal stimulation, is unpleasant and 
gives no assurance that the stomach is empty. 

Advantages of Block by Axillary Route 

The use of brachial block by the usual supra¬ 
clavicular route in patients of all ages has been a 
generally unsatisfactory'procedure because of the 
far too frequent comjplication of pneumothorax. In 
addition, the hazard of subclavian artery hematoma 
is ever present. Both of these lead to further hos¬ 
pitalization, and this is most certainly contrary to 
the purpose of any block. 

In 1949 Accardo and Adrian!' presented a tech¬ 
nique of blocking theTifaclnal plexus by an axillary 
route. The method involves the use of tlie'pfoximal 
humerus as a “backstop,” instead of the first rib or 
the pleural dome, and utilizes the terminal portion 
of the axillary artery as a constant and easy to lo¬ 
cate landmark rather than the indefinite measure¬ 
ments of the midpoint of the clavicle and “one 
fingerbreadth above” (Bg. 1). ■ 

At the level of the insertions of the pectoralis 
major anteriorly and the latissimus dorsi posteriorly, 
the terminal portion of the axillary artery is pal¬ 
pable. At this level the nerves are still so centripetal 
that, with use of the artery' as a landmark, the 

Read before the Section on Orthopedic Surgery at the 107th Annual 
Meeting of the American Medical Association, San Francisco, June 26, 


Regional block anesthesia is especially use¬ 
ful for fractures of the arm in children. The 
technique here recommended involves ah 
axillary route instead of the supraclavicular 
route. When the injection is made the proxi¬ 
mal part of the humerus is used as a "back¬ 
stop," and the terminal portion of the axillary 
artery serves as o constant and convenient 
landmark; the median and musculocutaneous 
nerves lie anterolateral to the artery, while 
the ulnar and radial nerves lie respectively 
anterior and posterolateral to it. Using this site 
for the injection eliminates the danger of 
pneumothorax, and by producing a sympa¬ 
thetic blockade it improves circulation in the 
arm. The present series of 80 patients with' 
fractures included 72 children 10 years of 
age or under. Premedication consisted of 
pentobarbital given intramuscularly. The an¬ 
esthetic used was lidocai'he (Xy/ocaine) hydro¬ 
chloride in 1.5%"concehirafion with epineph¬ 
rine 1:100,000, and the averoge volume in¬ 
jected was 10 cc. WitfTthe moderate sedation 
used and ffte re assura nce of freedom from 
pain, the overwfielming majority of the pa¬ 
tients have been extremely cooperative. 


nerves are easy to block. The median and musculo¬ 
cutaneous nerves and their sensory cutaneous com¬ 
ponents are anterior and anterolateral to the artery; 
tliat is to say, they are “above” and "above and 
beyond” the artery. The ulnar nerve is inferior to, 
or “below,” the artery. The radial nerve is postero¬ 
lateral, or "below and behih'dj” the artery. 

With the arm at 95 degrees abduction from the 
body and in neutral rotation, the artery is palpated 
at the level of the insertion of tire pectoralis major, 
and a skin wheal is raised directly over the artery, 
the phj'sician making sure that the needle bevel 
is down and tlrat the local solution is coming from 
the end of a 1-in. 25-gauge needle as it enters the 
skin. The needle is tlien directed above the artery, 
and 2 to 4 cc. of drug is deposited above, and above 
and beyond, the artery. The abduction is main¬ 
tained, the needle is withdrawn to tire subcutane¬ 
ous area, and the arm is put into considerable 
external rotation at the shoulder. The needle is rein¬ 
troduced below the artery, and 1 to 2 cc. of drug is 
deposited; then the needle is advanced virtually to 
the humerus so that it is below and behind the 
artery, and 2 to 4 cc. of drug is deposited. Aspira¬ 
tion is performed befdfe'each injection. Needle arid 
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humerus should be at a 90-degree angle. If a pares¬ 
thesia is elicited, an injection of 0.5 to 1 cc. of drug 
is done promptly at this position; paresthesias are 
not deliberately sought/Tt'has been our experience 
that the median and musculocutaneous nerves are 
much easier to block widi the arm in neutral rota¬ 
tion; likewise, the ulnar and radial nerves are much 
easier to block with the arm in considerable e.x- 
temal rotation (fig. 2) f 


era 



Fig. 1.—Bracliial ple.vus block by a.villary route. Cross- 
section is at junction of axilla and ann (through line 1, fig. 
2). 1, median nerve; 2, musculocutaneous nerve; 3, ulnar 
nerve; 4, radial nerve; 5, brachial arter)’; and 6, vena 
comitans. 

We have, in general, used injectable pentobar¬ 
bital for premedication in tliese children. Those pa¬ 
tients weighing less than 40 lb. (18 kg.) have been 
given 1 mg. of pentobarbital intramuscularly per 
jDOund of body weight; those weighing more than 
40 lb. have received 0.6 mg. per pound, to a maxi¬ 
mum of 50 mg. One-half is used for intravenous ad¬ 
ministration. This dosage svill give moderate seda¬ 
tion in the average child, but he xvill be awake and 
cooperative. The objection has been voiced occasion¬ 
ally that children are not fit candidates for block 
jDiocedures. We have not found this to be the case; 
in fact, witli the moderate sedation outlined above 
and the reassurance of freedom from pain, tlie over¬ 
whelming majoriW of the patients have been ex¬ 
tremely cooperative. 

-^Anotlier advantage of the block is the sympa¬ 
thetic blockade tliat develops to the periarterial 
sympathetic chain, as well as to the sympathetic 
fibers in tlie nerx^e trunks themselves. This results 
in an improved circulation, which is of benefit in 
such vascular-compromising fractures as the severe 
supracondylar fracture. A secondarj' benefit is the 
more rapid resolution of soft tissue edema adjacent 
to die fracture site. The site of injection, of course, 
makes a pneumodiorax impossible, and the use of 
a 25-gauge needle'virtually eliminates the chance 
of a hematoma. 


Summary of Cases 

In a total of 80 patients indication for the block 
was fracture of distal one-half of the humenis in 17, 
fracture of the radius and/or ulna in 41, fracture 
of the hand or fingers in 6, tendon.transplants in 3, 
soft tissue surgery below the midhumerus 12, and 
diagnostic 1. Of these 80 patients, 72 were 10 years 
of age or under. The youngest patient was 6 weeks 
of age and had markedly displaced fractures of the 
radius and ulnn.^fn the 80 cases there was only one 
in which the block was not effective; this was an 
open reduction of a supracondylar fracture. Tlie 
reason for this failure is not clear, because the pa¬ 
tient was checked with needle point before the in¬ 
cision was made. The only explanation we have is 
diat this might have been innervated by some 
aberrant branch from the cervical ple.xus. Occa¬ 
sional difficulty has been encountered in blocking 
the musculocutaneous nervef'it was found at op¬ 
eration that external rotation of the shoulder has a 
positive tendencj' to swing the nerve considerably 
laterally from tlie median nerve, which remained 
close to the artery 

^^^e have used 1.5% concentration of lidocaine 
(Xylocaine) hydrochloride with epinephrine hydro¬ 
chloride, 1:100,000, in'most of tliese cases. We 
thought it preferable to use tlie 1.5% concentration 



Fig. 2.—View of axilla showing landmarks for brachial 
ple.\us block by axillary route. Line 1 is drawn througb points 
of insertion. A, of pectoralis major and, B, of teres major 
muscles into the humerus. Line 2 bisects line AB and falls 
directly over brachial artery. Wheal is raised at point 3. 
L is lateral cord of plexus, M medial, and P posterior; 3/c is 
musculocutaneous nerve and R radial nerve. Note that axil¬ 
lary nerve A.r has been given off before site of block. 

because of the more profound anesdiesia it could 
afford the patient and because of the possibility 
that it might further potentiate the tissue penetrat¬ 
ing quality that lidocaine is felt to have. W'^e chose 
to use it witli epinephrine because of the much 
slower absorption, which might protect the patient 
from a drug reaction. 

In this series of 80 cases, we had only one 
minimal reaction, that of twitching at the comers 
of the patient’s mouth; she had received 20 cc. of 
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2% solution of litlocuiuc, which is more; than we 
would now use. Tiie reaction wuis easily treated 
with a .small animinl of pcntoliarbital given in- 
tavcnouslv; oxygen is also always kc]rl available 
for vise with any possible reaction. Our average 
volume of drug used was 10 cc. The smallest 
volume used was 1.5 cc. in the 6-wcck-old baby. 
If one wishes to use a tourniquet, a narrow sub¬ 
cutaneous “bracelet” of a weaker solution of drug 
is placed around the arm at the level of the block. 
Anesthesia of the fibers from the cervical and 
thoracic roots that arc not parts of the brachial 
plexus will result. 

If one and one-half to four hours of anesthesia 
are desired, 1% solution of tetracaine (Pontocaine) 
hydrochloride is added to the lidocainc, so that the 
final mixture has 1.5 mg. of tetracaine per cubic 
centimeter of solution. Tliis will give a quick onset 
from the lidocainc and duration from the epineph¬ 
rine and teti'acainc. Tlic tetracaine is available in 
20-mg. (2.0-cc.) ampuls. 

Concln.sions 

Brachial block anesthesia by the axillary route, 
as described by Accardo and Adriani,' is an ex¬ 
cellent, safe method of regional anesthesia. The 
nerve supply of the arm is blocked without the 


possibility of thoracic complications. Thoracic com¬ 
plications from supraclavicular blocks are quite 
frequent and at times serious. 

This block has beeii especially useful in the treat¬ 
ment of recent fractures in children, as one may 
assume there is fOod in the child’s stomach and 
therefore a risk of aspiration if general anesthesia 
is used. The resulting sympathetic block is also of 
value in certain cases, e. g., supracondylar fractures 
of the luimerus. 

The technique is simple. Children have not ob¬ 
jected to the technical use of the needle and have 
cooperated well. In 80 consecutive cases there has 
been only one failure. It is interesting to note that, 
of these cases, twenty-seven occurred during the 
months of April and May, 1958. This indicates die 
growing interest in this type of block anesthesia in 
our locality, although we have been using the 
method since 1954. 

899 Detroit St. (6) (Dr. Turner). 

Figures 1 and 2 are reproduced, with permission, from 
“Nerve Blocks,” by John Adriani, Springfield, Ill., Charles 
C Thomas, Publisher, 1944. 
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THE RESIDENT AND THE MEDICAL STUDENT 

Robert E. Dedmon, M.D., Chicago 


As students progress through the maze of med¬ 
ical training, drey face new problems and increas¬ 
ing responsibility. They begin to appreciate more 
fully die concern teachers and senior colleagues 
show about their development. Furthermore, xvhen 
the residency program is embarked on, a position 
is entered which requires the showing of concern 
for the junior colleagues, the medical students. 
Besidents in teaching hospitals have as regular 
responsibilities not only patient care but also 
teaching interns and .medical students. Teaching 
responsibility is stimulating but also somewha 
ambiguous. In an attempt to clarify what 
responsibility' at the resident level means, Isa 
draw on my own brief experiences and on dw ex¬ 
periences of my colleagues on the resident sta o 
Preshyterian-St. Luke’s Hospital in teaching me 
ical students within die framework of the case 
method. I hope this will encourage odier residents 


Resident in Internal Medicine, ® 

Clinical Assistant in Medicine, University ot lUmois College of Mca.cme 


The resident is generally presumed fo play 
some port in fhe hospital educational scheme, 
especially since emphasis on bedside teach¬ 
ing is increasing. His role in the educational 
team may not be evident to him, to bis senior 
colleagues, or to the medical student. His 
abilities and obligations need to be more 
adequately defined. This will enable him, to 
moke an orderly approach to basic principles, 
to develop teaching skill, and to exercise 
initiative. He can use ancillary teaching meth¬ 
ods, such as reading assignments or confer¬ 
ences, that can be very effective as supple¬ 
ments to ward rounds. Efficient communica¬ 
tion of significant information thus becomes o 
greater reality to fhe educational team, with 
improved care of the sick as the ultimate goal. 
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and also visiting physicians to make their thoughts 
on tlie subject available to residents, interns, and 
medical students. 

As residents, we learn to teach because we must 
and, to varjdng degrees, because we enjoy it. That 
our senior colleagues are interested in our learning 
to care for patients is evident. However, they are 
also interested in our becoming good teachers; the 
resident was made an integral part in undergrad¬ 
uate teaching programs when the emphasis in 
teaching third and fourth year medical students 
was shifted from formal lectures to medical clerk¬ 
ships. Originally, the residency program existed 
for the sole purpose that residents might learn 
patient care.' Now the program has expanded to 
the extent that residents must also be teachers. 

The following questions seem particularly perti¬ 
nent to the resident-medical student relationship: 
What part is the resident to play on the educational 
team? How should he carry out this part? Can 
residents as a group develop and maintain a schol¬ 
arly tradition in medical student teaching by com¬ 
plementing the efforts of the senior faculty members 
involved in clerkship teaching? 

The Resident’s Role 

As I began my medical residency, I understood 
little of what would be expected of me as a 
teacher; however, as my residency has progressed 
I have come to a fuller realization of the challenge 
evoked by teaching medical students—one which 
certainly taxes a resident’s resourcefulness. On the 
basis of brief experience, I would suggest that the 
answer to the previously stated questions may be 
found by reflection on the resident’s exact role in 
relation to the “professor” (or chief of service) and 
the medical students. 

To borrow from cybernetic terms, the resident’s 
function at a glance seems best described as that 
of a bridge of communication between the medical 
student and the “professor”—or that of a two-way 
transmitter. The basic difficulty in this function 
concerns tlie kind and extent of modulations of 
messages transmitted either way. In particular, how 
far should a resident go as a sorter of information, 
and how free in this function should he be to draw 
generally on medical information and teaching 
methods? The answers to these questions are of 
necessity related to the basic foundations of any 
educational process, teacher-student bonds, and, 
also, local hospital arrangements and individual 
personalities. 

The answers do not come easily. For example, 
what Wiener' would call “jamming” in cybernetics 
seems to appear in two recent papers on medical 
education. The first paper, “Adventure in Peda¬ 
gogy,” ■ submits the hjTpotlieses that “teachers may 
be major obstacles to student learning,” that “peo¬ 
ple learn what tliey want to learn,” and that "frue 
learning is largely an emotional experience.” It 
also states that a majority of the people involved 
in the seminar on which this article is based were 


provided “with a satisfaction they had not pre¬ 
viously known.” The nature of the “satisfaction” is ' 
not clear. i 

The second paper, “Disaster in Pedagogy,” “ is a 
rebuttal to the first. The author agrees that medical 
education should be improved. However, he sub- ; 
mits that the stimulus for iinprovement comes from ' 
higher to lower levels through the maintenance of 
scholarly standards and not through an abused 
concept of “educationist’s freedom.” 

The resident’s position does not allow him to ■ 
decide the final answers to these arguments. How¬ 
ever, as residents we should have some definite ap¬ 
proach toward our job of teaching medical stu¬ 
dents. Therefore, it seems to me that we might 
look to some reasonable authoritative basis in de¬ 
ciding on this approach. So far as the hypothesis 
that “learning is largely an emotional experience” 
is concerned, I would agree from jrersonal e.xperi- 
ence that at certain times emotional factors influ¬ 
ence efficiency in learning. But I do not agree that 
learning is “largely” emotional. Even in the area 
of religion, where some degree of emotional e.x- 
perience is evident, the importance of rational 
thought, logical argument, and scholarly standards 
is emphasized.'* In medical education the mainte¬ 
nance of scholarly standards presupposes adequate 
leadership and also an effective system of commu¬ 
nication between the leader (professor or chief of 
service), the resident, and the medical student. 

Personally, I feel strongly that residents should 
draw on the experience of their senior colleagues, 
for experience implies that these individuals have 
made mistakes from which they have profited im¬ 
mensely throughout the years. Therefore, they 
should be in a position to help avert similar mis¬ 
takes by their junior colleagues. 

Perhaps medical education in America today 
faces the challenge of “The Revolution in Educa¬ 
tion” ’ that has been described for other branches 
of education. In medical education, intellectual 
originality must not be stifled by inadequate com¬ 
munication; however, it is just as vital,'that one 
who communicates, especially if it is his fifes ca¬ 
reer, should have something to say' based on a 
degree of intellectual originality. 

My reasons for setting down my thoughts on 
medical education with special reference to the 
resident-medical student relationship are several. 
First, the literature on medical education with 
which the average house officer and medical stu¬ 
dent have intimate contact contains a paucity of 
clearly defined principles regarding this vitally im¬ 
portant subject. 

Second, in medical schools where clerkship 
teaching is a major part of the curriculum, it is 
mandatory that the resident be interested and capa¬ 
ble to some degree as a teacher. 

Third, although I feel that more enlightened 
residents are cognizant of tliis, the resident-medical 
student relationship properly effected is of practical 
advantage. That is, aside from the transmission of 
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informulion from llie ri’sidonl to tlio mcdiciil stu¬ 
dent, the mcdicnl .student's presence iind questions 
are a constant stimulus against the resident’s sue- 
canibing to intellectual lethargy-just as the latter’s 
continuous questioning of the professor is at an¬ 
other level. Likewise, the student profits in this 
system by more clearly finding his “self-image,”" in 
that he becomes an integral part of tbc patient-care 
and educational teams. 

Fourth, it is important that the resident form an 
individual philosophy or school of thought regard¬ 
ing his position in relationship to the profe.ssor, 
intern, and medical student. The hippocratic oath 
clearly charges every teacher to aid his junior col¬ 
leagues, but the present structure of the clerkship 
program requires some further crystallization of 
the relationship of each member of tbc educational 
team. Often, the resident seems to be a “middle¬ 
man” or a two-way transmitter of messages, at least 
as far as daily contact with medical students is con¬ 
cerned. This function seems valid, but only' if it is 
accompanied by direct contact between the pro¬ 
fessor and the medical student and also if it allows 
the resident to c.xpress wbater'er awareness, resili¬ 
ence, and fertility' of mind he may possess. In .short, 
die resident should not be the professor’s “yes man.” 

Fifth, the physician is, in one sense, a biological 
scientist. And, as Richardson'”' has aptly stated, he 
“needs to know much about biochemistry, and 
therefore about chemistry', and therefore about 
physics, and therefore about mathematics. . . . The 
comparative study of the sciences ... helps us to see 
why the methods that are highly efficacious in one 
science are not useful in another.” Therefore, to 
focus attention on a discipline which itself is con¬ 
cerned with a high degree of integration might be 
useful, and consequently the ensuing discussion is 
in terms of communication. 

Problem of Communication 

There are several apparent areas to which these 
concepts of communication can be applied. First, 
there is the matter of curriculum revision manifest 
in recent years by the increasing amount of bedside 
teaching at the medical student level with an ac¬ 
companying decrease in formal lectures. 'The resi¬ 
dent has not been involved in making this decision, 
but be has been directly affected by it. 'With this 
transition the resident has been thrust into a posi¬ 
tion of greater responsibility in teaching medical 
students; however, he may not have been impressed 
with this change, and his senior colleagues may not 
have evaluated his abilities and obligations ade¬ 
quately. Thus, in cybernetic terms there is a break 
in the bridge of communication, and this allows 
entropy to increase.'' There is much in favor of 
clerkship teaching, but only when adequate em¬ 
phasis is given to the necessity of reading and 
discussion and the degree to which the resident, 
intern, and medical student must participate. 


Second, the resident might do something in ad¬ 
dition to discussing patient problems on ward 
rounds with the medical students if he is to realize 
fully hi.s potential in “communicating” with the 
medical students. The resident in the junior year 
can often benefit from the advice and experience 
of senior colleagues in effecting ancillary teaching 
methods. Often the matter may rest entirely' with 
individual initiative and abilities of each resident, 
which may or may not be conducive to an orderly 
approach to understanding the application of basic 
principles. 

Third, the importance of the integrity of the edu¬ 
cational team may not be evident either to tire 
resident or to the medical student. As is true with 
(he “burn” team, the “cardiac catheterization” team, 
the “research” team, and the “patient-care” team, 
the members of the educational team should clearly 
understand the problems they face and the indi¬ 
vidual responsibilities they have in meeting tliese 
problems. Only by precise delineation of responsi¬ 
bility' for each member of the educational team can 
effective communication he achieved and the ten¬ 
dency toward increasing entropy be abated. I wish 
to suggest that perhaps a portion of the solution of 
the questions concerning teacher-student contact 
may be achieved by more exact examination of 
cybernetics and tire concept of entropy versus or¬ 
der. McCulloch'' has recently alluded to the dis¬ 
crepancy between the number of afferent and 
efferent messages passing through the cerebral 
cortex (the former being by far the greater), and 
from his discussion we may infer tire influence of 
coincidence as well as the influence of the number 
of useless messages on this discrepancy. We may 
now consider the practical importance of cyber¬ 
netics in medical education. 

Cybernetics in Medical Education 

“Just as entropy is a measure of disorganization, 
the information carried by a set of messages is a 
measure of organization. . . . The information car¬ 
ried by a message [is] essentially the negative 
logarithm of its probability'.”' 

An example of the quotation from Wiener’s “The 
Human Use of Human Beings” is “Cancer is a bad 
disease.” This statement has a high degree of proba¬ 
bility in a number of situations; however, tlie 
statement “Nucleosides decrease erythrocyte os¬ 
motic fragility in hypotonic phosphate” is true for 
a much smaller number of situations and yet con¬ 
veys more information. Effective education is con¬ 
cerned with the transmission of messages with 
significant information. Therefore, the maintenance 
of scholarly standards requires efficient communi¬ 
cation. Two possible impediments to communica¬ 
tion and effective education are the increasing size 
of medical school classes and the lack of interest 
in medical students on the part of an occasional 
resident. These impediments enhance the tendency 
toward increasing entropy. 
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Sclirodinger,’’ Wisdom/ McCulloch/ and Mas- 
call"* have recently dealt with the more basic 
arguments on the definition and implications of the 
term entropy. Schrodinger, referring to Gibbs and 
Boltzmann, has expressed the statistical and socio¬ 
logical connotations of entropy by the formula, 
"entropy = k log D,” where k is a constant and D 
a measure of disorder. Thus order is tlie reciprocal 
of entropy. 

Due to the vastly increasing macrocosm of mes¬ 
sages (facts or observations) to which we in medi¬ 
cine are continuously exposed, we are forced to 
reflect seriously on what material or messages are 
significant and essential and, consequently, how 
our methods of clerkship teaching can best resist 
the tendency toward increasing entropy. I wish to 
state candidly that I am not proposing that all 
medical educators devote their entire efforts to 
teaching methods, for such a proposition effected 
might result in the “progressive” undermining of 
the educational process which some observers^ 
feel has occurred in our lower schools through the 
efforts of the “educationists.” What I am proposing 
is an increasing awareness on the part of the resi¬ 
dent’s senior colleague, the professor or chief of 
service, of the relative positions of the resident, 
intern, and medical student on the educational 
team; this consideration will permit a certain de¬ 
gree of autonomy on the part of the resident in 
teaching and learning (i. e., as a transmitter and 
sorter of messages who can draw on contingent 
sources for information as well as directly from 
his senior and junior colleagues). 

The resident has the obligation and responsi¬ 
bility of helping his senior colleague, the professor, 
in “getting the message across” to the medical 
student that he is an integral part of the patient- 
care and educational teams. As Keefer states,’" 
“One of the important functions of the house staff 
is to join all other members of the group in the 
educational process of the undergraduate medical 
student.” Caseley has also emphasized that the 
resident's “teacher-role” has often been taken for 
granted, and he has implied the necessity of more 
careful assessment and encouragement of the resi¬ 
dent in tliis capacity. Osier," in his address “Teacher 
and Student,” has amply and succinctly defined the 
qualities prerequisite in a teacher, namely, “enthu¬ 
siasm,” “knowledge of the branch taught,” and a 
“sense of obligation.” He also considered personal 
contact between teacher and student to be essen¬ 
tial. The resident may not have advanced to the 
state of knowledge of his seniors in a given subject, 
but he is totally capable of enthusiasm and a “sense 
of obligation.” 

Experience in Medical Clerkship Teaching 

During our residency (and throughout our entire 
careers), we must grow in assuming responsibility 
for patient care and also in assuming teaching 
responsibility.’- We gradually develop skill in 
teaching and learning (transmitting and sorting 


information), just as we develop skill in diagnosis 
and therapy. Both skills seem almost inextricably 
bound. How, then, can we best help to “get the 
message across”? At this point I wish to cite some 
of the experiences which have been noted in medi¬ 
cal clerkship teaching at Presbyterian-St. Luke’s 
Hospital with the University of Illinois senior 
medical students, particularly at the resident-med¬ 
ical student level. 

First, attempting to cram a multitude of unrelated 
facts (or messages) into one’s head is futile wthout 
some concept of basic principles (how to sort and 
classify messages or information). The professor 
(or chief of service or attending staff member) large¬ 
ly has the responsibility of emphasizing and clarify¬ 
ing these basic concepts by direct contact with the 
medical student. The resident is responsible for 
reiterating these concepts in light of their applica¬ 
tion to individual daily patient problems. From 
this it follows that the resident and medical student 
alike will investigate further these concepts by 
reading critically the fundamental literature on a 
given subject, which incidentally, is not necessarily 
synonymous with the latest journal article pub¬ 
lished. Subsequent investigation, discussion, and 
argument then provide the members of the educa¬ 
tional team with greater intellectual enlightenment 
(i. e., by critically sorting and reclassifying signifi¬ 
cant messages and information) and will result in 
better patient care. 

There are several ancillary teaching methods 
which, properly implemented, can be very effective. 
These are not new methods, but they have been 
used as supplements to waird rounds in communi¬ 
cation between residents and medical students 
(i.e., in transmitting, sorting, and classifying infor¬ 
mation). Among these are student journal club, 
“coffee-break” 10-minute talks by medical students, 
outside subject study assignments, and “quizzes. 
These maneuvers have' been tried by the resident 
staff for a period of time and have been pleasantly 
successful. * 

Student journal club, to which one hour each 
week has been devoted, consists of two students 
discussing recent articles of general interest agreed 
on by the resident and the students. The 10 -minute 
talk, originated by another' of the residents, con¬ 
sists of a short dissertation on one subject related 
to a patient problem currently on the ward. Special 
subject home study assignments outlined by the 
residents consist of hypothetical case problems 
related to similar situations seen by the students or 
derived from cases with which the residents had 
previous experience. The quizzes, given twice each 
quarter, consist of short-answer written questions 
derived from standard te.xtbook sources plus an 
oral examination, given by the residents. ’The oral 
examination consists of questions in internal medi¬ 
cine, x-ray' film interpretation, and general pathol¬ 
ogy with clinical correlation. Residents from the 
radiology and pathology departments participate 
in these quizzes. No “grade” is turned in, although 
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the quizzes arc gone over thoroughly with the stu¬ 
dents in order to point to areas of strength as well 
as weahness. These did not involve “spoonfeeding," 
for they pointed to areas of endeavor dependent on 
individual initiative and interest. 

If these methods have been used successfully 
on previous oceasions, the question arises as to why 
they should he more effective when utilized by 
residents than when utilized by senior faculty' mem¬ 
bers. Perhaps they are not more elTcctive when 
utilized by residents. There are some reasonable 
hypotheses regarding this question. One is that the 
resident may be more acutely aware of student 
deficiencies in the clerkship framework because of 
his more active student contact (i. e., the resident 
may have a given student on his floor or ward for 
three weeks with continuous daily contact or 
rounds). Another is that a given student may at 
times feel more free to raise certain questions with 
a resident than with a senior faculty member (this 
is not always true and does not imply that senior 
members of the educational te.am provide obstacles 
to learning). Third, the resident becomes intimately 
responsible for a portion of the medical student’s 
intellectual development and benefits through this 
relationship by enhancing his own knowledge (by 
reciprocal transrnission of messages with the medi¬ 
cal student). Fourth, the individual medical student 
is evaluated at relatively infrequent intervals by 
the senior members of the educational team (i. e., 
in terms of examinations and final evaluation); the 
resident may be able to assist the student with 
certain difficulties in learning (sorting messages) at 
a point crucial to his final evaluation. These an¬ 
cillary methods employed by the residents seem 
valid because they exist for the purpose of enabling 
the members of the educational team to become 
more proficient at interpreting data (sorting mes¬ 
sages) and at classifying-information and also for 
the purpose of ultimately iinproi'ing patient care. 

Conclusions 

The resident’s role on the educational team is 
important. His function is not only to transmit 
messages or information betrveen the professor and 
the medical student but also to sort and modulate 
messages transmitted, to draw freely on general 
medical information, and to instill this information 
into tile bridge of communication existing between 
the members of the educational team. Allowing 
the resident to exercise awareness, resilience, and 
fertility of intellect insures additional feeding of 
significant information into the pool of messages 
(or thought) transmitted along the bridge of com-, 
munication and should help to insure maintenance 
of scholarly standards. Efficient communication of 
significant information then becomes a greater re¬ 
ality to the educational team. As Hutchins puts it, 
“A world community can exist only with world 
communications, which means sometliing more 
than extensive short-wave facilities scattered about 
the globe. It means common traditions, common 


ideas, and common ideals.” I wish to submit that, 
through some consideration of the integrity of the 
educational team and the importance of efficient 
transmission of significant information in opposing 
entropy, our ultimate goal, optimal care of the sick, 
may be more nearly achieved. 

I have alluded to some of our own “adventures 
in pedagogy," with emphasis on the transmission 
and sorting of significant messages or information 
by persons who have sometliing to communicate 
and who are not merely concerned with the meth¬ 
ods of communication. The resident is not the most 
experienced transmitter and sorter of messages on 
the educational team, but he does have an obliga¬ 
tion as a teacher to do what is reasonably possible 
to aid the medical students for whom he is respon¬ 
sible, Thereby he broadens his own intellectual 
horizons, forms a sounder philosophy of human 
relations, and exercises a bit of Promethean will. 
Finally, the professor, die resident and intern, and 
the medical student should hold a consultation: 

A consultation comes in order next— 

You know what this is? In a certain place 
meet certain doctors to discuss a case 
and otlier matters, such as weather, crops, 
potatoes, pumpkins, lager beer, and hops. 

Rip Van Winkle, M.D. 

Oliver Wendell Holmes 

1733 W. Congress St. (12). 
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OPACIFYING GALLSTONES 

Emanuel Salzman, M.D., Robert P. Spurck, M.D., Lawrence C. Kier, Ph.D. 

and 

David H. Watkins, M.D., Denver 


Certain gallstones become roentgenographically 
opaque after prolonged exposure to cholecysto- 
graphic contrast mediums, witli or without visual¬ 
ization of the gallbladder or bile ducts. We have 
called these calculi “opacifying gallstones.” 

Theander' observed the opacification reaction in 
an unproved case of cholelithiasis. We have re¬ 
ported proved cases of opacifying gallstones,® with 
in vitro reproduction of the phenomenon.' 

X-ray Technique and Findings 

Our observation of opacification of biliary cal¬ 
culi was made while exploring possible advantages 
of prolonged administration of iopanoic acid (Tele- 
paque) in patients whose gallbladders could not be 
visualized or could be visualized faintly after the 
conventional examination with 3 Gm. of iopanoic 
acid. These patients were placed on a four-day 
regimen of 3 Gm. of iopanoic acid per day, 1 Gm. 
after each meal. A relatively fat-free diet was given 
during this period. The x-ray examination was made 
on the morning of the fifth day, with the patient 
fasting. We have called this prolonged preparation 
for cholecystography the “four-day Telepaque test.” 
The test is well tolerated; diarrhea is controlled 
with paregoric. In one instance, opacification of 
biliary stones occurred with a similar regimen with 
iophenoxic acid (Teridax) used instead of iopanoic 
acid. We are exploring other variations of the 
four-day iopanoic acid test. 

The opacified biliary calculi are usually charac¬ 
terized roentgenographically by a generalized faint 
increase in the over-all density of the stones and a 
sharp linear density outlining the periphery of tlie 
stones. The opacification of the stones may be quite 
faint and recognized only by close scrutiny of the 
x-ray films. When the iopanoic acid deposit on the 
surfaces of the stones is heavy, the density outlining 
the periphery’ of the calculus becomes thicker (fig. 1) 
and, occasionally, the stones appear homogene¬ 
ously opaque (fig. 2). Most commonly, the opacifi¬ 
cation becomes evident on the third or fourfJi day 
of the iopanoic acid regimen, but, occasionally, it 
occurs on the second day and increases in intensity 
on the third and fourtli days. In most instances of 
gallbladder calculus opacification, the gallbladder 
has been faintly visualized. When calculi in the 
bile ducts have been opacified, the ducts are usually 
not visualized. The opacification of calculi in the 
absence of visualization of the biliary structures 
indicates the marked sensitiwty of this reaction. 

From the dh-isions of radiolog>- (Drs. Salzman and Spurck), pathol- 
og>- (Dr. Kier), and surgco' (Dr. Walldns), Denver General Hospital 
and the University of Colorado School of Medieine. 


Certain biliary calculi become radiogra¬ 
phically opaque after prolonged exposure to 
cholecystograpbic contrast mediums. The con¬ 
dition of prolonged exposure is fulfilled by the 
four-day iopanoic acid test. Opacification 
may be quite faint and recognized only by 
close scrutiny of the x-ray films. The four-day 
iopanoic acid test is a useful method for iden¬ 
tifying bile duct stones. The test is, probably, 
the best available method for demonstrating 
bile duct stones in the presence of jaundice. 
The method is also helpful in identifying gall¬ 
bladder stones in problem cases. 


Usually, all stones in a patient with cholelithiasis 
are either opacifying or nonopacifying; less com¬ 
monly, stones in the ducts are opacifjing while 
stones in the gallbladder are nonopacifying in the 
same patient. We have not encountered an instance 
in which the stones in the gallbladder were opacify¬ 
ing and the duct stones nonopacifying. Rarely, one 
or more of the stones in the gallbladder or in the 
ducts are opacifying and the others are nonopacify¬ 
ing. After completion of the four-day iopanoic acid 
test, the opacification of the stones persists for a 
variable period of time, ranging from 2 to 14 days, 
and then they gradually fade to complete disap¬ 
pearance. 

Clinical Evalttafion.—We have examined 123 pa¬ 
tients with this test whose gallbladders either 
could not be visualized or could be visualized 
faintly after the conventional one-day 3-Gni. iopa¬ 
noic acid test. A review of the findings revealed 
that 76 had probable or proved calculous biliary 
tract disease, while 32 had noncalculous biliary 
tract disease and 15 had a normal biliary tract. 
There were 13 patliologically proved cases of bile 
duct stones in the 76 patients with calculous biliary 
tract disease. Ten of the 13 patients, or over 757£', 
showed opacifying stones in the bile ducts with 
(4 patients) or without (6 patients) opacifying stones 
in the gallbladder. Three of the 13 patients with 
proved bile duct stones showed no opacification 
either because of extreme jaundice or because the 
stones were of the nonopacify'ing type. Cholangio- 
grams with intravenously given iodipamide (Choio- 
grafin) sodium were obtained at the time of the 
four-day iopanoic acid test in 3 of the 10 patients 
with opacifying bile duct stones. Tire ducts coulc 
not be visualized in two of these three. In six pa- 
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ticnts, the opiicifying .stones were located in the 1-2.5 mg. %) or moderate (bilirubin level, 2.5-5.0 

gallbladder only. Nine of the 10 patients with opaci- mg. %) jaundice at the time of the four-day iopanoic 

lying bile duct stone.s had slight (bilirubin level, acid test. 



. l.-Roenlgenographic results of test with 3 Gm. of iopanoic acid (Telepaque): A, after one day, no visualization of 
Oman, structures and, B, after four days, opacification of three large gallbladder stones and faint visualization of gallbladder; 

alter one day, no visualization of biliary structures and, D, after four days, opacification of three bile duct stones and faint 
'isualization of ballbladder; E, after one day, no visualization of biliary structures and, F, after four days, opacification of 
Solitary stone in gallbladder. 










108/33G 


J.A.M.A., Jan. 24, 1959 


GALLSTONES-SALZ^^AN EX AL. 


We have concluded from this analysis that the 
four-day iopanoic acid test is a useful metlrod for 
identifying bile duct stones. The test is, probably, 
the best available method of demonstrating bile 
duct stones in the presence of jaundice, where 
cholangiography vdth use of iodipamide usually 





Fig. 2.—Roentgenographic results of test with 3 Gm. of 
iopanoic acid (Telepaque): A, after one day, no visualization 
of biliary structures and, B, after four days, opacification of 
solitary stone in bile duct, with no visualization of biliary 
structures. 

fails in visualization of the bile ducts.'* In an occa¬ 
sional problem case, the test is helpful in identify¬ 
ing stones in the gallbladder. 

In Vitro Studies 

The phenomenon of gallstone opacification has 
been reproduced in vitro. Bile duct calculi, showing 
tire opacifjdng quality clinically, have been ob¬ 
tained at autopsy in the unopacified state and sub¬ 
jected to further in wtro study. Samples of such 
bile duct calculi in the unopacified state and 
samples of clinically nonopacifying gallbladder 
calculi were immersed in plastic tubes containing 
bile widr iopanoic acid and normal bile. The first 
sample was obtained at laparotomy from the gall¬ 
bladder of a patient who had received 3 Gm. of 
iopanoic acid the evening prior to the operation. 
The normal bile was obtained at autopsy from a 
gallbladder of a normal person. The tubes were 
x-rayed immediately, kept at room temperature, 
and x-rayed four days later (fig. 3). The stones 


showing the clinical opacifying quality were strik¬ 
ingly opacified in the tube of bile with iopanoic 
acid. The clinically nonopacifying stones were not 
opacified in this tube. There was no additional 
opacification of the opacifying stones or of the 
nonopacifying stones in the normal bile. These e.\- 
periments have led us to believe that the opacifica¬ 
tion of calculi is the result of a deposition of 
iopanoic acid on the surfaces of the stones and, 
that the opacifying quality is inherent in the stone 
and not due to an instability of the colloidal system 
of the bile. 

Further experiments have indicated that the 
clinical x-ray phenomenon of opacification of cer¬ 
tain radiolucent biliary calculi witli prolonged ad- 
ministi-ation of iopanoic acid can be reproduced in 
vib'o with opacifying calculi and buffered 2% solu¬ 
tions of iopanic acid, iodophthalein (lodeikon) 
sodium, and phentetiothalein (Iso-Iodeikon) sodium 
simulating the concentration of gallbladder con¬ 
trast medium in a visualized gallbladder. The re¬ 
action may also be reproduced with buffered solu¬ 
tions of iodoalphionic acid (Priodax), iophenoxic. 
acid, and iopanoic acid, but with some difficulty 
because of the insolubility of these contrast agents. 
Most in vitro studies have been accomplished with 
these contrast mediums because of the difficult}' 
encountered in obtaining iopanoic acid-opacified 
bile at operation. The opacifying, reaction did not 
occur with clinically opacifying stones and buffered 
2% solutions of potassium iodide,' iodipamide, 
methylglucamine diatrizoate (Renografin), diprotri- 



Fig. 3.—Results of test with normal bile and bile wit i 
iopanoic acid (Telepaque); (top) immediate x-ray, sliowinS 
(i) gallbladder stones in bile with iopanoic acid, (2) ban 
duct stones in bile with iopanoic acid, (3) gallbladder stones 
in normal bile, and (4) bile duct stones in normal bile, ana 
(bottom) x-ray after three days at room temperature, sno}'- 
ing increased opacification only of bile duct stones in one 
with iopanioc acid (2). 

zoate (Miokon) sodium, acetrizoate (Urokon) so¬ 
dium, sodium iodometliamate (Neo-Iopax), iodop}'- 
racet (Diodrast), and methiodal (Skiodan) sodium- 
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One hundred samples of l)ih'ary calculi found at 
surgery or autopsy at Denver General Hospital 
Iiavc been subjected to the in vitro test to deter¬ 
mine the incidence of opacifying stones in this 
unselected group. Samples of each case of stones 
were immersed in a birffercd 27o solution of iodo- 
phthalein sodium in plastic tubes. These tubes were 
x-rayecl immediately, kept at room temperature, 
and x-rayed four days later (fig. 4). About 207o of 
stones collected in this manner proved to be 
opacifying. Grossly, tbe opacifying stones were 
always heavily pigmented, although not all paig- 
mented stones proved to be opaacifying. 

Gallstone Type and Opaeificalion Reaction 

Aschoff’ has classified gallstones into "paure” 
cholesterol, “pure” paignaent, combined, infectious, 
and stasis tp'paes. The paure cholesterol stones are 
usually solitai'y and rouiad and on section show a 


calculi. Aschoff believed that the pigmented layers 
depaosited on the surfaces of the cholesterol core 
result from the stasis of bile which accompanies 
bile duct stones. 

The 100 cases of stones subjected to the in vitro 
test for opaacifying quality were classified, as far as 
paracdcal, according to Aschoff’s terms, and the 
opacifying reaction of each classification was noted. 
All paure cholesterol stones were nonopaacifying. All 
paure pigment stones were opacifying. Among the 
combined stones, there were nonopaacifying and 
opacifying types. Among the infectious stones, all 
the yellow, cholesterol-surfaced stones were non¬ 
opacifying. The pigment-surfaced, infectious stones 
were both nonopacifying and opaacifying. All stasis 
stones were opacifying. 

Gallstones are essentially composed of varying 
quantities of cholesterol, inorganic salts (chiefly 
calcium carbonate and phosphate), and bile pig- 



Fig. 4.—Samples of gallstones obtained at surgery or autopsy in unselected cases and immersed in plastic tubes containing 
bulfered 2% solution of iodophthalein sodium: {top) immediate x-ray, showing c.alcified gallstones in 20, 23, and 26, and 
{bottom) x-ray after four days at room temperature, showing opacifying g.illstones in 20, 24, 28, and 29. 


radiant structure of coarse cholesterol crystals. The 
pure pigment stones are multiple, black, small, 
and mulberry-shaped with amorphous structure. 
The combined stones are composed of a central 
pure cholesterol core with lamellar, peripheral lay¬ 
ers of pigment, cholesterol, and, frequently, calcium. 
The Infectious stones are generally multiple and 
faceted or lobulated. Qn section, these stones are 
lamellar and, frequently, fissured. The cholesterol- 
surfaced stones are yellow; the pigment-surfaced 
stones are dark brown to black. The stasis stones, 
usually found in the bile ducts, are frequently 
niultiple, pigmented, and friable, consisting of a 
central infectious cholesterol stone core, which 
probably migrated from the gallbladder into the 
bile passages, and soft peripheral layers of pigment. 
Aschoff’ described stasis stones as “earthy”; mud 
or gravel are common terms used to describe these 


ments (cliiefly bilirubin and biliverdin).’ A gallstone 
may be fractionated into these substances by their 
differential solubility in various solvents: choles¬ 
terol, ether; inorganic salts, hydrochloric acid; 
bilirubin, chloroform; and biliverdin, methyl alco¬ 
hol. To determine which of the substances in an 
opacifying gallstone is responsible for the opacifica¬ 
tion reaction, an opacifying gallstone was fraction¬ 
ated into cholesterol, inorganic salts, and bile 
pigments. Samples of each fraction were immersed 
in plastic tubes of buffered phosphate and a buf¬ 
fered 2% solution of iodophthalein. The tubes were 
x-rayed after four days (fig. 5). The opacification 
reaction occurred only with the bile pigments. 

The following experiments have led us to con¬ 
clude that a major factor in the opacification phe¬ 
nomenon is a reaction between biliverdin on the 
surface of the stone and the contrast medium in 










110/338 


GALLSTONES-SALZMAN ET AL. 


J.A.M.A., Jan. 24,1939 


the bile. Commercial cholesterol, bilirubin, and 
bhiverdin were subjected to the in vitro test for 
opacifying quality. Samples of each substance were 
immersed in plastic tubes of buEered phosphate 
and a buEered 2% solution of iodophthalein. After 
four days, with these samples kept at room temper¬ 
ature, only the biliverdin was opacified. In addition, 
nonopacifying infectious cholesterol stones were 
induced to opacify in vitro after being coated with 
a layer of biliverdin. There are possibly other un¬ 
known substances in the stones which react in this 
manner with the contrast mediums in addition to 
biliverdin. 

Comment 

The hypothesis that the biliverdin in the stone 
reacts with the contrast medium in the bile, caus¬ 
ing opacification of the stone, explains our experi¬ 
mental and clinical observations of the opacification 
phenomenon. Our knowledge of this reaction, how¬ 
ever, is still meager and may belong in the category 
of speculation. 

All pure cholesterol and all infectious cholesterol 
stones failed to opacify, and all pure pigment stones 
opacified as would be anticipated. The inconstant 


struction. Although the chief pigment in normal 
human bile is bfiirubin,® with stasis,- bilirubin in the 
bfle is probably oxidized to biliverdin which is 
deposited on the surface of the bile duct stone, 
converting the nonopaeifying type of infectious 
duct stone to the opacifying stasis duct stone. 
Further work is in progress which, we anticipate, 
will define in greater detail the nature of the opacifi- 
tion reaction. 

Summary 

Opacifying gallstones precipitate contrast me¬ 
diums from the bile on their surfaces, after pro¬ 
longed exposure, with x-ray opacification. The 
four-day test with use of iopanoic acid (Telepaque), 
a prolonged preparation for cholecystography, is a 
useful method for identifying bile duct stones which 
opdcify in over 75% of cases. The test is, probahly, 
the best available method for demonstrating bile 
duct stones in the presence of jaundice. The method 
is also helpful in identifying gallbladder stones in 
problem cases. The gallstone opacification phenom¬ 
enon has been reproduced in vitro and is due to a 
reaction between biliverdin on the surfaces of the 
stones and the contrast medium in the bile. 



Fig. 5.—X-ray of tubes containing fractionated gallstone (cliolestero!, inorganic salts, and bile pigments) immersed in 
bulfered phosphate (i, 2, and 3) and buffered 2% solution of iodophthalein sodium {4, 5, and 6). Only bile pigments in 6 
arc opacified. 


opacification of pigmented combined and infectious 
stones is probably due to the varying surface con¬ 
tent of bilirubin and biliverdin in these stones. The 
high incidence of opacifying stones among bile duct 
stones which are usually the stasis type is of impor¬ 
tant clinical significance. 

Here, again, there are gaps in our knowledge, 
but it would seem reasonable that the following 
sequence of events occurs in the pathogenesis of 
opacifying bile duct stones; These stones originate 
in the gallbladder, most commonly as infectious 
stones, and migrate into the bile ducts. The newly 
arrived bile duct stone is usually nonopacifying. 
Usually, the patient with bile duct stones is exam¬ 
ined after clinical or subclinical episodes of obstruc¬ 
tion and bile stasis. In the presence of extrahepatic 
bilian,' obstruction, elevation of the serum biliver¬ 
din level has been noted regularly." Bile, regurgi¬ 
tated from the bile ductules into the blood, is the 
most likely cause of the serum biliverdin level 
elevation in patients wath extrahepatic biliary ob- 


City and Co\inty of Denver, Department of Health and 
Ho.spitals, West Sixth Avenue and Cherokee Street (4) (Dr. 
Salzinan). 
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TREATMENT OF MELANOMA BY ISOLATION-PERFUSION TECHNIQUE 

O.scar Crccch Jr., M.D., Robert F. Ryan, M.D. 
and 

Edward T. Krcmcntz, M.D., New Orleans 


Melanoma is a challenging therapeutic problem 
because of the peculiar characteristics of growth 
and spread of these tumors. It is generally agreed 
that wide surgical excision of the primary lesion is 
essential, although there is lack of accord as to the 
necessity for and effectiveness of regional node dis¬ 
section and for the removal, in continuity, of region¬ 
al lymphatics.' Tlie ultimate results of therapy arc 
difficult to evaluate, because these tumors apparent¬ 
ly remain quiescent for long periods of time and 
metastases may become evident many years after 
treatment of the primary lesion. Nevertheless, the 
five-year survival rate, after presumably adequate 
surgical excision, varies from 20 to 40%." 

Radiotlierapy of melanoma has pros'ed ineffectu¬ 
al, and the results with ss’stemically administered 
nitrogen mustard have likewise been unimpressive. 
As cited b)’ Luck," Bergel and Stock first reported 
the synthesis of n and L-;)-di(2-chloroethyl)- 
aminophenylalanine. Haddow, as reported by 
Bergel and Stock,■* demonstrated the marked tumor- 
ocidal effect of this drug in animals. 'Working 
independently, Larionov and associates" also re¬ 
ported the sj'nthesis of the same compound and 
called it sarcolysine. These workers found that 
sarcoh'sine caused complete regression of spindle 
cell sarcoma in rats. Larionov used a mixture of the 
dextrorotatory and levorotatory forms of the drug, 
but Bergel and Stock ^ and Luck" have shown that 
the levorotator)’ form is most active. 

In 1957, it occurred to us that tiie toxic side- 
effects of this compound and other cancerocidal 
drugs could be avoided 'if • a tumor-bearing area 
could be isolated from the general circulation and 
perfused with these agents. Thus, larger concentra¬ 
tions of the agents might be safely employed. Since 
there was evidence suggesting that the effects of 
radiation were potentiated by high o.xygen ten¬ 
sions," it was postulated that with use of a heart- 
lung apparatus for perfusing the tumor-bearing 
area the ox)'gen tension of the blood could be in¬ 
creased several times and the propulsive force of 
the pumping mechanism might produce an ade¬ 
quate distribution of the chemotherapeutic agent 
throughout the involved part. Techniques were de¬ 
veloped in the laboratory' for isolation and perfusion 
of the limbs, pelvis, mid-intestines, and lungs, and 
maximum safe dosages of nitrogen mustard and 
phenylalanine mustard were determined.'' Addition¬ 
al studies also demonstrated that nitrogen mustard 

^ from the Department of Surgery, Tulane University School of Medi- 
oine, and the Trdane Surgical Service, Charity Hospital and Touro In¬ 
firmary. Dr. Ryan is a Clinical Fellow with the American Cancer 
Societj-. 


Mefasfafic melanoma on the lower extremi¬ 
ty has been treated in eight patients by a new 
technique with use of phenylalanine mustard. 
An extracorporeal circulation system, consist¬ 
ing of a pump and a disposable oxygenator, 
was connected either with the common 
femoral artery and vein or with the external 
iliac artery and vein so as to achieve vascular 
isolation of the extremity. This system was then 
perfused with the phenylalanine mustard for 
one hour, after which it was flushed out and 
normal circulation was restored. The char¬ 
acteristic response of cutaneous metastases 
was a sequence of changes, in that they be¬ 
came blacker and flattened, a crust formed 
on the surface, and finally the lesion dropped 
off, leaving a light frecicle. Not all melanomas 
responded in this way, but some lesions re¬ 
gressed strikingly and several disappeared 
completely. When the vascular isolation of the 
lower extremity was effective, the amount of 
phenylalanine mustard used 12 mg. or less per 
kilogram of body weight) did not seriously de¬ 
press hemotopoesis. 


remains active in blood for about five minutes and 
that phenylalanine mustard is active for at least si.x 
hours. 

Since June, 1957, these techniques ha\'e been ap¬ 
plied in the treatment of 41 patients with malignant 
neopilasms of various areas." Among this group were 
eight patients with melanoma of the lower extremi¬ 
ties. This report concerns the techniques of isola¬ 
tion-perfusion in tire treatment of melanoma of the 
lower extremity with use of phenylalanine mustard. 

Technique 

The extracorporeal circuit used in these studies 
consisted of a Sigmamotor pump and a disposable 
bubble oxygenator having a reservoir capacity of 
500 cc. The oxygenator is primed with 500 cc. of 
fresh heparinized blood drawn from the patient 
immediately prior to operation. Simultaneous re¬ 
placement of 500 cc. of citrated banked blood 
maintains the blood volume at a normal level. The 
common femoral artery and vein, or in some in¬ 
stances tlie external iliac artery and vein, are ex¬ 
posed tlirough oblique incisions. After occlusion 
of these vessels proximally, suitable plastic cannulas 
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are inserted in a distal direction. To complete vas¬ 
cular isolation of the extremity, an Esmarch band¬ 
age is placed at the crotch into the gluteal crease, 
pulled tightly, and secured to a Steinmann pin in¬ 
serted into the iliac crest. Perfusion is then begun. 


tI4WUAfZy PEBUUAir^ MAKCU 



Fig. 1 (case 4).—Chart showing leukocyte response to 
phenylalanine mustard {PAM) administered first by perfusion 
of lower e.xtremity and later systemically to patient with 
malignant melanoma. 

The blood is o.x}'genated with 100% oxygen at a 
flow rate of 5 liters per minute. When the venous 
outflow and arterial inflow have been balanced, 
phenylalanine mustard is injected into the arterial 
line proximal to the pump to insure adequate mix¬ 
ing. The dose of phenylalanine mustard used 
varies with the type of diluent used and the 
mass of the tissue to be perfused. Since this agent 
is poorly soluble in isotonic sodium chloride so¬ 
lution and distilled water, 2 mg. per kilogram of 
body weight is used with these diluents. However, 
phenylalanine mustard is completely soluble in 
propylene glycol, so only 1.5 mg. per kilogram of 
body weight is used udth this diluent. At the pres¬ 
ent time, the entire dose of phenylalanine mustard 
is administered and perfusion is continued for one 
hour. On completion of perfusion, the venous line 
is disconnected from the pump and the extremity 
drained of contaminated blood. Usually about 
500 cc. can be removed in this way. Five hundred 
cubic centimeters of fresh blood is then adminis¬ 
tered through tire arterial cannula and is removed 
by way of the venous line. The cannulas are then 
removed, the incisions in tire arterj' and vein are 
repaired, and the tourniquet is released. Leukocyte 
and platelet counts are performed every other day 
after operation to determine the eSect of perfusion 
on hematopoiesis. 

This technique may be used as adjuvant therapy 
to surgical excision of the primarj^ lesion or it may 
precede excision of recurrent melanomas. The fol¬ 
lowing cases illustrate tire use of perfusion in bodi 
circumstances. 

Report of Cases 

Case 4.—A 66-year-old man was admitted to Charit>’ 
Hospital in New Orleans on Jan. 1, 1958, with a history of 
melanoma of tire right heel. The patient had consulted his 
physician, who had removed the lesion and submitted it for 


histological examination. Physical examination revealed the 
site of previous excision of tlie lesion on the plantar surface 
of the right heel. There were several large nodes in the 
right inguinal region but no evidence of cutaneous metas- 
tases. 

On Jan. 7, perfusion was performed with use of phenyla¬ 
lanine mustard in a dose of 2 mg. per kilogram of body 
weight dissolved in isotonic sodium chloride solution. After 
perfusion for 30 minutes, tire site of excision on the tight 
heel was widely removed and grafted. 

There was no significant alteration in the leukocyte count 
after perfusion (fig. 1). On Jan. 31, groin dissection was 
performed and 7 of the 15 nodes removed were positive for 
neoplastic cells. There was evidence, however, of e.xtensive 
tumor necrosis in the nodes (fig. 2). Because of the possi¬ 
bility of extension beyond the right lower extremity, a sys¬ 
temic dose of phenylalanine mustard was administered. The 
subsequent course has been uneventful, except for drainage 
from the groin incision and persistent edema of the leg; 
these are gradually subsiding. 

Case 7.—A 56-year-old man was admitted to Touro In¬ 
firmary on April 30, 1958, with, a history of metastatic 
melanoma, involving the left lower extremity, of two years 
duration. In 1949, the patient noted a black mole, which 
bled freely, on the dorsal surface of the left foot. This was 
excised and on histological examination proved to be mela¬ 
noma. Subsequently, he developed enlarged nodes in the 
left inguinal region but these were not treated. In 1956, a 
metastasis appeared on the anteromedial aspect of tire left 
thigh and rapidly enlarged. 



Fig. 2 (case 4).—Photomicrograph of section from 
al lymph node removed 24 days after perfusion w'il 
ihenylalanine mustard, showing destruction of metastatic 


Physical examination on admission revealed a pale, emaci' 
ted man with a metastatic melanoma of the left tlugi 
leasuring 30 by 20 by 10 cni. (fig. 3)., Its surface jC' 

ected and foul-smelling. There were three satellite noduies 
ear the large lesion and a few nodes in the left inguinal 
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I region but no evidence of systemic spread of the disease. 
I Biopsy of the lesion revealed poorly differentiated mela- 
I nonia (fig. 4A). After correction of a severe secondary anc- 
1 n,ia by administration of whole blood, perfusion was carried 
j oat on May 5, 1958. Two milligrams per kilogram of body 
' weight of phenylalanine mustard dissolved in propylene 
j glycol was injected into the extracorporeal circuit, and the 
> extremity was perfused through the c.xtcrnal iliac artery and 
1 vein for one hour. On completion of perfusion, several large 
i lymph nodes along the external iliac vessels were removed 
I cn bloc. These subsequently failed to show evidence of 
i melanoma. 

I Tlie leukocyte count began to decrease on the 10th day 
i after perfusion and fell to 2,400 per cubic millimeter on the 
I 16th day; then it gradually returned to nonnal (fig. 5). On 
I M.iy 13, the eighth postoperative day, the large metastatic 
I lesion, together with two of the satellite nodules, was widely 
'i excised. At tlie time of removal the large metastasis ap- 
I peared to be almost completely necrotic, and this was con- 
i Emictlonhistologic.al examination (fig. 4B, C, and D). How- 
I ever, viable tumor colls were present in some areas. On the 
^ loth postoperative d.ay, M:\y 20, the defect was covered with 
a split-thictoess skin graft. At the time of perfusion the 
I entire extremity was moderately edematous; after perfusion 
; tlie edema increased. During the first 10 days, the edema was 
brawny and there xvas reddish discoloration of the skin over 
J the entire extremity. Gradually*, the discoloration turned to 
brown and the edema subsided. Biopsy of the gastrocnemius 
; muscle at tlie time of c.xcision of the metastasis rex'caled 
marked edema, atrophy*, and some hemorrhage hut no necro¬ 
sis of muscle cells. One month after perfusion, two remain¬ 
ing satellite nodules were c.xciscd (fig. 4E and F). 

Comment 

Among the eight patients with melanoma treated 
with phenylalanine mustard by the isolation-perfu¬ 
sion technique, si-v were treated for extensive cu¬ 
taneous metastases, the primary lesion having been 
removed previously, and two had the primary' lesion 
removed in conjunction with perfusion of the e.x- 
tremity. There was one patient with a solitary 
metastasis to the left lung, and the remainder were 
, apparently free of disease outside of the involved 
extremity. 

The first patient with melanoma to be treated 
by die isolation-perfusion technique has had follow¬ 
up studies for more than a year. The cutaneous 
metastases in this patient have undergone a rather 
characteristic sequence of changes, in that they 
become blacker and flatten, a crust forms on the 
surface, and, finally, the lesion drops off leaving a 
light freckle. Histologically, these gross changes 
consist of c-xtensive infiltration with small mononu¬ 
clear cells which appear to break up the neoplastic 
cells into islands and, eventually, the entire metas¬ 
tasis is replaced by fibrous connective tissue. During 
the year since treatment, almost all of the metastatic 
lesions have undergone these changes and only six 
of an original 175 cutaneous metastases remain. 
These have shown no evidence of growth, and ap¬ 
parently the disease is controlled. The urine was 
positive for melanin prior to perfusion but is now 
negative. Other patients have exhibited similar 
changes but follow-up studies hax*e not been done 
long enough to determine the e.xtent to which the 
disease is controlled. In one instance, there was 


striking regression of metastases which were origi¬ 
nally from 1 to 3 cm. in diameter. In fact, several of 
these lesions disappeared entirely. However, after 
two and one-half months, two of the lesions started 
to enlarge and showed signs of activity. Perfusion 
was again done three months after the initial treat¬ 
ment with phenylalanine mustard. Subsequently, 
most of the residual lesions have been e.xcised. 

There was one death in this series. The patient 
was a 72-year-old man with metastatic melanoma 
covering almost the entire surface of the right lower 
extremity' and with metastases to the iliac lymph 
nodes. Perfusion was accomplished through the ab¬ 
dominal aorta and vena cava with phenylalanine 
mustard used in a dose of 3 mg. per kilogram of 



body weight. Isolation of the perfused area was not 
complete, and severe depression of bone marrow 
became apparent on the seventh day; tire patient 
died on tlie 15th day. 

Depression of hematopoiesis after perfusion with 
phenylalanine mustard dissolved in propylene gly¬ 
col and the absence of this complication when iso¬ 
tonic sodium chloride solution is used as a diluent 
is not e.xplained. It may be a result of incomplete 
isolation and/or retention in tlie tissues of tlie more 
completely dissolved phenylalanine mustard. 

Evidence, derived largely from tlie first patient 
who received perfusion but to a less extent from 
subsequent patients, suggests that phenylalanine 
mustard, in addition to destroying neoplastic cells 
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directly, also initiates certain changes which make 
these cells more susceptible to resistance factors of 
the host. This assumption is based primarily on the 
observation that regressive changes within the neo¬ 
plasm continue long after the drug has become in¬ 
active and after the period of acute cellular necrosis 
resulting from the chemotherapeutic agent has 
passed. 

It is apparent that not all melanomas respond to 
phenylalanine mustard in the same way and to die 
same degree. On the other hand, there may be other 
agents to which melanomas unresponsive to this 


Summary 

In order to administer high concentrations of 
chemotlierapeutic agents for the treatment of can¬ 
cer, a technique of isolating and perfusion of the 
tumor-bearing area has been developed. Eight pa¬ 
tients with malignant melanoma have been treated 
by this technique. The regression, even disappear¬ 
ance, of neoplastic lesions in these patients inicates 
that phenylalanine mustard in high concentrations 
is effective against melanoma. 

When the lower extremity was effectively isolated 
and phenylalanine mustard was administered in a 



Fig. 4 (case 7).—Photomicrographs of sections from large metastatic lesion of thigh and subcutaneous satellite lesions, d, 
thigh lesion prior to perfusion; B, thigh lesion 48 hours after perfusion; C, satellite lesion, eight days after perfusion, showing 
extensive central necrosis; D, same lesion with higher magnification, revealing widespread necrosis with scattered arc.is o 
xi.able tumor cells; E, satellite lesion one inontlr after perfusion, showing viable cells; and, F, also extensive destniction m 
many areas. 


drug will respond. Thus, there is a need for greater 
specificity’ of agents and some means of determining 
this specificity’. Studies are now being conducted 
to ex’aluate the feasibility’ of using tumor trans¬ 
plants to determine tlie most effective chemothera¬ 
peutic agent pirior to the use of the isolation-perfu¬ 
sion technique. 


dose not exceeding 2 mg. per kilogram ^ 

weight, serious depression of hematopoiesis did no 
occur. 

1430 Tulane Ave. (12) (Dr. Creech). 

This study was supported, in part, by grants from 
National Cancer Institute, U. S. Public He.ilth Service, 
Anna Fuller Fund; and the American Cancer Society. 
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Tlio phcnykliuuuc mustard used in this study was .sup¬ 
plied tiirougii Dr. D. S. Sc.arlc by liurroupiis IVclIconie Co., 
Inc., Tuckaltoc, N. Y., and Dr. A. Clark Griffin, the M. D. 
Anderson Hospital and Tumor Institute, Houston, Texas, 

The oxygenator used in this stndy was supplied hy Ahhott 
Libotatorics, North Chieago, Ill. 



Fig. 5 (case 7).—Chart showing leukoc)’lc response after 
perfusion of left lower c.xtreinily with phenylalanine mustard 
(PAM), with use of oxtcrn.al iliac vessels. 
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ENDOTRACHEAL TUBE AS A SOURCE OF INFECTION 

Joanne R. Smith, M.D. 
and 

William S. Hoxvland, M.D., New York 


Recently reports have appeared in the literature 
of an alarming increase in hospital infections, many 
of which are antibiotic resistant and presumably 
acquired after a patient’s admission to the hospital. 
This is a serious indictment of present-day indis¬ 
criminate antibiotic tlierapy and of our hospitals. 
Many comprehensive investigations hax'e been con¬ 
ducted in the wards and operating rooms to ascer¬ 
tain the cause of such infections.. However, none 
of these studies has considered tlie endotracheal 
tube as a primary source of infection. As a part of 
the study of wound infections in the Memorial 
Center for Cancer and Allied Diseases, we under¬ 
took to determine if anesthetization equipment, and 
especially tlie endotracheal tube, might be a factor 
in nosocomial infections. 


From the hlemorial Center for Cancer and Allied Diseases. 


Methods 

Initially, we planned to study tlie anesthetization 
apparatus as well as the endotracheal tube. How¬ 
ever, since the pilot study revealed only common 
airborne saprophytes from the machine and its 
jiarts, the study was focused on the endohacheal 
tube. Samples from tlie stock bottles of 5% solutions 
of lie.xylcaine (Ci'claine) hydrochloride, used rou¬ 
tinely for topical anestliesia, were also cultured at 
random as the only other source of contamination 
during anesthesia. 

For tlie past tliree years in tliis hospital, routine 
care of die endotracheal tubes after use has con¬ 
sisted of soaking diem in a pan of ivater containing 
antiseptic soap widi a hexachlorophene content of 
0.6 to 0.8% for a period of hours, followed by 
scrubbing widi a similar solution, air drying, and 
nonsterile storage. Just before use, the tubes have 
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heen washed with this antiseptic soap by the 
anesthesiologist, rinsed in running tap water, and 
placed in a sterile towel until used. The endo¬ 
tracheal tube stylet has been treated in the same 
manner. Using this technique, we prepared two 
endotracheal tubes at the same time: one was used 
for intubation of the patient, and the other tube 
was used for culturing as a preintubation control. 
Cultures were done on both the control tube and 
tlie tube taken from the patient at the end of the 
procedure by immersion to approximately one-third 
of their length in thioglycollate broth. 

Tire search for a simple, yet effective, metliod of 
sterilizing the endotracheal tube was divided into 
four phases when failure to obtain sterile controls 
in tliis pilot study indicated that our former tech¬ 
nique was unsatisfactory. The first phase (13 cases) 
consisted of an analysis of tlie above-described 
methods. In the second series (7 cases), the endo¬ 
tracheal tubes were scrubbed with a brush on the 
outside for at least 30 seconds with soap containing 
0.6-0.8% concentrations of hexachlorophene, fol¬ 
lowed by rinsing in running tap water. The third 
series of tubes (20 cases) was prepared by scrub¬ 
bing rvith a brush on both the inside and outside 
for 60 seconds with the soap containing 0.6-0.8% 
concentrations of hexachlorophene, followed by 
rinsing in tap water. The fourth series (20 tubes) 
was treated in the same manner, e,xcept for the 
soap, which was changed to an antiseptic soap widi 
a hexachlorophene content of 3%. 

As an integral part of this investigation, cultures 
were obtained from the nose and throat of all pa¬ 
tients studied on arrival in the operating room be¬ 
fore any instrumentation was performed. 

There were 41 patients in this study, subjected to 
various operations. Seventeen were subjected to 
superficial operations on the head and neck, 12 
intra-abdominal, 2 thoracic, and 10 intraoral. Fol¬ 
low-up examinations were done for elevated tem¬ 
perature and/or respiratory complications for three 
days after operation. Two months after the end of 
the study, all but 7 of tire 41 charts were reviewed 
for evidence of later bacteriological infections. 

Results 

Of the 41 pairs of endotracheal tubes prepared 
with tlie soap containing 0.6-0.8% concentrations of 
hexachlorophene, only 18 controls, or less than 50%, 
were sterile. Five of the remaining 23 tubes were 
contaminated witli various nonpatliogenic bacteria, 
and 16 showed various degrees of contamination 
with staphylococci, streptococci, or both. Only 
two of tliese endotracheal tubes were positive for 
Staphylococcus pyogenes var. aureus. 

Of the 20 endotracheal tubes prepared with soap 
containing a 3% concentration of hexachlorophene, 
12 showed no growtli, 4 showed Staph, pyogenes 


var. albus and an antitratum species,' and 4 were 
contaminated in transit to the laboratory (these 
also showed an antitratum species). (These tubes 
were prepared in sets of four per day.) Tlie cul¬ 
tures from bottles of 5% solutions of he.\ylcaine 
were uniformly sterile. 

The nose and throat cultures obtained prior to 
anesthetization from the 41 patients showed a va¬ 
riety of flora, as would be expected. Eighteen of 
these patients had a nose or throat culture positive 
for Staph, pyogenes var. aureus. Eleven of these 
18 patients had been admitted to the hospital the 
afternoon before operation; only 4 patients had 
been in the hospital for more than two days prior to 
operation. In addition, one patient showed Klebsi¬ 
ella pneumoniae, and four had beta-hemolytic 
streptococci in the nose or throat. Tlie remainder 
showed the usual nose and throat flora. Both of the 
above noted cultures which were positive for Staph, 
pyogenes var. aureus in the control were used 
(fortuitously) in intubation of patients whose nose 
or throat culture contained this organism prior to 
anesthetization. 

Cultures obtained after extubation from the 18 
tubes which gave negative findings before use 
showed a variety of contamination. Except for two 
contaminations with Proteus species and Aero- 
bacter aerogenes, the organisms found on the extu- 
bated tubes had occurred in either the nose or 
throat of the patients before intubation, as shosvn' 
by our preinduction cultures, including six instances 
of contamination with Staph, pyogenes var. aureus. 

The bacteriology department records show that 
only two patients had subsequent bacteriological 
study; one was for septicemia occurring three 
mondis later in a chronically ill, terminal patient, 
and the other was for a perineal abscess occurring 
two weeks after surgery. A stitch abscess, not cul¬ 
tured, occurred in one patient. 

Eleven patients complained of sore throat or 
hoarseness which lasted up to two days. Two of the 
seriously ill patients had minor pulmonary problems 
in the postoperative period. There were no fatalities 
in dris series. -Thus, there was an incidence of 
wound infection of appro.ximately 5% (2 out of 41) 
in this series, which is' the same as the over-all 
incidence reported for this hospital in a study or 
all postoperative wound infections.'* 


Comment 

This hospital, in common with many others, has 
experienced an increase in the number of antibiotic- 
resistant infections. Ihe possibility that the endo¬ 
tracheal tube is a source of these infections has 
been studied in the program initiated to determino 
the magnitude of the problem and the possible 
sources of contamination. 
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Anesthetization equipment has previously been 
studied from a bacteriological standpoint, but only 
one report has made note of the endotracheal tube 
and none has considered this equipment as a po¬ 
tential source of these infeetions. MeDonald and 
co-workers “ deliberateh’ contaminated tubes and 
masks with sputa and known cultures of organisms 
and then cultured them after washing with five 
methods: control (no washing), Ivory soap, hexa- 
cliloropiienc soaps (Gamophen and pHisoHex), 
and green soap. Of these "only pHisoHcx produced 
consistently sterile lubes and masks.’’ Gross “ found 
that a five-minute scrub with tincture of benzal- 
koniuin (Zephiran) chloride would result in almost 
complete disappearanee of organisms from rebreath¬ 
ing tubes, tracheal catheters, and airways. 

Ziegler and Jacoby ■* found the gas machine parts 
to be heavily contaminated with saprophytes but 
concluded tlmt transmission of organisms from pa¬ 
tient to machine or vice versa was unlikely to occur. 
Adriani and Rovenstine ’ in 1941 found tliat organ¬ 
isms were efficiently killed by passage through the 
soda lime canister. However, Livingstone and asso¬ 
ciates “ in 1951 reported one-third of 39 face masks 
removed from patients with active pulmonary 
tuberculosis to contain viable tubercle bacilli. This 
incidence was reduced to 15% by simple washing. 

Joseph' in 1952 showed the value of the 3% 
concentration of hexachlorophene in controlling the 
bacterial count of the rebreathing tubes and bags 
of anesthetization machines. Pathogenic bacteria 
were not common, although tlie incidence is not 
mentioned in the 18 cases studied. 

In our initial experiments, the chimney Y and 
inspirator)' and expiratory tubing were cultured 
w'ith a swab technique but few organisms were ob¬ 
tained and these W'ere commonly occurring airborne 
saprophytes. This phase of the experiment was 
therefore discontinued, and attention w'as focused 
on the endotracheal tube. 

It is desirable, of course, that any mechanical de¬ 
vices introduced into the patient be sterile. How’- 
ever, the method used to produce this should be 
simple, reasonably rapid, and without the hazard of 
chemical irritation which exists svhen the endo¬ 
tracheal tubes are soaked in certain antiseptics. 
These requirements are met, w'ith material already 
on hand in the operating room, by scrubbing with a 
brush for one minute witli an antiseptic soap con¬ 
taining a 3% concentration of hexachlorophene, but 
not svith regularity if tlie soap contains only 0.6- 
0.8% concentrations. The topical anesthetic hexyl- 
caine used in this hospital does not serve as a source 
of extraneous bacteria w'hen administered trans- 
tracheally via a sterile syringe and needle. 

Staph, pyogenes var. aureus w'as cultured from 
the nose and/or throat of 50% (21 of 41) of the 
patients on arrival in the operating room, along 


with a variety of other flora, usually after only a 
one-day stay in the hospital. All organisms cultured 
from the sterile endotracheal tubes after removal 
from the patient had been cultured from the nose 
or throat of the patient before induction of anes¬ 
thesia. Thus, we have introduced no new' bacteria 
into the patient. How'ever, the possibility exists that 
a path is provided by the endotracheal tube for the 
migration of these bacteria from the mouth to the 
trachea during anesthesia. 

Summary 

Adequate sterilization of endotracheal tubes can 
be obtained by scrubbing them w'ith an antiseptic 
soap containing a 3% concentration of hexachloro¬ 
phene. Scrubbing w’ith an antiseptic soap contain¬ 
ing 0.6 to 0.8% concentrations will produce sterility 
less than half the time. The 5% solution of he.xyl- 
caine (Cyclaine) hydrochloride used for topical 
anesthesia does not support the growth of bacteria. 

In this series, there was a 50% incidence of 
Staphylococcus pyogenes var. aureus in tlie nose or 
throat of patients on arrival in the operating room. 
Postintubation cultures of the endotracheal tube 
revealed a I'ariet)' of flora, all of which w'ere present 
in the nose and throat of the patient before intuba¬ 
tion. Endotracheal intubation w’ith adequately steri¬ 
lized endotraclieal tubes is not a source of nosoco¬ 
mial staphylococcic infections. Endotracheal tubes 
provide no new’ organism when washed as described 
but ma)’ permit migration of tiie oral flora into the 
trachea. 

444 E. 68th St. (21) (Dr. Smith). 

Mis,s Anne Blevins supplied technical assistance in this 
study. 
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TOPICAL USE OF NITROFURAZONE (FURACIN) FOR BACTERIAL 

DERMATITIDES 

EFFECTIVENESS OF THERAPY AND INCIDENCE OF HYPERSENSITIVITY REACTIONS 

Alfred L. Weiner, M.D. 
and 

Z. Charles Fixler, M.D., Cincinnati 


Although the topical application of preparations 
containing nitrofurazone (Furacin) (5-nitro-2- 
furaldehyde semicarbazone) has been established 
to be highly effective in the therapy of various 
bacterial infections of the skin, many dermatologists 
believe that use of such preparations is attended by 
a prohibitive rate of hypersensitivity' reactions. 

Recently our interest in topical therapy with 
nitrofurazone was rekindled when the application 
of this substance to chronic leg ulcers, previously 
resistant to many types of treatment, was attended 
by marked clearing of the infection and healing of 
the ulcerations without any adverse reaction. Widi 
tlie stimulus of this clinical situation, an orderly 
investigation of the efficacy and reactivity of topical 
treatment wth nitrofurazone in a group of dermato¬ 
logical patients was undertaken. 

Nitrofurazone is a yellow crystalline compound 
which decomposes at 227 C and darkens slowly on 
exposure to light. It is bactericidal in vitro for many 
bacteria, including the majority of those found in 
surface infections; its antibacterial spectrum en¬ 
compasses many gram-negative as well as gram¬ 
positive organisms; it is not fungistatic.' 

Procedure and Evaluation 

Three types of preparations used in tliis clinical 
study were nitrofurazone soluble dressing, nitro¬ 
furazone solution, and an experimental preparation, 
nitrofurazone cream, with nitrofurazone in an 
aqueous base containing glycerin, cetyl alcohol, 
stearic acid, mineral oil, sodium lauryl sulfoacetate, 
methylparaben, and propylparaben. All three 
preparations contain 0.2% of nitrofurazone. The 
soluble dressing and the cream were applied di¬ 
rectly to the lesions tliree times daily, while tire 
solution was usually diluted wth one to four parts 
of water and applied in the form of wet dressings 
for one hour at a time, tliree times daily. 

These medicaments were used to treat or prevent 
cutaneous bacterial infections in a total of 212 pa¬ 
tients, including private office patients and dis- 


From the Department of Dermatology, College of Medicine, Univer¬ 
sity of Cincinnati; Cincinnati General Hospital; and the Dermatological 
Clinics of the Cincinnati Health Department. 


pensary patients of the University of Cincinnati 
dermatological clinics and the Cincinnati Healtli 
Department. 

The manufacturer" of the topical nitrofurazone 
preparations suggests that these medicaments be 
applied for only five to seven consecutive days, as 
it is felt that more prolonged application is usually 
unnecessary in acute cutaneous bacterial infections 
and that hypersensitivity reactions are less apt to 
occur if the medicaments are used for a few days 
only. These recommendations were followed in this 
investigation in most cases of acute infections such 
as impetigo, but the medicaments were applied de¬ 
liberately for much longer periods of time in many 
of the patients. 

Bacteriological cultures were made from the 
lesions of 28 patients in this investigation, resulting 
in isolation of 21 strains of hemolytic Staphylococ¬ 
cus (Micrococcus) pyogenes var. aureus and 2 of 
Proteus species; five of the cultures were sterile. 

Clinical results were classified as (1) satisfactory 
—infection eradicated in an efficient manner, in tlie 
judgment of tire clinician, or (when used postopera- 
tively after electrosurgery or dermabrasion of acne 
scars) infection forestalled rvitliout evidence of in¬ 
terference witlr healing or of hypersensitivity reac¬ 
tions; (2) unsatisfactory—infection not controlled 
or eradicated in appropriate period of time in the 
judgment of the clinician; (3) equivocal—not pos¬ 
sible to evaluate effect on an infection or lesion; 
and (4) hypersensitivity or primary irritation re¬ 
action. 

Clinical Results and Comment 

The table shows the results of treatment of the 
various conditions studied in our 212 patients with 
each nitrofurazone preparation. As indicated, tlie 
majority of patients treated had impetigo or pyo¬ 
derma. The results of treatment with the cream 
appeared somewhat better than with the soluble 
dressing, although the number of patients involved 
is not statistically significant. In the 92 patients Mth 
impetigo and pyoderma (where treatment was 
usually necessary for only several days or one week 
at most), there was only one case of hypersensitiv¬ 
ity reaction to the cream and none to soluble dress- 
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iiig. Of the rcinainiiig .si.v reaclion.s, two occurred 
with use of the crcaiii after dermal cicclrosurgerj' 
and two after application of the cream to infected 
stasis ulcers. There was one reaction to tire soluble 
dressing in a patient witli fnnmcnlosis. In the fore¬ 
going six patients, the reactions occurred only after 
someu’hal prolonged airjrlicalion of one to .several 
weeks in each instance. The ses’cnth reaction oc¬ 
curred from the application of soluble drc.ssing 
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postoperatively after dermabrasion of acne scars 
and was observed after only two days’ treatment. 
Patch tests in four of the seven patients confirmed 
that the reactions were due to nitrofurazone. 

Our clinical observations with nitrofurazone sol¬ 
uble dressing, cream, and solution in a group of 212 
dermatological patients indicate that tliese medica¬ 
ments are effective topical antibacterial agents. Hy- 
persensitirity reactions, for the most part, appear to 


occur after use of nitrofurazone in lesions overlying 
a large, acti\'e vascular bed (as in stasis ulcers and 
acne scar removal sites), especially if the medica¬ 
ments are applied for longer than the recommended 
fivc-to-seven-da)' period. In this connection it 
should be pointed out that cutaneous absorption 
and hypersensitivity reactions to topical prepara¬ 
tions of almost any type are more prone to occur 
where the medicaments are applied to abraded 
areas that overlie such highly vascular sites. 

It seems probable that dermatologists ma\' have 
a somewhat biased concept regarding the incidence 
of hypersensitivity reactions to topical treatment 
with nitrofurazone, inasmuch as we are usually 
called to attend precisely those patients who do 
c.xbibit such reactions. Naturally, we do not see the 
much larger group of patients who do not experi¬ 
ence reactions from such treatment and for whom 
these medicaments are prescribed in almost routine 
fashion, especially in industrial plants and clinics. 
It may be of some significance that, although more 
topical preparations of nitrofurazone were used in 
1956 and again in 1957 than ever before, and inci¬ 
dental mentions of nitrofurazone in the clinical lit¬ 
erature increased accordingly, relatively few cur¬ 
rent reports mention the sensitizing tendency of the 
drug. 

Summary 

Three different preparations containing nitrofu¬ 
razone (Furacin) were used topically to treat or 
prevent bacterial infections in 212 dermatological 
patients. The clinical results were considered satis¬ 
factory in 173 (81.6%) of these, unsatisfactory in 24 
(11.3%), and equivocal in 15 (7.1%). Hypersensitiv¬ 
ity reactions n'ere observed in only 7 (3.3%) of 212 
patients, being confirmed by positive patch tests in 
4 of these. Of the seven reactions, six occurred after 
applications of nitrofurazone had been made over 
large underlying vascular beds, and usually for a 
longer period of time than recommended by tire 
manufacturer. Dermatologists’ views of the inci¬ 
dence of allergic reactions to topical therapy witli 
nitrofurazone may need revision dowmward, par¬ 
ticularly if such therapy is limited to seven daj's or 
less and not applied on surfaces overlying a large 
vascular bed. 

616 Union Central Bldg. (2) (Dr. Weiner). 
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COUNCIL ON NATIONAL DEFENSE 


WELCOME ADDRESS 


Harold S. Diehl, M.D,, New York 

The following papers were presented at the Ninth County Medical Societies Civil De¬ 
fense Conference held in Chicago, Nov. 8-9, 1958. This annual conference is sponsored by 
the Council on National Defense of the American Medical Association. 

These conferences are planned to inform and otherwise assist medical and health per¬ 
sonnel for their respective roles in disasters. Conferees have the opportunity (1) to participate 
in workshop sessions concerning medical preparedness to cope with disasters, (2) to discuss 
and exchange information dealing with emergency medical services, (3) to be informed on 
the availability of pamphlets and articles devoted to the medical and health aspects of civil 
defense, and (4) to hear outstanding speakers report on appropriate civil defense and disaster 

topics. Frank W. Barton, Secretary. 


As Chairman of tlie Council on National Defense, 
I want to add tlie greetings of our Council to my 
personal good wishes to all of you attending this 
conference. The program indicates that the sessions 
will be most interesting and informative. I con¬ 
gratulate the program committee for obtaining such 
an array of outstanding speakers to discuss timely 
and important phases of emergency medical pre¬ 
paredness. 

We are particularly pleased that Governor Leo A. 
Hoegh and members of his staff from the Office of 
Civil and Defense Mobilization are participating in 
the program. We are honored to have these dis¬ 
tinguished guests. A number of important changes 
have been made recently in civil defense at the 
federal government level and I am sure that Gov¬ 
ernor Hoegh is going to outline these developments 
for you. 

In looking over the program I see that tire speak¬ 
ers come from 14 states and the District of Co¬ 
lumbia. Witlr but one or bvo exceptions, I know all 
of them personally. Most of them are physicians. 
All of them are dedicated persons—dedicated to 
promoting medical civil defense preparedness 
among their colleagues and others in die medical 
and healtli field. Tliis is evidence that we have 
physician leaders in many states who are devoting 
a great deal of flieir attention and time to medical 
civil defense preparedness. It should encourage 
each of us to return to our own cities and communi¬ 
ties and do likewise. Indeed, to meet our responsi¬ 
bilities as physicians, we must e-xpand medical civil 
defense preparedness to include all members of the 
medical and health professions in every' community, 

Chairaian, Council on National Defense. American Medical Asso- 
ciation* 


In sponsoring these yearly County Medical So¬ 
cieties Civil Defense Conferences, the American 
Medical Association, through the Council on Na¬ 
tional Defense, wants to encourage the medical 
profession to participate, individually and collec¬ 
tively', in medical civil defense affairs. This is in 
keeping with the purjioses and objectives of the 
A. M. A. 

In anticipation of the possibility of the United 
States becoming involved in World War II, more 
than a year before the Japanese attack on Pearl 
Harbor the A. M. A. established a Committee on 
Medical Preparedness. This Committee built up a 
roster of all physicians in the United States nath 
information as to tlieir special qualifications, their 
responsibilities in civilian medical practice, and 
tlieir availability' for possible military service. Tliis 
Committee also recommended the establishment of 
the Procurement and Assignment Service for Physi¬ 
cians and Dentists to plan for the recruitment of a 
suflBcient number of phy'sicians to meet the needs of 
the military' services with the least possible dis¬ 
ruption of essential civilian medical services. It 
was my privilege to serve as a member of die 
Directory' Board of this Service. Tlien, in December, 
1945, immediately after the termination of World 
War II, the A. M. A. Board of Trustees established 
a special committee to study what we today call 
civil defense. That was five years before tlie United 
States had a Federal Civil Defense Program. Dr. 
Hungate, who is on the program of this meeting, 
will discuss some of the specific activities and ob¬ 
jectives of our Council on National Defense and its 
Committee on Civil Defense. Therefore, I will not 
comment on the work or the programs of our Coun¬ 
cil except to say that we are deeply interested in 
medical civil defense affairs. 
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It is not enough, of course, llurt we arc intcveslccl. 
We must interest others. TImt is one of tlie pro¬ 
fession’s responsibilities. Tomorrow the Association’s 
President, Dr. Gunnar Gunderson, will speak about 
these responsibilities. 

1 noted with considerable satisfaction that one of 
the features of the program this year will he reports 
on the experience gained from three civilian defense 
test exercises. Such exercises arc invaluable to lest 
medical plans and preparations for meeting disas¬ 
ters. Sometimes, also, a real disaster may pul these 
to a test. You recall, I am sure, how the people of 
Lake Charles, La., were put to the test by liiirricanc 
Audrey in 1957. Fortunately, in the communities 
most severely struck by this hurricane civil defense 
was well organized and disaster plans well devel¬ 
oped. The thousands of hours which ci\’il defense 
workers of these communities de\’otcd to jrreirara- 
tion were invaluable in providing the surxdvors of 
hurricane Audrey with essential emergency medi¬ 


cal services. However, even with the fine planning 
and the heroic actions in this natural disaster, 
much was leanied from this experience tliat xvill 
improve their civil defense performance for a pos¬ 
sible future emergency. Among odier things learned 
from this experience were that a special civil de¬ 
fense short-wave radio channel was needed, as were 
more nurses in the civil defense organization, better 
transportation liaison, less overlap in command, and 
battalion aid station chests in hospitals to supple¬ 
ment the 200-bed civil defense emergency hospital. 
Incidentally, this 200-bed emergency hospital unit 
was put to actual use for the first time in the Lake 
Charles disaster. Even wnthout the catastrophe of 
another world war, local physicians may be called 
upon at any time to provide emergency services 
such as those which saved many lives in the Lake 
Charles area. For such emergencies, as well as for 
the possibility of war, we must be ready. 




THE AMERICAN MEDICAL _ ASSOCIATION CIVIL DEFENSE PROGRAM 

Carroll P. Hungate, M.D., Kansas City, Mo. 


Tlie Civil Defense Committee of the Council on 
National Defense directs its activity toward the 
following specific objectives and projects; Tire Com¬ 
mittee sponsors a one-day session on civil defense 
and related problems on the Saturday preceding 
the Annual Meeting of tire American Medical Asso¬ 
ciation and a two-day session on civil defense and 
related problems, annually, in tire fall, for county 
medical societies. It prepares permanent reports of 
sponsored meetings for state medical associations, 
count)' medical societies, and tlrose attending such 
sessions. 

The Committee accomplishes the necessary re¬ 
search for testimony before congressional commit¬ 
tees concerned with civil defense. It acts in a liaison 
capacity between the A. M. A. and national organi¬ 
zations concerned xvitlr disaster preparedness. On 
request, it recommends physicians for membership 
on advisory committees, private or federal, con¬ 
cerned with civil defense and disaster preparedness. 
Resolutions are prepared by the Committee for 
submission to the A. M. A. Board of Trustees con¬ 
cerning matters pertaining to disaster preparedness 

Member, Council on National Defense and Committee on Civil 
Defense, American Medical Association. 


which require action by organized medicine. The 
Committee is the contractural agency with federal 
agencies, on request, for special study projects. It 
. provides a continuous educational program related 
to disaster preparedness, and, during special civil 
defense and disaster exercises, it participates in the 
evaluation of medical disaster planning, equipment, 
and supplies. 

The Committee meets periodically (at least semi¬ 
annually) in each region in the United States w'ith 
representatives of state medical associations and 
women’s au.xiliaries to these associations. Educa¬ 
tional material is prepared by it for state medical 
associations. It discovers physicians with capability 
in disaster planning and provides them witli an 
opportunity for national recognition through dis¬ 
semination of their special work. Finally, it ar¬ 
ranges for attendance of members of the medical 
profession at testing of nuclear weapons in Nevada. 

The one-day session on civil defense and related 
problems, held prior to the Annual Meeting of the 
A. M. A., brings together the best minds in America 
for the education of the medical profession. For 
example, the 1957 session in New York was a mile¬ 
stone in the dissemination of knowledge in the field 
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of radiation effects. The county medical society con¬ 
ferences are directed toward the workshop type of 
meeting where specific problems are considered 
and an attempt made to solve them. Reports of 
meetings sponsored by the A. M. A. are prepared 
by the secretaries of the Council as reference guides 
for the physicians of the United States and Canada. 

In recent years, several committees of Congress 
have been concerned with cml defense and its 
budgeting. Testimony by representatives of the 
American Medical Association requires careful 
preparation. The influence of organized medicine 
has been effective in guiding tlie development of 
civil defense planning regardless of the political 
comple.xion of Washington. In most instances the 
advice and counsel of the A. M. A. is not only 
souglit but carried out. Tire present status of the 
Health Section of OCDM is tlie result of constant 
emphasis by tire Board of Trustees on the im¬ 
portance of that office. 

The A. M. A., through tire Civil Defense Com¬ 
mittee of the Council on National Defense, has 
carried on a continuing disaster educational pro¬ 
gram. Numerous aidicles on this subject matter have 
appeared in The Journal. State medical associa¬ 
tions have been urged to issue special editions of 
their state journals devoted to civil defense and to 
provide at their annual sessions, as a part of tire 
scientific program, lectures or panel discussions on 
civil defense and disaster. Tire A. M. A. has en¬ 
couraged the activity of state civil defense and dis¬ 
aster committees and has recommended that state 
medical associations include in their aimual budgets 
funds for tire expansion of their civil defense pro¬ 
gram. This budget should provide for travel ex¬ 
penses of state association members to natiorral 
cml defense and disaster meetings sponsored by 
the A. M. A. We have recommended that hospital 
staffs devote one meeting a year to tire subject of 
disaster planning and organization. 

The American Medical Association has en¬ 
couraged special evaluation exercises, such as those 
held at Fort Mead, Md., and at the Brooke General 
Hospital, to test the adequacy of civil defense 
equipment and supplies. Tire A. M. A. observers 
have been on hand at special university medical 
school disaster exercises. Participants in such exer¬ 
cises or those mtlr actual disaster experience have 
appeared on programs sponsored by the American 
Medical Association in order to provide first-hand 
practical data for the profession. 

In a liaison role, tire A. M. A. has stimulated na¬ 
tional associations and societies to appoint civil 
defense committees at each echelon of their organi¬ 
zation and to encourage training of their member¬ 


ship. The inclusion of disaster plans and exercises 
as a part of hospital accreditation is the result of 
the initial recommendations of the A. M. A. 

In the past year there has been an innovation in 
the relationship of the Committee on Civil Defense 
of the Council on National Defense and its state 
counterparts. The A. M. A. committee has been 
meeting in the various OCDM regions of the United 
States. This has brought to the grass roots areas a 
close association with the parent organization, tlius 
giving a feeling to tire A. M. A. membership that 
we do not sit in an ivory tower. 

The success of disaster planning and operation 
requires the continual infusion of new faces into the 
program. From time to time, on our trips about the 
United States, new talent is discovered. These physi- 
ciarrs are encouraged to present their droughts to 
the profession at large at one of our annually spon¬ 
sored meetings. Of course their subject matter and 
manner of presentation mirst be of the caliber to 
merit such recognition. 

The A. M. A. has used its influence with the Civil 
Defense Administration and the Atomic Energj’ 
Commission to permit physicians and ancillary 
personnel to attend and actively participate in the 
medical aspects of nuclear weapons testing at 
Yucca and Frenchmen’s Flats in Nevada. Tlrese 
experiences result in a better understanding of the 
medical problems associated with modern warfare. 
They also act as an incentive for greater effort, 
perseverance, and action by physicians on return to 
their home towns. 

An educational program does not always produce 
immediate or startling tangible results. The activi¬ 
ties of the profession in the field of disaster prepar¬ 
edness has, however, produced a revolution in the 
United States. Civil defense activity is everjuvhere. 
Our population is aware of the Communist threat 
whether they face up to tire realities of the day or 
not. Progress is made year by year in tlie proper 
approach to natural and man-made disasters. 
Changes in federal and state laws and local ordi¬ 
nances are evidence of the fact. Improved tech¬ 
niques in the management of disasters are seen 
everj'where. 

To properly handle the medical effects of nuclear 
weapons was, long ago, recognized as the greatest 
organizational challenge to American medicine in 
the 20th centui-y. We are meeting this challenge, 
and our results are reflected in the better handling 
of natural disasters and new awareness of the effects 
of radiation in industry, medicine, and research and 
from atomic sources. The responsibilities imposed 
upon the medical profession in the atomic age are 
being met by all of us. 
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Hie fact that you are licre today is clear evidence 
that you arc dedicated to the proposition that Amer¬ 
ica must live. The challenge that is before all of us, 
in this hazardous age, is to make certain that our 
nation and its people survive any disaster that 
might he directed against us. 

It is good to know that you arc as deeply inter¬ 
ested as I am in the problems of the nuclear age. 

1 know of no group, no profession, that is more 
dedicated to the cause of civil defense than arc you 
I and all the other members of the American Medical 
Association. 

It is a good thing for all of us that you arc. It is 
with you, and all others so strategically situated, 
that our civil defense effort will succeed or fail. I 
am sure that you moan to make it succeed. 

We at the national level of civil defense and de¬ 
fense mobilization can make all kinds of plans and 
plan all kinds of actions. Ncx’ertheless, it is yon at 
the local level of civil defense who will be the 
decisive factor if we are ever attacked. 

Your sendee does not wait until that critical mo¬ 
ment, however. Medical societies in all of the na¬ 
tion’s communities have long been among the lead¬ 
ers of local planning for civil defense. Y'ou have 
provided strong leadership in planning, organizing, 
and educating our people. People have a confidence 
in you tliat is a priceless asset. IVe need all of the 
confidence we can get as we deal with the many 
intangibles that go to make up a real civil defense. 

Militarily, today, we are stronger than we have 
been in our whole history. We have e.xcellent de¬ 
fensive capabilities, and we have tremendous re- 
taliator)' striking power. To make us as strong as we 
should be, however, we need to match this with an 
equally strong nonmilitary defense. 

If we ever are attacked, it seems quite clear that 
our cities, our industrial establishments, and our 
military and atomic energy installations will be 
battlegrounds. Hence, we must create a total ability 
to survive, recover, and win such a conflict. 

I am not predicting that such an attack will oc¬ 
cur. I do not expect one. I do know, and I believe 
you will agree, that so long as nuclear weapons and 
fast delivery systems exist in Russian hands such 
an attack is possible. We must never say “it can’t 
happen here,” because history records too many 
wars that were started by fanatics or zealots. In 
this age it would be much too easy to push tlre. 
wrong button. 

America must live. It has been the hope of op¬ 
pressed mankind for 180 years, and it remains 
today as the shining dream for millions. To live, we 
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must be strong. In creating the kind of strength we 
must have, it is entirely possible that we could 
prevent an attack from ever occurring. 

Strength is always a deterrent. Even the foolish 
would hesitate to attack a nation that is prepared 
to survive and recover. 

Where do we find this strength? It can come 
from tlie only two elements that are basic to an 
adequate civil defense; goverament and people. 
Tills is not neu' to you. It long has been clear that 
government at all levels must be prepared to main¬ 
tain control and to direct action in any emergency 
situation. It is equally clear that the effects of 
nuclear weaiions, such as the possibility of exten¬ 
sive radioactive fall-out, virtually demand that in¬ 
dividuals must lie prepared to protect themseh'es 
and their families, for as much as two weeks, en¬ 
tirely without help from the outside. 

A year ago, Mr. Lewn's E. Berry, then deputy 
administrator in tlie Federal Civil Defense Admin¬ 
istration, discussed tliese responsibilities with you 
here at some length. Nothing diat is basic has 
changed, but in this year there have been quite a 
number of developments which are putting real 
strength in the nation’s nonmilitary defense, and it 
is these developments that I will now discuss. 

New Developments 

The National Plan.~Two weeks ago we began 
the distribution of the National Plan for Civil De¬ 
fense and Defense Mobilization. With a promulga¬ 
tion signed by President Eisenhower, tlie plan 
establishes national nonmilitary courses of action 
both to deter aggression and for national survival 
in the event of attack. 

The plan sets fordi the specific mission of eadi 
level of government—federal, state, and local—for 
professional organizations and for the individual 
citizen. All of the basic civil defense principles and 
responsibilities for protecting life and property are 
clearly set forth in tliis one document. 

It creates a civil defense channel of coordination 
down which instructions will be transmitted and up 
which requests for assistance will be made. It states 
our mission clearly: “To protect life and property 
from the effects of attack by preparing for and by 
carrying out emergency functions to prevent, mini¬ 
mize, and repair injury and damage,” and the 
mobilization of resources and production. It sets 
fordi the functions and, step by step, how die mis¬ 
sion is to be accomplished and by whom. 
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Simultaneously we have been issuing a “Sum¬ 
mary of Annexes” so that all who have responsibil¬ 
ities under the plan will know in just which forth¬ 
coming annex the details of his own mission will 
be spelled out. These annexes are being prepared 
right now, and we expect to issue them as rapidly 
as each is completed and approved by all con¬ 
cerned. 

A number of them will be of interest to you, 
particularly tire National Medical and Health Plan, 
which vdll be Annex 18. This is tire responsibility 
of tire U. S. Public Health Service, by delegation 
to the Department of Health, Education, and Wel¬ 
fare. You will be interested to know, I am sure, 
that Dr. Robert Leslie Smitlr, who has been assistant 
administrator for Health and Medical Affairs of 
FCDA, now has been recalled by tire Public Health 
Service to have a direct responsibility for carrying 
out the delegated functions. 

Otlrer annexes that you will find of interest in¬ 
clude tire National Radiological Defense Plan, the 
National Biological and Chemical Warfare Defense 
Plan, the National Food Plan, and Mass Care and 
Assistance. In all, there will be 40 annexes, covering 
in detail all aspects of civil defense and defense 
mobilization—in short, the nation’s passive or non¬ 
military defense. 

Reorganization Plan No. i.—Such a comprehen¬ 
sive document could not have been issued six 
months ago. Necessary to its perfection was con¬ 
gressional approval of President Eisenhower’s Re¬ 
organization Plan No. 1 of 1958, which became 
effective last July 1. 

This plan merged the Federal Civil Defense Ad¬ 
ministration and the Office of Defense Mobilization 
as the OfBce of Civil and Defense Mobilization in 
tire executive office of the President. 

By tire President’s executive order putting this 
into effect, all of the nonmilitary responsibilities of 
tire federal government were laid directly in the 
hands of the President, who thus takes direct charge 
of the nation’s total defenses. He has delegated to 
me those responsibilities that lie outside the military 
area. 

Tlris has been a tremendously important step for 
the cause of chdl defense and defense mobilization. 
It has given great new strength and stature, a prop¬ 
er standing in the federal government, to the mission 
for which we must answer to tire President. 

Public Law 606.—In a different direction. Con¬ 
gress took another action to strengtlren civil defense 
when it unanimously passed H. R. 7576, which now 
is known as Public Law 606. This alters the whole 
federal-state relationship and changes a completely 
outmoded concept under which Congress held for 
eight years that civff defense was primarily the 
responsibilit)' of the states and their political sub- 
dhusions. 


Now the basic law under which we operate 
fortlrrightly declares that civil defense is a joint 
federal-state-local responsibility. It gives meaning 
to that relationship when it authorizes us at tlie 
federal level to help the states and cities with their 
administrative and personnel costs. It also author¬ 
izes us to help pay training and personal equipment 
costs at these levels and a large program for the 
purchase and distribution of radiological measuring 
instruments. 

It is my hope that, early in die new year, we will 
have Public Law 606 in effective operation, thus 
putting new sinews in state and local organizations. 
Passage of the act came so late in the last session 
of Congress that there was insufiScient time to 
obtain the funds that it authorized, but congres¬ 
sional leaders have invited me to return in January 
to ask for the needed funds. 

The National Shelter Policy.—As medical men, 
you will be interested to know, too, that I intend 
at the same time to ask for funds to put into effect 
die National Shelter Policy adopted by die Ad- 
minisb'ation last May. This policy sets forth five 
courses of action, which I will review briefly. 
1. Intensive education of every American on the 
possible effects of nuclear attack and the actions he 
and his government can take to minimize them. 
Tliis means a sharp stepping un of our educational 
and informational programs. 2. Making surveys of 
existing structures to determine dieir shelter capa¬ 
bilities and what must be done to bring them to 
standard. 3. Accelerating research to show how 
shelter may best be incorporated in both existing 
and new structures, to improve shelter designs, and 
to reduce costs. 4. Construction of a limited number 
of prototype shelters for varied geographical and 
climatic areas, insuring that they have practical 
peacedme use as well. 5. Setting federal example 
by incorporating fall-out shelters in federal build¬ 
ings hereafter designed, as in indispensable stimula¬ 
tion of state and local governments and to private 
investment. I have issued a general order to all 
federal departments and agencies to make tliis 
provision effective. In addition to these new de¬ 
velopments of the last year, there are three continu¬ 
ing programs on which we are putting more and 
more emphasis. 

Continuing Programs 

Continuity of Gouernmenf.—Government must 
continue without interruption, and witii full force 
and effect, under any conceivable emergency. The 
survival of the nation in no small measure depends 
upon the ability of federal, state, and local govern¬ 
ments to carry out their responsibilities in the event 
of nuclear attack. 
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To be certain of the ability to continue function¬ 
ing, all governments must take these four steps: (1) 
establish automatic lines of succession for all key 
officials, appointed or elected, and covering all 
branches of government—legislative, exeentive, and 
judicial; (2) preserve, and hold at alternate sites, 
all of those records neccssars’ for the orderly opera¬ 
tion of government and for the protection of indi¬ 
vidual rights; (3) establish emergency locations 
from which the governments of states, counties, 
and cities can continue to function under adverse 
conditions; and (4) provide for the emergency use 
of all government personnel, facilities, and equip¬ 
ment. 

Tins program has the support of governments at 
all levels, and legislation and constitutional amend¬ 
ments to make it effective will be before 44 state 
legislatures that are convening in January. 

Radiologic Defense.—Since radioactive fall-out 
from a nuclear attack could become a nationwide 
problem, we are working as rapidly as possible to 
develop a nationwide capability of detecting and 
measuring radiation. We are taking four actions 
simultaneously; We arc providing instruments and 
training to state and local cis'il defense officials. We 
are providing both instruments and tiaining for the 
personnel of 900 federal aviation agency and 
weather bureau stations, gir'ing us fixed monitoring 
capability. M^e are providing kits of training and 
monitoring instruments this year to 15,000 high 
schools, or about half of the nation’s total. We ex¬ 
pect to provide them for the other half in the next 
tsvo years and, as a result, to train about 2 million 
students a year. Through schools and traveling 
teams, we are training science teachers and other 
instmetors who, in turn, can teach many more indi¬ 
viduals in this most important sendee ndiich some¬ 
day might be needed at almost e\'er)' community in 
tile nation. 

Suroival Pfonning.—Operational survival plans 
have been completed in 38 states and many metro¬ 
politan target areas, and work is being pushed to 
complete the rest of a total of 195 plans by Jan. 1, 
1959. When these are finished, the states will have 
detailed operational plans to deal widi emergency 
situations. These plans will cover more tlian 97% 
of the population. 

All of these plans will be completely linked to 
the National Plan for Civil Defense and Defense 
Mobilization. Togedier, they will give solid sub¬ 
stance to our nonmilitary defense from a govern¬ 
mental standpoint. 

Comment 

I realize that, as deeply interested in eivil defense 
as you are, you very well may be aware of all of 
tliese developments of the last 12 months, but I 


felt that a review of them would be in order, 
especially as they relate to each other to form the 
substance of our over-all program. 

We must keep firmly in mind, at all times, that 
it takes more than government to create a strong 
civil defense. Equally important are people and 
their own personal preparations to survive. This is 
basic. So much of the country could be affected by 
a nuclear attack that no one would be able to help 
anyone else. 

That is why we say that every American must 
know these five things: warning signals and what 
they mean; your o^vn community plan for emer¬ 
gency action, protection from radioactive fall-out, 
first aid and home emergency preparedness, and 
the use of Conelrad—fidD'or 1240 on your radio 
dial—for official directions. 

These are the minimum requirements on the 
individual, with whom all civil defense would start 
if the United States suffered an attack. The national 
plan clearly sets forth that individuals and families 
will be e.xpected to exist on personal stocks of 
survival items in homes and shelter areas for two 
weeks. They must prepare tlieir own shelter from 
fall-out radiation. It is in this area of personal 
preparation that we must devote intensive educa¬ 
tional effort, and we are going to do it. 

Conclusions 

For a long time, a severe handicap to the de¬ 
velopment of an effective civil defense has been 
represented by the two comments, “It can’t happen 
here,” or, “If it does happen, there’s nothing we can 
do about it.” We know it can happen—as long as 
nuclear weapons and fast delivery systems exist. 
Now we also know what can be done about the 
threat. Our plans and programs are sound. Tlrey 
null enable the United States to survive an attack, 
to recover, and to go on to ■w'in. 

The pessimist, the defeatist, the cjmic can always 
present the dramatic. For instance, a recent report 
states tlaat in case of a nuclear attack there would 
be 160 million casualties. Nothing could be further 
from the truth than such a statement. 

Tlie report is based on three false assumptions: 
(1) tliat everj'one is outside and will remain outside 
for two weeks, (2) tliat there is no civil defense 
capability, and (3) that the enemy is free to hit all 
probable targets. Such a report contributes to tire 
philosophy tliat “nothing can be done about it.” 

The people of the United States have alwa)'s had 
a fierce will to win and to remain free and inde¬ 
pendent. With the help and leadership of such 
dedicated men as you here, I feel certain tliat we 
can guide that spirit into the cooperative work of 
creating a civil defense that is worthy of the United 
States, which has never settled for anything less 
than the best. 
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NATIONAL MEDICAL PREPAREDNESS 

W. Palmer Dearing, M.D., Washington, D. C. 


President Eisenhower, in addressing the National 
Defense Executive Reserx'e Conference last Novem¬ 
ber, said that planning is everything but when the 
emergency actually occurs plans go out tire win¬ 
dow. “The definition of ‘emergency,’ ” he said, “is 
diat it is unexpected, therefore, it is not going to 
happen the way you are planning.” 

Tliis paradox was startling to some of us who 
have devoted our energies to mobilization and civil 
defense planning. Webster defines a paradox as “an 
assertion or sentiment seemingly contradictory, or 
opposed to common sense, but that yet may be true 
in fact.” As we continue to try to do our part to help 
achieve the posture of total defense which Lewis 
Berry spoke to you about a year ago, we appreciate 
more and more the cogency of the President’s 
paradox. 

It expresses on the one hand the virtue and in¬ 
deed die necessity for undergoing the planning 
process—not once, not twice, but continually—to 
develop the means, the organization, the state of 
mind, and habits of thought and action which are 
essential to effective performance. On the other 
hand, it expresses tire fallacy of becoming wedded 
to static plans which are sure to become outdated 
and hampering. A real situation will never conform 
to the assumptions on which our best plans are 
based. 

In discussing national preparedness, I should like 
to stress the importance of our state of mind—our 
habits of thought. I should like also to report some 
developments which should enable us to carry for¬ 
ward better the serious work to which you have so 
long been dedicated—the work of planning, training, 
and organizing for die total defense of the United 
States. 

Education and Training Problem 

The importance of state of mind is illustrated by 
a story which Dr. Elmer Hess, chairman of the 
Health Resources Advisory Committee, tells of a 
conversation with his barber. This man, described 
by Dr. Hess as having considerable intelligence, 
was voicing die fatalism which many of our fellow 
cidzens adopt as an excuse for inaction and lack of 
interest in civil defense. He said that if a bomb hits, 
that is it! Dr. Hess inquired where he lived, and he 
stated diat his home was some 35 miles outside of 
Erie, Pa. W^hen Dr. Hess pointed out that if a bomb 
struck Erie, his family could verj' well be saved if 
they had made some simple preparations, the bar¬ 
ber asked, “\^^hy doesn’t the government tell us 
these things?” Well, of course, the government has 
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been trying to “tell us these things,” but education 
is a slow continuing process in which we must all 
participate. 

The awesomeness of modem weapons so over¬ 
whelms us that we tend to concentrate on their 
destructiveness. We would better follow the prin¬ 
ciple which has proved so effective in rehabilitation 
of the injured individual: concentrate on what you 
have left and not on what you have lost. Of course, 
there will be losses, but surviving resources—people, 
doctors, supplies, crops, raw materials, and produc¬ 
tivity—are the things on which we must concentrate. 
Further, let us keep reminding ourselves that it is 
preparation of our people and our profession for 
survival which is, along with our preparation for 
military defense and retaliation, the third great 
deterrent to an attack. 

Tire importance we in the Office of Civil and 
Defense Mobilization attach to our “state of mind” 
is manifest. One of Governor Leo A. Hoegh’s first 
organizational moves after the consolidation last 
July was to make training and education one of the 
major branches of the new agency by designating 
one of his tliree assistant directors for tliat respon¬ 
sibility. 

Our health professions are founded upon educa¬ 
tion. We have recognized, moreover, that health 
progress requires continuing education, so we wel¬ 
come the impetus that this decision will give the 
entire health program. 

To be sure, we intend that federal-level respon¬ 
sibility for purely technical training in the health 
field will be delegated, along with other operational 
responsibilities, to the U. S. Public Health Service. 
Education and training in health matters, however, 
must be an integral part of the general education 
effort. 

Tire health professions have an important respon¬ 
sibility to participate in the education of the general 
public for disaster. We know that individuals, fam¬ 
ilies, and larger population groups vdll be on their 
own for varied periods of time after a major attack. 
The entire population will be short of medical sup¬ 
plies and facilities in varying degrees. Widespread 
health education, including first aid and home nurs¬ 
ing training, is a fundamental step toward survival, 
and we in the healtli professions have the teaching 
job to do. 

Health Services Problem 

Another development which denotes some prog¬ 
ress is die trend in our Blinking toward considering 
the health serv'ices problem in a survival situation 
as a unity. One manifestation of this trend is the 
administrative decision, with which you are, quite 
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(afliiliw, lo make llie deU^galioii of operational re- 
sponsiWiity to (lie PnWic fTcaitli Service conipre- 
tensivc instead of piocemoai. Tlic advance in onr 
(iunking which I want to stress to you, Iiowcvcr, 
grows largely from our annual exercise—Operation 
Alert 195S. 

This exercise was the most successful we have 
had. Instead of trying to do the whole joh in a 
week, as heretofore, we conducted the exercise in 
three phases; (1) the civil defense phase in May, 
when the stales and communities tested their capa¬ 
bilities for taking action; (2) the federal action 
phase in July, when the federal agencies devoted 
a week to dealing with the problems wliich had 
arisen in the states as a result of the effects of the 
simulated attack upon the national resources and 
capabilities; and (3) the seminar phase in Septem¬ 
ber, when the entire i-esults were analyzed at the 
Cabinet level and reviewed by the President and 
when certain courses of action were adopted. 

In the health field, we hammered out the concept 
of this unity of the licalth problem lo which I have 
referred. Rather than thinking of the job in seg¬ 
ments, such as casualty care, medical service to the 
uninjured, and environmental sanitation, we are 
now talking about health care of the surviving pop¬ 
ulation. Rather than setting casualties apart from 
the uninjured population in considering priorities 
for health services, we are recognizing that a health 
problem, whether it be of personal injurs' or of 
public health hazard and whether it resulted from 
direct enemy action or from “natural causes,” has 
the same effect on people. 

In tlie course of tlris exercise, we has'e further 
refined tire priorities which Dr. Van Sandt pre¬ 
sented here at your conference a year ago. Here is 
how we presently state the priorities for health 
care: (1) individuals whose lives are endangered by 
injuries or sickness but whose chances of recovery 
Mfh hospital treatment are good, u'ith treatment 
Confined initially to those procedures whicli are 
essential in order to save life; (2) pregnant women, 
U'ith outpatient treatment for normal pregnancies 
and hospitalization for obstetric emergencies; (3) 
casualties and noncasualty sick persons whose in¬ 
juries do not threaten life, rvith outpatient treat¬ 
ment only or self help; and (4) persons with cases 
of such gravity that extensive treatment is unlikely 
to save life. 

I think the important thing, however, is not in the 
precise terms used today or next year but in the 
pattern of thought—the state of mind—which is 
trained to recognize the need for priorities and, 
therefore, is prepared to establish them to fit tire 
situation drat exists.- 

Obviously, the fragmentation of our society rvlrich 
would result from a rnassive nuclear attack upon 
the United States would mean that uniform na¬ 
tional priorities could not be implemented, even if 


they might be desirable. The administration of sur¬ 
vival health services, therefore, must depend on 
physicians and other health personnel trained to 
deal with these new problems of priorities and 
shortages and, in many cases, to advise the top 
governnrental authority of an area of the require¬ 
ments that must be imposed. 

Metropolitan Area Problem 

A third development of interest to the medical 
profession is the progress in dealing with metropoli¬ 
tan area problems. The metropolitan area has been 
a knotty problem since long before I began to 
svrcstle svitb it in civil defense of IVorld War II. 
Chicago-Gary, St. Louis-East St. Louis, New York 
City area complex, Washington, D. C.-Virginia- 
hlar\'land, and Philadclplria-Caniden are well recog¬ 
nized interstate problems. But, a new phenomenon 
“urban sprawl” is plaguing every large metropoli¬ 
tan area, even if state lines are not involved. The 
assistant secretary of the Department of Health, 
Education, and Welfare, Elliott Richardson, in ad¬ 
dressing the American Public Health Association 
last week stated that “‘urban sprawl' featured by 
outward migration from tlie central city has cre¬ 
ated particularly an acute problem in tJie planning 
of hospital services.” Tlie problems of hospitals in 
this respect are insignificant compared to those of 
organizing for civil defense and mobilization. Ques¬ 
tions of political jurisdiction, financing, and some¬ 
times just plain old prestige and who is to be in 
charge are just as acute in intrastate metropolitan 
areas as they are when state lines are involved. 

An important new tool for dealing with this 
problem is the provision in our civil defense amend¬ 
ments of 1958 for giving federal assistance directly 
to metrojiolitan area authorities as well as to states 
for administrative expenses of civil defense. This 
would include organization and equipment of 
health services and training of health personnel. 
Tliis availability of federal assistance should pro¬ 
vide real stimulation for the political units to get 
together. 

This will take time, however, and there is an 
experience of one of you which may point the way 
toward medical service organization without wail¬ 
ing for political organization. I refer to the experi¬ 
ence in Kansas City area as re^^orted by Dr. Carroll 
Hungate. Our fire departments, almost without ex¬ 
ception, have had long-standing arrangements for 
collaboration and “covering-in” across political 
boundaries and they have the communications to 
support effective operation. Dr. Hnngate reports 
that the health services in the Kansas City area have 
built upon this system and have based their organi¬ 
zation upon the metropolitan area fire department 
system without waiting for “treaties” between Kan¬ 
sas City, Kan., Kansas City, Mo., and adjacent 
areas. 
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We are proud of the professional ties in the 
health world which transcend political boundaries. 
Here is a practical application to a real situation 
developed by tire initiative of the health profession 
building upon these ties. 

Summary 

Three developments denote progress in develop¬ 
ing the “state of mind” which we in the health pro¬ 
fessions must acquire if we are to organize and 
train for the health survival job. First is the decision 
in the OlBce of Civil and Defense Mobilization to 
increase our emphasis on education and training. 


Second is our progress toward recognition of the 
unity of tire health survival job botli by making a 
comprehensive delegation of operational responsi¬ 
bility to the Public Healtli Service and by thinking 
of our job as health care of the surviving popula¬ 
tion rather dian as a compartmented one. Tliird is 
our progress in dealing with the metropolitan area 
problem which has continued to be one of the 
thorniest which confronts us. We are moving aliead, 
and this Ninth Annual Conference of tire County 
Medical Societies Civil Defense Organization is an 
important milepost. 
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CHEMICAL AND BIOLOGICAL WARFARE 

Paul A. Lindquist, M.D., Battle Creek, Mich. 


I would like to start witlr two definitions defining 
chemical warfare and biological warfare from a 
civil defense point of view. Chemical warfare is the 
intentional use of toxic chemicals to kill or confuse 
man. Biological warfare is the intentional use of 
living organisms or tlieir toxic products to produce 
death, disability, or damage to man, animals, or 
crops. Note that botli chemical and biological war¬ 
fare are concerned only udth living things. These 
two types of warfare have frequently been called 
unconventional warfare. They have nothing whatso¬ 
ever to do with conventional weapons which cause 
physical destruction not only of humans but of 
equipment and facilities. 

Nuclear and thermonuclear bombs are conven¬ 
tional weapons if we consider the blast and heat 
effects. Fall-out, however, is in a sense an uncon¬ 
ventional weapon since it adversely affects only 
living things. Chemical and biological weapons or 
agents are far more flexible than fall-out and offer 
a wide spectrum of effects. In the case of chemical 
warfare agents, we have a whole series running 
from such tear gases as bromoacetophenon, through 
such lung irritants as phosgene and such vesicants 
as mustard, to the newer and highly letlial anti¬ 
cholinesterase agents commonly kno^vn as nerve 
gases. 

In die field of biological warfare agents we may 
consider bacteria, viruses, rickettsias, protozoa, and 
toxins. These in turn vary greatly in their infectivity 
and in the resulting mortality rate. For example, 
Rickettsia burned (Coxiella burnetii), the organism 
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which produces Q fever, has a high infectivity but 
one would not expect many fatalities. On the other 
hand, the yellow fever virus and Bacillus anthracis 
cause a high incidence of death. Between tliese 
e.xtremes, tiiere are many variations. Biological war¬ 
fare agents may also be delivered by different 
means. Aerosols may be very effective, as well as 
vectors. 

Background 

The use of chlorine as a chemical warfare agent 
was proposed in the early days of the Civil War for 
use by Northern troops against entrenched Con¬ 
federate troops. It was not then practical, since the 
production of chlorine .was extremely limited. It was 
not until a large chemical industrj' had been built 
up that toxic chemicals could be used effectively in 
sufficient quantity in combat. 

At tire outbreak of World War I, Germany con¬ 
trolled tlie chemical industry. It is not surprising, 
therefore, that on April 21, 1915, the Germans re¬ 
leased large quantities of chlorine against unpro¬ 
tected allied troops. It was a surprise attack 
launched early in the morning under favorable 
meteorological conditions. It resulted in 5,0M 
casualties and the complete demoralization of 15,000 
troops. 

In first using chemical warfare agents, Germany 
did not actually break tlie Hague Agreement of 
1899, since this agreement specifically limited tlie 
signatories to abstain from using toxic chemicals 
“in projectiles.” The Germans had used static 
cylinders. Later the same year, the Germans used 
phosgene. Both of these agents are lung irritants, 
and eventually protection was developed through 
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simple gas masks. To overcome this pirotection, the 
central powers launched, in July, 1917, a mustard 
gas attack which circumvented the mask by pene¬ 
trating through the skin. In the first three weeks, 
the Allies suffered 14,000 casualties and 500 deaths. 
It has been estimated that gas warfare alone during 
IVorkl Mhir I caused 1,200,000 casualties, of wliich 
400,000 were due to mustard. 

During World War II the Germans developed 
another type of toxic chemical, which was neither 
a lung irritant nor a x’csicant but an anticho¬ 
linesterase agent which attacks the central nervous 
system. M'hat these agents were was entirely un¬ 
known to the Allies until depots containing them 
were discovered by American, British, and Russian 
forces. Tliese agents are today considered a possible 
serious threat to the United States. 

Physiologically, these nerve gases inhibit the 
production of cholinesterase, thus permitting the 
unrestricted production of acetylcholine with sub¬ 
sequent uncontrolled muscular activity. The only 
acceptable tlierapy for nerve gas casualties is the 
rapid injection of atropine. In severe cases, atropine 
alone is ineffective and artificial respiration is es¬ 
sential. To illustrate die high toxicity' of one of 
these nen'e gases, I might point out that hydrogen 
cy'anide would have to be inhaled at a concentration 
of 5,000 mg. per cubic meter for one minute to 
cause 50% casualties. On die odier hand, a nerve 
gas would require 100 mg. per cubic meter for the 
same length of time to produce the same results. 

Not too much is knou'n about biological warfare 
agents in military' operations; however. Dr. Fodier- 
gill, in Military Medicine, July, 1958, stated, “In¬ 
fectious disease has often been the critical factor 
in the outcome of a military campaign.” For ex¬ 
ample, bubonic plague is said to have stopped the 
Crusaders at the gates of Jerusalem; dy'sentery 
probably caused more casualties in Napoleon’s 
Grand Army than enemy firearms; typhoid and die 
dysenteries played havoc in the Boer and Spanish 
American Wars; typhus prevented the Germans 
from carrying through their Balkan campaign in 
World War I; and in \Vorld War II scrub typhus 
caused 7,000 casualties in the southwest Pacific. In 
the Korean war, encephalitis B (Japanese type) 
and hemorrhagic fever were serious medical prob¬ 
lems. Little can be said of the intentional use of 
pathogenic organisms or dieir to.xic products; how¬ 
ever, it may be noted that die Germans in World 
War I are said to have infected horses in the United 
States destined for the Rumanian Cavalry with 
glanders. In World War II, German occupation 
troops stationed in eastern Europe are believed to 
have been intentionally infected with pathogenic 
organisms. So much for the brief background on 
chemical and biological warfare. 


Future Uses 

\Wiat are the Russian interests in these two ty'pes 
of weapons? In January, 1957, Defense Minister 
ZImkov stated before the Communist Party Con¬ 
gress; “The USSR is rebuilding its Armed Forces 
on the basic assumption that the means and forms 
of future war will differ in many respects from past 
wars. We will see the mass use of air power, various 
types of missiles, and means of mass destruction like 
nuclear, chemical, and biological weapons.” 

There was an interesting article published in 
Militarij Medicine and Pharmaceutical Review 
(Yugoslavia) by' Col. Adam Milkovich in the 
November-December, 1956, issue. After discussing 
chemical and biological warfare, the colonel states, 
“Tliere is less knowledge, less talk, less writing, less 
thinking about them, and therefore, there is less 
work done in preparation of defensive measures. 
The main reason, however, for this is not tliat 
biological weapons Jiave never been used in war, 
but that the use of them has never been detected as 
was the case with atomic and chemical weapons.” 
Later the colonel states, “From results of compara¬ 
tive studies of losses of life from conventional 
weapons, war poisons and atomic weapons, on the 
one hand, and losses from biological weapons on 
the other, it is believed today that a biological war 
would have tlie greatest effect of all.” In closing, 
he states: ‘Tresent experience has shown tliat no 
special significance would be attached to inter¬ 
national decisions on this matter and that it is 
practically impossible to control either the prepara¬ 
tion or die use of biological weapons in wartime.” 

Russian posters have indicated an interest in 
chemical and biological warfare. When one speaks 
of delivery of chemical or biological warfare agents 
in aerosol form, one usually thinks of small-area 
coverage. However, one poster shows the travel of 
a cloud of fluorescent particles released from a ship 
traveling some 10 miles offshore under selected 
meteorological conditions. (Slides of tiiis and an¬ 
other poster were shown by Dr. Leroy D. Fother- 
gill before the A. M. A. Medical Civil Defense 
Conference in San Francisco on June 21,1958). Tire 
particles per liter should be multiplied by a breath¬ 
ing rate of 15 liters per minute to indicate the 
approximate total inhalated dose. However, in 1950, 
a somewhat smaller test was run with use of 
Bacillus globigii. 

According to Dr. Fothergill, “A satisfactory cloud 
was produced even though these nozzles were only 
about 5% efficient in producing an initial cloud of 
particles in the size range of one to five microns. 
In tiris test, 130 gallons of suspension containing 
7.2 X 10 " organisms per liter or a total of approxi¬ 
mately 3.54 X 10 spores was aerosolized.” This 
represents a total aerosol cloud of approximately 
3% million billion spores. This aerosol was sprayed •" 
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from the rear deck of a small naval vessel cruising 
about tAvo miles offshore and vertical to an on-shore 
breeze. Spraying continued along a tvvo-mile course. 

Tire maximum distance of the farthest sampling 
station was 23 miles from the source, and it can be 
seen from the isopleths that approximately 100 
square miles was covered by the sampling area. 
Dr. Fothergill believes that it is quite likely that 


even a greater area was covered, particularly dorm- 
wind. Samples were taken at various levels to ob¬ 
tain the vertical profile of tire cloud. The dosages 
to persons breathing at a rate of 15 liters per minute 
for two hours were, first floor, 3,440, 9th floor, 4,500, 
and 15th floor, 562. It would appear, therefore, that 
height above the ground in most habitable build¬ 
ings will not provide protection. 


4 > 


CALIFORNIA CPX-MEDICAL AND WELFARE SERVICES 

Frank F. Schade, M.D., Los Angeles 


How well can we expect our plans to function? 
Many methods and techniques for testing have 
been used in as many places across the United 
States from the annual Operation Alert to local tests 
and drills. We are all in agreement that increasing 
emphasis must be placed upon the capabilities and 
preparation of the support areas, to which the at¬ 
tacked cities must look for help. These areas are 
the least prepared to give the required support 
because of theh very limited resources of person¬ 
nel, facilities, supplies, and equipment. 

Methods 

A test was devised for the support areas, with two 
purposes in mind, based upon the premise of an 
assumed situation of strategic evacuation—no casu¬ 
alties. The first objective was to determine tlie total 
medical potential of the support areas of the south¬ 
ern part of the state, known as Region 1. The sec¬ 
ond was to know if there was any duplication of in¬ 
tention to use certain facilities, such as schools and 
other large buildings. Welfare is the other service 
tliat would have need of buildings and other facili¬ 
ties of the t>'pe required by the Medical and Health 
Service. It was therefore decided to have a joint 
exercise with Welfare Ser\4ce, which would also 
give workers in that section an opportunity to crit¬ 
ically appraise their capabilities, as well as provide 
means of determining and adjusting any conflicts 
behveen the rivo serwces. 

We are interested in thoroughness and accuracy, 
so tliere was no narrowly restricted time limit, which 
is one of the criticisms of the usual CPX. The way it 
was devised, those participating got training in tech¬ 
nical and administrative procedures as weU as some 
actual field work. Fact sheets were prepared, out¬ 
lining tlie objectives of the exercise and giving 

Chief, Medical and Health Section, Los Angeles County and Cities 
Ci^'il Defense Planning Board. 


much basic factual information, such as normal ex¬ 
pectancy rates for hospitalization per 1,000 popula¬ 
tion, birth rates, number of women in the last month 
of pregnancy, death rates, communicable disease 
rates, and average number of injuries. Guides for the 
selection and use of buildings for hospitals were also 
furnished, based upon 60 sq. ft. per patient plus 
10,000 sq. ft. for such things as operating rooms, 
laboratories, pharmacy, central supply, .x-ray facili¬ 
ties, kitchens and mess areas, administration, triage, 
and storage. There were a number of data work 
sheets, covering hospitalization (two sheets), first- 
aid stations, staff personnel, supplies and equip¬ 
ment, and public health activities. 

The field work consisted of either going over 
architects’ floor plans or actually measuring build¬ 
ings to determine available square footage of space. 
Part of the technical training consisted of planning 
actual hospital layouts in selected buildings, such as 
high schools, or junior colleges. There also was 
training in personnel requirements, estimating needs 
and balancing them against actual knoum numbers 
available. Further technical training, that also com¬ 
bined field work, was to be had in the public health 
section of die exercise. In the personnel and supply 
sections, provision was made to request reinforce¬ 
ments from the ne.xt higher echelon, which provided 
for some much-needed communications and addi¬ 
tional administrative training. 

Over-all, large-scale master plans are essential to 
the success of our disaster services, just as in mili¬ 
tary planning. However, there cannot be any de¬ 
gree of success unless the basic units can perform 
efficiently. These units are the operational subareas, 
the individual small communities, and the compo¬ 
nent sections of the larger cities. This exercise was 
directed primarily to the operational subareas and 
proxrided for die collection and evaluation of all of 
the above mentioned data, based upon previously 
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furnished quotas of evacuees. The operational sub- 
areas then forw'arded their reports, along with re¬ 
quests for rcinforcenicnt, to the ne.vt higher echelon, 
where they were consolidated. Each les'cl was to 
attempt to take care of the situation if at all pos¬ 
sible before requesting assistance from the next 
higher level. In this way there was participation, of 
differing types, at all levels in the chain of coordina¬ 
tion. To clarifx' this terminology, it should be ex¬ 
plained that for disaster purposes California is di¬ 
vided into three regions. The region is in turn di¬ 
vided into several sectors, each one composed of 
several counties. The next lower level is the opera¬ 
tional area, which is usually a county. Because of 
size, population, and the political subdivision com¬ 
plex, Los Angeles County is divided into ses'cn op¬ 
erational areas. The larger cities in turn are broken 
down into subareas. The smaller community is an 
entity but corresponds to subareas as far as organi¬ 
zation is concerned. Every level, from the individ¬ 
ual eoinmunib,’ or subarea to the region, is given 
great latitude in operational activity, with the ob¬ 
jective of attaining the utmost in autonom\’. Es’ery 
level does its best to handle the situation before 
calling upon its next higher echelon for help. This 
makes for a flexible system that can be used for 
anything from a relati\’eb’ minor local occurrence 
to a major catastrophe. 

The requirements for the e.xercise are briefly out¬ 
lined from the material submitted to those partici¬ 
pating: (1) proNode medical facilities for patients 
arrirdng from critical target areas; (2) determine 
medical health problems and case loads among the 
normal population and among the evacuees; (3) 
determine the sanitation aspects of refugee care; 
(4) designate facilities for use as annexes to exist¬ 
ing hospitals or for emergency hospitals and assign 
cadre organizations; (5) determine the number of 
patients that could be cared for in these facilities; 
(6) request the supplies that are required, in writ¬ 
ing, through existing channels; (7) attempt to ob¬ 
tain “housekeeping equipment” locally if possible;- 
and (8) reserve existing hospital beds for patients 
with the most serious cases and try to care for the 
majorit)' of evacuee patients in hospital annexes or 
in the civil defense emergency hospitals. 

Results 

Many interesting and important things were 
revealed when the reports were assembled and bro¬ 
ken down on the evaluation sheets tliat we devel¬ 
oped. Of a total potential of somewhat over 514 mil¬ 
lion persons, the support areas reported receiving 
4,238,000. These were figures developed by the 
Welfare Service. On the basis of total population, 
that is, residents plus evacuees, the calculated num¬ 
ber of hospitalizations was 26,775, whereas reported 


patients amounted to 25,731. There is a difference 
of just about 1,000 between the theoretical total 
number of patients calculated on a 4.5 per 1,000 
basis and the actual number of patients reported. 

Further analysis of the hospitalization figures re¬ 
veals some interesting developments. There were 
19,317 beds available for the 25,731 patients, result¬ 
ing in a deficit of 6,414 beds. Of the 19,317 available 
beds, onl)' 9,920 were actually used, leaving 9,397 
that were not used. At first glance this seems to be 
a bit incongruous. The explanation is very simple 
and shows what we considered to be good planning 
on the part of the reception areas. Instead of putting 
all of the evacuee patients in the existing hospitals, 
they activated the civil defense emergency hospitals 
and also set up emergency hospitals in schools, ho¬ 
tels, and other suitable buildings. This left a reserve 
of almost 10,000 beds available to be used for casu¬ 
alties if an attack should have occurred. It also 
would give them an opportunity to use the un¬ 
familiar emergency hospitals for an unknown period 
of time for the care of patients requiring little medi¬ 
cal supervision, prior to the receipt of casualties. 
This in effect would be a vei->' practical “not so dry 
run” or, if we could borrow the parlance of the 
theatrical world, a dress rehearsal. 

Analysis of the data concerning the use of the 
emergency hospitals leads to only one conclusion: 
we at tlie upper levels of state-wide planning have 
not completely put across to those in the reception 
areas our doctrine for the use of these hospitals. 
Our concept is to use tliese hospitals as nuclei 
around which will be built hospitals with capaci¬ 
ties of 500 to 1,000 patients. The reception areas 
reported that they needed 61 emergency hospitals 
and that there was a deficit of 44. On the basis of 
units actually available in the region at that time, 
including 14 in the then FCDA warehouses, this 
figure should have been 27 instead of 44. How 
much of tliis discrepancy can be accounted for on 
the basis of consolidation of reports at successive 
echelons we do not know. This is only one of the 
many perplexing problems that could occur during 
actual operations. Based upon paper calculations, 
the actual number of emergency hospitals that 
would have been required should have been from 6 
to 12, instead of die reported 61, and instead of a 
deficit diere should have been from 22 to 28 hos¬ 
pitals that were not used and were still in reserve 
for use for casualties. This is a large problem that 
we must work on. 

The use of first-aid stations was also very^ interest¬ 
ing. Almost universally, the reception areas assigned 
first-aid stations to mass care and reception centers 
for the center from which medical care would be 
given to the evacuees. Tliey committed 212 stations 
of a total of 353 in the region. Theoretically there 
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should be 141 stations remaining, but. actually this 
was not the case. Many of the first-aid stations were 
in die evacuated areas; in. fact, there were ony 201 
stations stored in the support areas, so there was an 
actual deficit of 11 stations in the support areas. 
Another lesson for us was diat the first-aid stations 
cannot be assigned for any other than their intended 
use and especially cannot be used as superdispen¬ 
saries in the support areas. We cannot simply tell 
the people in the support areas not to use them for 
that purpose. We have to develop something else 
for this purpose, and we are working on it. 

The reported use of blood was another area that 
was perplexing and apparently not realistic. For the 
total number of 25,731 patients, there were re¬ 
quested 53,463 blood procurement sets, which log¬ 
ically should translate into an equal number of units 
of blood required. This is an average of slightly 
over two units of blood per patient. In an effort to 
arrive at actual use of blood for everyday purposes 
in this locality, figures were obtained from the Los 
Angeles Red Cross Blood Center. In the area serv¬ 
iced by that center, 179,095 units were used in the 
last year. In this area there are 35,580 beds. With 
an occupancy factor of 80%, unless my mathemat¬ 
ical methods are eiToneous, the average use of blood 
would be 0.175 units per patient for a 10-day peri¬ 
od. If these figures are correct, the theoretical re¬ 
quirement should have been 4,500 units. The only 
logical e.xplanation must be that, in most instances, 
the reporting support areas were using the blood 
requirement figures for casualties as the basis for 
their requests. 

Personnel shortages were reported for all cate¬ 
gories except veterinarians. In some of the reports 
it was extremely difficult to reconcile the figures, 
which is another e.xample of the difficulties that we 
must e.xpect during actual major disaster operations. 
There was not one category in which it was possible 
to subtract the number available from the number 
required and have the figure equal the reported 
deficit. Regardless of the cause of these discrepan¬ 
cies—mathematical or typographical errors, faulty 
message transmission, or some other factor—the fact 
remains that we must e.xpect erroneous situation re¬ 
ports and take this into account when distributing 
our available resources. The one fact that stands 
out is that even in this strategic evacuation, without 
casualties, there were shortages of significant num¬ 
bers. Some of these were physicians, about 1,000; 
nurses, 2,300; pharmacists, 110; nurses aids, 5,000; 
and laboratorx' technicians, 280. How much of these 
deficits could be made up from the evacuees is a 
matter of conjecture, but we feel that it is safe to 
assume that after several days there would actually 
be surpluses of physicians and nurses and probably 
of pharmacists as well. It is Very doubtful if there 
would be enough muses aids among the evacuees to 
meet the requirements. The data concerning first- 


aid workers was so contradictory and apparently un¬ 
realistic tliat we had to eliminate them from evalu¬ 
ation. 

Even with all facilities intact, some areas report¬ 
ed shortages of water and resorted to rationing. 
This also forced limitation of the use of waterborne 
sewer systems in some areas, requiring latrines or 
other means of dry sewage disposal. In still other 
areas the systems were overloaded, so tliat at peak 
flows it was necessary to divert into impounding 
basins. 

Some of the counties felt that it was desirable to 
do mass immunizations against typhoid-parah’- 
phoid but realistically recognized that it would be 
difficult, if not impossible, to obtain the required 
vaccine. 

It was gratifying to know that, without exception, 
all reporting levels agreed that this was the most 
beneficial and practical exercise that they had par¬ 
ticipated in. Much information was obtained, many 
lessons were learned, and defects were found. It was 
encouraging to learn that without exception any 
conflicts in the desired use of buildings could be re¬ 
solved locally, so that arbitration at a liigher level 
was not necessary. 

Summary and Conclusions 

In a California disaster exercise, the hospitaliza¬ 
tion problem was solved by activation of emergency 
facilities, thereby reserving approxdmately half of 
the available beds for potential casualties as well as 
affording the opportunity of familiarization with 
emergency hospital units before casualties would 
be received. We have not succeeded in conveying 
om: doctrine for the use of emergency hospitals to 
the support areas. There were a number of une.x- 
plainable discrepancies in reports, making some of 
them valueless or open to question. Although this is 
an operational condition that is certain to develop, 
we must renew our efforts to minimize such occur¬ 
rences. It is a tactical error to commit first-aid sta¬ 
tions for use as dispensary-infirmaries. It is impera¬ 
tive that an acceptable unit be developed for this 
■purpose. The use of blood was entirely unrealisb'c. 
As anticipated, personnel shortages were almost uni¬ 
versal, although in the most important categories 
it is believed that the shortages could be overcome 
in a reasonable period of time. Even with intact 
supply systems, water shortages developed. In some 
parts of the United States there would be no prob¬ 
lem with this, whereas in others it could be ver)' 
serious. Sanitation facilities were overburdened or 
inadequate, requiring reversion to primitive meth¬ 
ods. Mass immunization was shown to be practical¬ 
ly impossible. 

It was felt to be worthwliile to share witli you our 
experiences in this different but very practical form 
of test exercise, and we suggest that exercises or 
this type could well be conducted in most of tlie 
target areas. 
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The promotion of disaster planning in a commu¬ 
nity is, at best, dilRcult and, for certain, unpopular. 
Tlie disinterest of tlic public has been attributed to 
a sense of hopelessness with regard to protection 
from atomic warfare, to irresponsible planning and 
inconsistent leadership by government agencies, and 
to a sense of apathy w’ith respect to tlie infrequent 
occurrence of natural disasters.’ Catastrophe never 
seems to be imminent. 

However, since the medical profession assumes 
.1 vital and responsible role in times of disaster, it 
behooves its membership to xrersist in iireparing 
itself and in cooperating with otlier community 
agencies concerned with health and welfare [irior 
to such catastrojrhic events. 

Although confusion has existed with regard to 
the functions of jihysicians within the structure of 
the civil defense program,’’ there has been no ques¬ 
tion relative to their traditional responsibilities in 
their respective hospitals during a disaster in the 
communiW. In general, the profession has, hereto¬ 
fore, found itself in an advisory capacity to this 
agency with little impact on governmental attitude.’ 

Tire fact that the civil defense program over¬ 
looked recurring natural disasters prompted the 
American Hospital Association to change the title 
and scope of its Committee on Cirol Defense to, 
simply, that of the Committee on Disaster Plan¬ 
ning.” The admonition by some authorities ’ to 
“play down the bomb” implies "play up the hurri¬ 
cane” as a more practical approach to die problem. 
Dedicated planning by general hospitals to cope 
with mass casualties to be-exjpected from natural 
disasters, in dieory, would provide a basic organi¬ 
zation for national emergencies of a much larger 
caliber. Certainly, the motivation in organizing for 
the former is characteristically attended with greater 
enthusiasm. In any event, the hospital remains as 
one of the traditional centers for survival by a 
community. 

Recently, the county medical society has been 
proposed as the “coordinator” of health services for 
all disaster agencies.” Tire feasibility of this ambi¬ 
tious concept was successfully demonstrated in 
“Operation Test Star” supervised by the Alameda- 
Contra Costa (Calif.) County Medical Society in 
June, 1958, Actually, this vast exercise was the 
effective coordination of a number of individual 
hospital disaster plans throughout the counties in¬ 
volved in the exercise. 


Chairman, Hospital "Disaster Planning Committee, the Allegheny 
Count)' (Pa.) Medical Society. 


Problems and Plans of the Allegheny County 
Medical Society 

In September, 1950, a special Advisory Commit¬ 
tee to the Office of Civil Defense in Pittsburgh was 
created by the Allegheny County (Pa.) Medical 
Society. Four years later this committee was still 
atlcmxrting to develop functional relations with 
civil defense groups.” Finally, in accord with the 
general trend noted above, the name of the com¬ 
mittee was changed in 1957 to, simply, Disaster 
Committee. With this broadened frame of refer¬ 
ence, the new group was able to engage itself in the 
full range of disaster preparedness. 

In November, 1957, a subcommittee on hospital 
disaster planning was appointed. The Hospital 
Council of Western Pennsylvania, with a member- 
.sbij) of 70 hospitals, generously offered its support, 
an association which assured a continuing liaison 
with the hospital administrators. Tlie end result was 
the creation of a Joint Committee for Hospital 
Disaster Planning with a co-chairman from each 
organization. 

The new committee provided itself with 10 major 
goals; (1) to jiromote a disaster plan for each mem¬ 
ber hospital of the council; (2) to guide and assist, 
when requested, the disaster committee of each 
hospital in the preparation of such jilans; (3) to en¬ 
courage “dry runs,” rehearsals, and “field trials” of 
such plans; (4) to assist in the coordination of these 
plans with those of other disaster agencies in the 
community; (5) to conduct periodic surveys for the 
assessment of the disaster prejiaredness of hospitals; 

(6) to establish a library of disaster information; 

(7) to prepare and distribute a cumulative bibliog- 
ra^iby devoted to tlie management of disasters and 
allied information; (8) to provide a regular news¬ 
letter for hospital disaster committees; (9) to con¬ 
duct annual “seminars” devoted to all aspects of 
disaster management; and (10) to sponsor an an¬ 
nual disaster drill at one of the hospitals in the area. 

The first survey was conducted in January, 1958, 
and xiroduced a response from 43 of the 70 member 
hosjiitals. Thirty-two administrators indicated that 
their plans were completed. However, only 14 had 
ever tested these plans. Tlierefore, it seemed oppor¬ 
tune for the joint committee to sponsor a casualty 
management exercise at an early date. 

First Annual Mass Casualty Drill 

To coincide with “Operation Alert, 1958,” May 6 
was selected as the date for the first demonstration 
drill sponsored by the joint committee. The name 
“Operation Prep Pitt” was selected as the title for 
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tile event. A VA hospital was chosen as the site for 
the exercise for several reasons. It was adjacent to 
the medical school; it did not have a complete and 
detailed disaster plan; the majority of the members 
of its medical staff were resident physicians; the 
^^A v'as prepared and willing to coordinate its dis¬ 
aster organizing with local disaster agencies; and, 
finally, the National Damage Assessment Agency 
had indicated that VA hospitals would probably 
serve as casmHv centers in the time of a national 
calamity.® 


even depreciated by civilian physicians.® However, 
it must certainly be appreciated that there can be 
no differentiation, now, between “civilian” and “mil¬ 
itary” care in the handling of mass casualties.” Tlie 
number and character of injuries to be anticipated 
in the ne.xt national emergency will, unfortunately, 
be similar. Therefore, the recommendation that an 
effective sorting system which provides only life¬ 
saving care for casualties with minimal injuries (up 
to 60% of estimated survivors) should be established 
in civilian hospitals has considerable merit.'” It is 


DISASTER PLAN 

VETERANS ADMINISTRATION HOSPITAL 
PITTSBURGH 40, PENNSYLVANIA 


FIRST FLOOR 



Fig. 1.—Routing organization for stretcher and ambulant casualties for first floor. Principle sections of care are adjacent to 
arrow routes. Color codes were assigned to each stretcher casualty, indicating his destination as follows: green, shock ward; 
red, operating room; blue, e-xpectant ward; yellow, delayed treatment ward; black, emergency morgue. 


“Operation Prep Pitt” was to provide a “disaster 
showcase” not only to encourage preparedness in 
western Pennsylvania but to test three selected 
aspects of casualty management by a general hos¬ 
pital: (1) the mobilization and expansion of medical 
facilities, (2) the “military” system of mass casualty 
care, and (3) the effectiveness of the ci%dl defense 
emergency medical tags, records, and information 
cards. 

The second aspect was considered to be the most 
important feature of the exercise. Tire application 
of military' principles of medical care, so highly 
successful in wartime,’ has long been overlooked or 


also well to note that, whenever civilian physicians 
with military e.xperience in mass casualty care have 
participated in a large civilian disaster and have 
applied these principles, the results have been 
eminently satisfactory." For these reasons the com¬ 
mittee incorporated the “field” type of casualty 
flow organization into its first annual disaster 
exercise. 

The casualty load selected was only 50, a number 
which would severely tax the facilities of almost 
every hospital in the area. The dean of tire Univer¬ 
sity of Pittsburgh School' of Medicine and tlic 
MEND coordinator arranged for the freshman class 
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to volunteer their services as “casualties” and 
“anxious relativ’cs.” Medical students arc “reliable” 
casualties and proved “hatn actors.” 

Through the office of the coinnianding ofiicer. 
Army Medical Service School, Brooke Army Medi¬ 
cal Center, Fort Sam Houston, Texas, a staff ser¬ 
geant was detailed to supervise liic creation of 
simulated "injviries" by other volunteer students. 
Tlie use of “make-up” was to prove particularly 
effective in the orientation of triage officers and in 
encouraging cntimsiaslic participation of the ancil¬ 
lary hospital personnel. 


relatively unprepared for many of the problems drat 
ultimately transpired. The final disaster plan for 
the hospital was to be xvritten from the experiences 
of a “created” natural disaster—in this instance a 
jet-plane crash on the University Field House two 
blocks away. 

Casualty Flow Plan 

Although there are many and, occasionally, in¬ 
soluble problems in the construction of an organiza¬ 
tion for mass casualty care, the use of a unidirec¬ 
tional route of flow for the injured within the hos- 



A directing or planning commitee was created 
from respresentatives of each of the 16 major hos¬ 
pital divisions. A tentative casualty flow chart was 
designed on a portable blackboard, and, at two 
weekly meetings in the month preceeding die drill, 
.the senior officers in charge of stations along this 
route (fig. 1 and 2) made changes or improve¬ 
ments. Tlie assignments of personnel, equipment, 
and supplies were left to the decisions of the sec¬ 
tion chief and dieir staffs. Ultimately, 218 employees 
received drill assignments. However-, it should be 
emphasized diat only broad, basic instructions were 
given so that, as a group, the participants were 


pital area appears to be the key to its success or 
failure. The plan evolved for “Operation Prep Pitt” 
(fig. 1 and 2) took into account the architectural 
features of the VA hospital; principally, two large 
spacious foyers which provided direct access to 
the entrances, elevators, and halls (i. e., routes for 
the distributing or discharge of casualties); the 
location of the regular center of communications; 
and die location of the primary treatment center, 
dre operating room. 

Traffic control at the hospital entrance or “off¬ 
loading” area was simplified by directing ambu¬ 
lances counterclockwise in order to prevent 
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congestion in the main drive, a situation which has 
completely inactivated hospitals in natural disas- 
ters.'“ By arbitrary provision of labeling of entering 
persons as “stretcher casualties” and “walking 
casualties,” an automatic sorting of the injured was 
provided at the hospital door. Since a connecting 
roof covered the sidewalk between these two en¬ 
trances, immediate redirection, if necessary, could 
be accomplished without tlie confusion of trans¬ 
port vdthin the hospital. 

Twenty service points, or sections, along tire route 
within the hospital were devised to give continuing 
support to the injured. Ten of these were regular 
or fixed hospital divisions (such as pharmacy and 
laboratory), and shift of location or altering of 
duties was not required. The 12 considered most 
important are listed in the table, witlr their assigned 
duties, capacity, and personnel. The remaining sec¬ 


from this section noted tlris omission. The social 
service department operating in tlris area was to 
provide assistance and elothing and arrange for 
transportation. Tire logging of the ambulant casual¬ 
ties was to be expedited by eollecting their emer¬ 
gency medical tags and completing the index and 
information cards. 

Stretcher Casualty Care.—The more seriously in¬ 
jured were to be off-loaded (fig. 3) from the am¬ 
bulances by volunteer personnel (maintenance 
employees) and then placed on mobile litters 
manned by chauffeurs from the personnel pool 
(fig. 1). Twenty-five of these litters were to be 
stored iir an adjacent eorridor during the alert. In 
theory, emergency care, including the treatment of 
shock or surgery, could be performed on this unit 
without transfer of tire injured. Immediate sorting 
was to be completed by a triage ofiBcer in the wide 


Hospital Organization for “Operation Trap VitV'—Ttocloe Key Sections of Casualty Flow 


Section or Officer* 

Duties or Activities 

Capacity 

Personnel 

1. Disaster control. 

Supervise and organize evacuation and expansion; 
maintain communication with disaster site and other 
community disaster agencies: provide assistance and 
supplies on demand from hospital sections 


3 Physicians, 3 messengers 

2. Triage officer . 

Sort and direct stretcher casualties to sections along 
casualty flow route; maintain log.of admissions 


1 Phy.sicinn, 1 clerk 

3. Shod: ward. 

Treat shock, provide airways, splint fractures, rcHci'e 
pain; rctrlage us soon as possible 

52 Mobile litters 

3 Physicians. 3 nurses, 3 nurses 
aides, 3 technicians, 2 clerks 

4. Delayed treatment ward .. 

Cover wounds, apply splints, treat shock, and prepare 
casualties for later care; arrange priority of transfer 
to operating room 

40 Beds (28 evacuated) 

3 Physicians, 3 nurses, 3 nurses 
aides, 2 clerks 

5. Expectant ward . 

Provide general supportive care: prepare to retriage, 
if necessary 

40 Beds (28 evacuated) 

Same as delayed treatment ward 

0 Bed control. 

Maintain log of ward admissions; notify disaster con* 
trol officer of need for expansion 


1 Clerk 

7. Operating room control .. 

Prepare casualties for anesthesia; select qualified oper¬ 
ating team for each casualty: provide consultation 
and relief to operating teams 

30 Casualties 

3 Physicians, 2 nurses, 2 nurses 
aides, 1 clerk 

8. Operating room 

(surgical teams) . 

Lifesaving measures only; stop hemorrhage: debride 
wounds and pack open; close sucking chest wounds 
and perforations of bowel; cover tendons, arteries, 
and bone and revise amputations 

5-10 Casualties 

30 Physicians (4 in relief), 2dentfsts, 
9 nurses (2 in relief) 

9, Emergency morgue. 

Idontiflcatiou, finger printing, collection of personal 
effects 

20*30 Dead 

2 Clerks, 2 technicians 

10. Ambulant casualty section 

Emergency care of wounds, burns, and simple frac¬ 
tures: administer tetanus toxoid or antitoxin; issue 
follow-up instructions 

4 Treatment tables, 

1 plaster tabic 

3 Physicians, 2 nurses, 2 nurpe« 
aides, 3 clerks 

11. Corainunicntions . 

Notification of key iJersonnel; keep disaster control 
officer informed of incoming reports 


3 Operators, 2 “walkie talkie” ojier* 
ators, 3 messengers 

12. Personnel pool. 

Provide stretcher, chauffeurs, messengers on request 


50,Volunteer employees 


* Locations given in flgureP 1 and 2. 


tions were blood bank (donor section), laboratory 
and x-raj" departments, central sterile supply, social 
sers’ice and chaplain sections, security force, and 
information center. Fift>'-six members of tire hos¬ 
pital staff were located in tliese particular areas. 

Ambulant Casualty Care.—It was planned that 
one-half of the casualties provided for the e.xercise 
would have sufficiently minor injuries to enable 
them to walk into the hospital. Tliis section was to 
be well removed from the entrance through which 
the stretcher casualties were to be received (fig. I). 
It was necessary to “set-up” these facilities from 
preloaded carts, since an outpatient department is 
not an integral part of VA hospitals. Tliose with 
bums, closed fractures, and soft-tissue wounds 
were to receive prompt, basic treatment so that 
immediate discharge of the casualties reporting 
could be effective. Tetanus toxoid or antitoxin was 
to be administered if time permitted. Othersrise 
the follow-up instructions issued to the dischargees 


admission foyer. Assisted by a clerk, he was to 
assign each casualty a color designation (an ad¬ 
hesive strip placed on the forehead or medical tag) 
in order that the chauffeur could follow a color 
route (also labeled) to one of five centers, i. e., 
shock ward, e.xpectant ward, delayed treatment 
ward, operating room, or emergency morgue. Mfith 
the exception of the shock ward, the remaining treat¬ 
ment sections were on the tliird floor (fig. 2). The 
elevators located nearest to the triage officer and the 
shock ward were converted to an “up” system and 
those in the rear to a “dosvn” system. There was 
to be fle.xibility in the operation of these elevators 
manned by the security section. Three of the 
stretcher casualty sections listed in the table might 
be elaborated on. 

Shock Ward: The shock ward was immediately 
available in the triage area (fig. 1) but sufficiendy 
well separted so as not to interfere wdth other traffic 
originating from it. There was to be sufficient room 
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for 12 or move of the mobile litters. Since the ma¬ 
jority of persons injured in a natural disaster are 
iidmittcd in a state of siiock,” it was deemed im¬ 
portant lliat this unit be immediately available and 
ready to treat shock as well as all injuries contribut¬ 
ing to shock. Airways were to be reestablished. 



Fig. 3.—Umpire supervising off-loading fronr amlrulanees 
by untrained volunteer personnel. 


malaligned extremities splinted, wounds covered, 
and pain relieved. Retriage would require die 
assignment of another color designation for the 
casualty. 

Bed Control Officer: The need for furdier expan¬ 
sion of ward facilities during the height of the drill 
might not be immediately reported by busy per¬ 
sonnel to the disaster control officer. Therefore, a 
clerk, designated as a bed control officer, was to be 
stationed opposite the “up elevator” system on the 
receiving wards to log the admissions and maintain 
contact with die disaster control officer (fig. 2). 

Operating Room Control Officer: Tlie operating 
room control officer was considered almost equal 
in importance to that of die triage officer (fig. 4). 
This officer was to be an experienced surgeon who 
was to reassess casualties, retreat shock, supendse 
the administration of preanesthetic medicaments, 
and assign the casualty to one of the skeletonized 
operating teams in accord with their talents. He was 
also to provide consultations and relief for tiiese 
teams and to maintain contact with all areas where 
casualties were awaiting further care. 

Performance of the Exercise 

May 6 proved to be a wet, windy, unseasonable 
day so that the traffic signs on the exterior of the 
hospital promptly blew down. Ten minutes after 
the hospital received the alert at 8:15 a. m., its 
ambulances were dispatched. Evacuation of 60 
patients on wards 3-E (expectant) and 3-W (de¬ 
layed treatment) was completed at 8:46 a. m. on 
directive from the disaster control officer. The first 
casualties were arriving by 9:02 a. m., at which 


time all sections were prepared to function. Tlie 
wounds of the medical student casualties immedi¬ 
ately created the satisfactory illusion of reality. 

Tlie ambulant casualty section was quickly over¬ 
whelmed by the simultaneous arrival of almost all 
the injured able to walk. The logging and identifica¬ 
tion of admissions fell so far behind that “anxious 
relatives” created mild consternation in the social 
service and information sections and then eluded 
the security guards to arrive at the bedsides of the 
injured. Although regular communications function 
well, the number of messengers was inadequate. 
However, the “walkie-talkie” units functioned e.x- 
ccedingly well inside the building. The absence 
of a place for noting the religious faith on tlie 
emergency medical tags was criticized, as was the 
fact that registry numbers were not assigned to 
those admitted. The most satisfactory demonstra¬ 
tion was the performance of personnel in the shock 
ward and the operating room, where few if any 
errors in casualty care were observed. Within 90 
minutes of tlie first arrival, all casualties had been 
evaluated and 14 procedures carried out in the 
operating rooms. 

Rating of the Exercise.—A critical evaluation of 
“Operation Prep Pitt” was provided by a team 
of five qualified umpires. The chairman was Harry 
E. Feather, M.D., associate professor of surgery 
at the medical school and former chief of sur¬ 
gery of the 27tli General Hospital of tlie U. S. 
Army during World War 11. The e.xercise was rated 
on a 24-point questionnaire which required opin- 



Fig. 4.—Even in operating room control section, casualty 
remains on original litter. Movement is thereby kept to 
minimum. 


ions as to the location, organization, and effective¬ 
ness of tlie sections along the casualty flow route. 

The umpires considered the best feature to be 
the handling of the litter casualties, particularly in 
the shock ward and operating rooms. The delay in 
the identification of the casualties and' the dis¬ 
semination of information were rated as tlie poorest 
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features. The civil defense index and information 
cards were considered ineffectual for their de¬ 
signed purpose. 

Tire handling of the injured at the off-loading 
area and on admission to the ambulant casualt>' 
section was also rated as poor for reasons prerdously 
noted. The color routing system was approved, but 
larger signs and diagrams were suggested. 

In conclusion, the drill was rated excellent in 11 
areas, good in 5, fair in 2, and poor in 5. A strong 
recommendation was made that the exercise be 
perpetuated on an annual basis. 

Since “Operation Prep Pitt” was held, four other 
hospitals in the Pittsburgh area have held drills 
with simulated casualties. Others have indicated 
similar intentions. 

Summar)'- 

“Operation Prep Pitt” was the first annual disaster 
drill to be sponsored by the Allegheny Countj' 
(Pa.) Medical Society and the Hospital Council of 
Western Pennsylvania. It was attended by 147 offi¬ 
cial representatives of these organizations. 

The “militarj'” management of mass casualties by 
civilian hospitals preparing for disasters could be 
considered preeminent training for casualty' care in 
time of national disaster. 
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GENERAL PUBLIC HEALTH PROBLEMS IN CIVIL DEFENSE 

Lieut. Col. Ingalls H. Simmons (MC), TJ. S. Army 


Abraham Lincoln stated tlie major problem of 
lisaster survival succinctly when he said, “You can’t 
escape the responsibilit)’ of tomorrow by evading it 
today.” Altliough no one at present has all the 
answers to tlie problems of survuval in mass disas¬ 
ter, it is most important that we become acquainted 
yyith tlie answers we do have and begin thinking of 
possible solutions to problems which we know may 
arise in our particular situations. 

Major Gen. James P. Cooney, deputy’ surgeon 
general, has classified people involved in disaster 
into five major hTies: tire overly optimistic, tire very' 
religious, the fatalistic, the ultraneurotic, and the 
sensible. The optimist is convinced that whatever 
is going to happen to him is all for tire best. The 

Director, Department of Preventive Medicine, Army Medical Service 
School, Ft. Sam Houston, Texas. 


verj' religious type dismisses the problem, too, by 
declaring, “Let God’s will be done.” The fatalist be¬ 
lieves he is safe until his number comes up, ■'ind 
there is not much he can do about it any’xy’ay. The 
ultraneurotic person may even go out and commit 
suicide to keep from being harmed by the atomic 
bomb. The sensible type is the only one who takes 
a positive approach to the problem: he attempts 
to plan ahead and to learn everything possible to 
protect himself and others, should disaster occur. 
The attitude of the sensible type is the one we 
should all try’ to have. 

Our thinldng in terms of disaster situations may 
be stimulated when we consider, for example, that 
at Hii’oshima approximately 70,000 persons yvere in¬ 
jured and about the same number killed when tlie 
atomic bomb fell on that city. At Nagasaki about 
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40,000 were injured iind very close to the sinnc num¬ 
ber killed. Foregoing ii hit of our culture and com¬ 
forts and getting down to basic essentials, wo real¬ 
ize that the first necessities after a disaster will he 
water, food, and .shelter. 

Initial Survival Period 

In ever)' home, in every eating establishment, and 
in many office buildings there are excellent sources 
of cmergenc)' water supply—sources which in the 
confusion of disaster we arc apt to forget, even 
though they are close at hand. W'ater in bottles in 
the refrigerator and from melted ice cubes is per¬ 
fectly safe and protected, \^^lter-packed canned 
fruits and s’cgetables will also provide a good source 
of water. The home water heater, which usually 
contains at least 2,u gallons of water, can be drained 
by opening a tap at the bottom. A minimum of 7 
gallons of water per person per week is the recom¬ 
mended amount. 

On the shelves in most homes can be found a 
fairly adequate supply of cmergcnc)’ foods, such 
as canned fruit, fruit juices, vegetables, meats, 
soups, canned or powdered milk, baby food, raisins, 
packaged cereals, and dried food, wliich are all ex¬ 
cellent, safe food. Each family .should keep on their 
shelves an adequate supply of foods of this type 
and should rotate them frequently, as many may 
deteriorate. 

The requirement for shelter, the next considera¬ 
tion, will vary with geographical and seasonal situa¬ 
tions. There is a great difference between what is 
needed for adequate shelter in New York City or 
Chicago in the middle of winter and the South in 
summer. Shelter includes not only buildings but 
some sort of body covering, such as clothes, blan¬ 
kets, and sheets. If a disaster occurs in the middle 
of the night, many people may not be adequately 
clotlied. Consideration, must be given to tlie age 
and physical condition' of the people. Secondary 
hazards in shelters can occur from esca]ping gas, 
from leaks from gasoline storage tanks, from elec¬ 
tricity, from man-made fires or collapse of buildings. 

Later Survival 

After the initial survival period, added to tlie 
problems of thirst, hunger, and shelter will be oth¬ 
ers: insect and rodent control, stray animal control, 
waste disposal, proper handling of bodies, immuni¬ 
zation, personal hygiene, dissemination of informa¬ 
tion, pharmaceutical and laboratory supplies, ob¬ 
stetrics, and care of premature infants, little chil¬ 
dren, and the aged. Survival during tire initial stages 
after a disaster is predicated largely on the initiative 
and preplanning of the individual; later, continued 
surviv'al depends on the prior planning of the com¬ 
munity. 

Another imposing problem—the obstetrics prob¬ 
lem—is often overlooked in ■ planning. During the 
bombing of Hiroshima, 27% of all pregnant women 


had abortions, miscarriages, or normal deliveries. 
Survival of the United States is dependent on the 
survival of children and of women of child-bearing 
age. Any plan must consider care of postnatal and 
premature infants, as well as normal infants, Other 
special nursing problems will include care of aged 
persons and children whose parents are lost or dead. 

The proper handling of bodies is a major prob¬ 
lem which people do not like to face. What will be 
done with from 30,000 to 100,000 bodies? Disposing 
of them in individual graves would be an impossi¬ 
bility. Stacking and cremating them would be un¬ 
satisfactory because 407o of the material would re¬ 
main to be disposed of in another way. The best 
method appears to be the large, mass grave. The 
bodies with whatever identification is available 
.should be placed in it and buried. Later on, when 
the situation is better, they might be exhumed, 
identified if possible, and given separate burial. 

Still another problem is the dissemination of 
information. Everyone should have a small batter)^ 
radio with the dial marked with small diamonds 
pointing to the Conelrad stations. These stations 
may well be the sole source of information con¬ 
cerning high points of radiation and location of 
supplementary water, food, shelter, and medical aid. 

Individual Measures for Survival 

Survival after a disaster corhes in steps. If you 
survive the original event, it is only by preknowl¬ 
edge and preplanning that you can continue to 
survive until another event, natural or man-made, 
takes your life. Planning for community survival 
must necessarily depend upon the survival of indi¬ 
viduals. To survive as an individual, you should 
take the following steps: When you receive warn¬ 
ing, close all doors and windows. If possible, back 
them up witir blankets, bedding, bureaus, or some¬ 
thing else to prevent tlie scattering of glass. If you 
are outside, seek cover in a ditch or in any place 
that throws a shadow on you; that way, you will 
get some protection, at least. If you are in a build¬ 
ing, seek cover under a bed or any substantial 
object. At home, if you have a chance, hide under 
the cellar stairs, or in the corner of the cellar, where 
you will have at least 3 ft. of dirt between you and 
the bomb. This is the magic number—at least 3 ft. 
Wherever you are, always drop flat on your stom¬ 
ach. If you are out walking on the street when a 
bomb goes off, fall flat, face down, immediately. 
This is going to be a big American problem, be¬ 
cause we are just too curious. Curiosity pays divi¬ 
dends in some ways, but at the time of a tliermo- 
nuclear bomb it certainly null not pay you to look 
around to see what is happening. Keep your face 
down, and count off at least 20 seconds. Do not 
rush outside; you may rush out just at the wrong 
moment. You are much safer to stay where you 
are if you possibly can. This should be especially 
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stressed; know your signals and follow instructions. 
Remain calni, and don’t run wildly about—this may 
cost injury or death to you or your families. 

In disaster situations never take chances with 
food and water. Just the simple action of turning a 
can or a box upside down and opening the end 
that sat on the shelf, the table, or the floor may 
save your life. Remember that radioactive fall-out 
material is just like dust. It is as if you took the 
sweepings in your vacuum cleaner, shook it in front 
of a fan, and let it blow all over your home. The 
main problem is to keep fall-out from getting into 


your stomach, where it can really do damage. Get 
ofBcial information over your Conelrad stations on 
your battery radio and follow it carefully. Above 
all, plan and prepare intelhgently ahead of time 
for disaster, so that when it strikes you and others 
may survive. 

Apathy, stupidity, and procrastination can be 
the cause of more casualties than the initial dis¬ 
aster. To preserve our birthright of life, libert}', 
and the pursuit of happiness, we must not trust 
solely in groups, governments, or God but rather 
plan and prepare intelligently. 




AMERICAN MEDICAL ASSOCIATION SPECIAL STUDY PROJECT REPORT 

Earle Standlee, M.D., Chicago 


Prior to the successful detonation of the hydro¬ 
gen (fission fusion) bomb in November, 1952, and of 
the uranium (fission fusion fission) bomb in Febru¬ 
ary and March, 1954, medical aspects of civil de¬ 
fense planning had been concerned primarily with 
mass casualt)' care, little or no thought having been 
given to tlie care and treatment of noncasualties. 
Civil defense had been considered more or less in 
the light of scattered atomic disasters Mtlr recuper¬ 
ative responsibilities within tlie states and their 
local political subdivisions. This was die apparent 
concept of the 81st Congress, as stated in Public 
Law 920 (kno\TO as the Federal Civil Defense Act 
of 1950). 

With the advent of the larger weapons and the 
knowledge of their vastly increased destructive 
capabilities, civil defense began to take on a newer 
meaning; national survival Muth the capability of 
the surviving population to arise from die ashes of 
mass destruction and piece togedier the remaining 
segments of national economy to support the armed 
forces in waging war to a successful conclusion. 
Likewise, the medical problem began to assume 
correspondingly larger proportions, in that under 
diis concept medical care must now encompass not 
only die treatment and care of mass casualties but 
noncasualties as well. In addition, the medical prob¬ 
lem xvould be further compounded by die tremen¬ 
dous loss of professional and nonprofessional medical 
personnel, as well as a large percentage of existing 
medical facilities and large segments of the medical 
manufacturing industr>'. Medical planners in the 
federal government (Federal Civil Defense Admin- 

Director, Commission on a Kalional Emergency Medical Care Plan, 
American Medical Association. 


istration) thus became faced with professional facets 
which they felt only the medical profession itself 
could resolve. Included among these was the deter¬ 
mination to what degree medical allied personnel, 
such as nurses, dentists, and veterinarians, could 
participate in medical care techniques ordinarily 
reserved for physicians and what training tliey 
should have in peacetime to prepare for such par¬ 
ticipation following mass attack. It was with this in 
mind that tlie FCDA sought and obtained a re¬ 
search contract with the American Medical Asso¬ 
ciation to develop criteria needed as a basis of a 
national emergency medical care plan for the treat¬ 
ment and care of the surviving population in the 
event of tliermonuclear warfare involving the 
United States. 

In tlie Scope of the Contract, the A. M. A. is 
called upon to study, develop, and recommend the 
planning, training, and operational organization 
needed as the basis for a national emergency medi¬ 
cal care plan. It furtliermore calls for the A. M. A. 
to furnish advice and recommendations for an 
organizational plan ivhich will result in the opti¬ 
mum of medical care to the United States in the 
event of enemy attack, study and develop recom¬ 
mendations for the utilization of professional and 
nonprofessional personnel of tlie medical and re¬ 
lated professions in a postattack period to carry out 
the medical care plan, outline the basic role and 
emergency medical responsibilities of the medical 
profession in the immediate preattack and post¬ 
attack periods, outline those functions and respon¬ 
sibilities of the medical profession that may be 
properly delegated and performed by paramedical 
personnel under the general direction of the medi- 
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cal pvofcssion, furnish ndvicc and rcconimendalions 
a.s to (he training and education that is needed by 
all health ]iersonncl, professional and nonprofes' 
sional, so that they may he prepared for operational 
capability in the event of enemy attack, and fur¬ 
nish advice and recommendations as to the post¬ 
attack sorting of casualties. 

Activation of the Project 

For carrying ont its responsibilities nndev the 
contract, the A. M. A. created the Commission on a 
National Emergency Medical Care Plan and \’estcd 
it with the authority and responsibility for planning, 
initiating, establishing, and directing the study 
project. 

The Commission viewed civil defense not in the 
more common and limited concept of being "con¬ 
cerned mainly with rescue operations and services 
to stricken populations” but rather in the broader 
concept of its being a dynamic aspect of national 
defense with importance second only, if not equal, 
to that of military defense and concerned “with the 
whole complex of nonmiiitary activities necessary 
to prepare and mobilize the nation’s economy 
against possible war, to survive and emerge from 
tile ashes of attack, to maintain the continuity of 
government and essential production, and to pro¬ 
ceed toward partial recovery and then tow-ard full 
resumption of peacetime pursuits.” The latter con¬ 
cept was that which had been adopted by the Con¬ 
gressional Subcommittee on Military Operations in 
its studies of “Civil Defense for National Survival.” 

Major Gen. Otto L. Nelson, who headed the East 
River Study Project in 1931 and the review of that 
study in 1955, in a statement to the Subcommittee 
on Military' Operations on March 4,1956, described 
briefly the various views on civil defense that seem 
to have some measure of acceptance. I would like 
to quote from his statement in indicating these 
views; 

First of all, there are those who believe that nothing 
should be done and no money should be spent at all on non- 
military defense. This view holds that the United States 
should spend its money and expend its resources on a strictly 
military defense program in the belief that in this way we 
get tire most for our money and that, as a minimum, we 
need to spend all that economy can afford on our military 
fighting forces. In effect, our people, cities and industries 
have to be considered as expendable because it either costs 
too much to defend tliem or, no matter how much is spent, 
the defense is still ineffective. This view holds that a calcu¬ 
lated risk must be taken with respect to our cities, industries 
and people and that our over-all defense is best served by 
spending all available resources on strictly military defense. 

A second view is quite close to the first, except that it 
supports a minimum nonmilitary defense program that is 
admittedly inadequate and ineffective. I suppose that essen¬ 
tially tliis is a sophisticated attitude which would lead the 
people of the country to believe that some effective steps 
were being taken for their protection in an atomic age, al¬ 
though actually the program is so -ineffective as to be a 
total waste of funds involved. Perhaps an extreme way of 
putting it is to say that, under the concept, one considers 


the nonmiiitary defense task to be so difficult, complex, and 
expensive that there is no practical or effective solution. 
However, this is not to bo admitted publicly but instead an 
inefreclive, phantom program is set up witli appropriate 
individuals and agencies to serve as scapegoats if such are 
needed at n later time. In a sense, one might say that this is 
a "cover plan.” Such has been used in military operations in 
an etfort to delude the enemy that military activities were 
going on in an area with a view tow.ard later military opera¬ 
tions which, of course, were not contemplated. In the field 
of nonmiiitary defense, I doubt that such indications of a 
nonmiiitary defense cover plan with ineffective activity 
would delude an enemy, but it might lull the general public 
of the United States into a false sense of safety in this atomic 
age. I suppose the justification for such an attitude is tlie 
feeling that for political reasons something must be done, 
so you make a gesture in the absence of any effective pro¬ 
gram or the knowledge of how to undertake one. 

A third view is that nonmiiitary defense ought to be a 
vital and continuing part of an over-all and balanced total 
defense program. This view recognizes that our active mili¬ 
tary defense forces should have first claim on tlie defense 
funds that are av.ailable. Certainly, a strong balanced armed 
force of land, sea and air elements is needed, capable of 
fighting an atomic w.ar or available to block the Soviets’ use 
of power politics through satellite countries where resource 
to atomic weapons might be avoided. In addition, there is 
needed the continuing maintenance of the military miglit 
needed to strike a crushing retaliatory atomic blow against 
an aggressor. 

In its studies the Commission followed the 
concept outlined in the third view. In laying tire 
groundwork for its study, the Commission elected 
to obtain material from the following sources: 
(1) a hjopothetical 20-megaton ground burst ther¬ 
monuclear attack upon a selected geographical 
area, (2) planning data developed by the several 
states in their critical target areas, (3) pertinent 
literature, including governmental and nongovern¬ 
mental publications, and (4) conferences and com¬ 
munications with appropriate agencies and indi¬ 
viduals. 

In making its selection of a geographical area for 
study, the Commission gave consideration to five 
selected areas before making final decision on the 
Minneapolis-St. Paul complex. The reasons for se¬ 
lecting this area were as follows. It is included in 
the FCDA list of critical target areas. Both cities 
can be destroyed with a single 20-megaton ground 
burst attack. The area has available space relation¬ 
ships for radius utilization in all directions. A river 
(Mississippi) runs tlirough the center of the target 
area. The overflow into Wisconsin brings in politi¬ 
cal factors. The surrounding area abounds in food 
and water. Civil defense planning, including medi¬ 
cal, was reputed to be well advanced. Good work¬ 
ing relationships were reputed to exist between 
persons and organizations concerned. Top level 
leadership exists arid has a high degree of motiva¬ 
tion. Good health personnel and facility data were 
reputed to have been developed. The Mayo Clinic 
and affiliated facilities, with 800 physicians and 
capacity for expansion to 9,200 beds, provides an 
asset outside the target area. The state of Minne- 
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sota reputedh' has an effective civil defense legis¬ 
lative act which provides for strict discipline in the 
e\’ent of a major emergency. 

Approach to Study 

The Commission then approached the study on 
a four-phase basis as follows: 

Phase J.—Fact-finding and data gathering were 
attained by ohseiwation of planning activities, dem¬ 
onstrations, staff exercises (Operation Alert 1958) 
in Minnesota, and mass casualty' courses given by 
the Arm)'; by review of planning data in Minnesota 
and tlie various (36) otlrer states; by conferences 
with planning personnel in Minnesota; by confer¬ 
ences and meetings with representatives of the 
Minnesota Medical Association and Hennepin 
County (Minn.) Medical Societ)'; and by review of 
published literature. The latter includes hearings 
before the svrbcommittee (Holifield) of the Commit¬ 
tee on Government Operations, House of Repre¬ 
sentatives, S4tli Congress, 2nd Session, 1956; ex- 
tracts of hearings, prepared statements, and Report 
of tire Medical Service Task Force of tlie Commis¬ 
sion on Organization of the Executive Branch of tlie 
Government, 1954 (Hoover commission); reports 
of civil defense conferences; articles on medical 
aspects of cR'il defense published from time to time 
in The Jouex.\l, Minnesota Medicine, California 
Medicine, and Canadian Medical Association Jour¬ 
nal; and pampldets, bulletins, and other literature 
published and disseminated by the Office of Civil 
and Defense Mobilization. 

Phase 2.—Analysis of data and findings involved 
examination and classification, evaluation—weighing 
the important relevance of each, and determination 
of their relation to each other and to other similar 
existing data. 

Phase 3.—A tentath'e generalized plan outline 
was dev'eloped. 

Phase 4.—Conclusions were developed and rec¬ 
ommendations submitted. 

Participation of Medical Organizations—From 
the beginning; the Commission considered it essen¬ 
tial to bring into tlie research study, on a partici¬ 
pating basis, national health and medical organiza¬ 
tions which would be directly involved in the 
medical management and care of the surviving 
poj)ulation in the e\'ent of an enem)' mass attack 
on tlie United States. After due consideration, it 
was decided that such participation would, under 
the circumstances, best be effected by the estab¬ 
lishment of appropriate task forces to assist the 
Commission in its study project. 

This concept was concurred in by representatives 
of the following national organizations: American 
College of Surgeons, American Dental Association, 
American Hospital Association, American Nurses’ 
Association, National League for Nursing, Ameri¬ 
can Public Healtli Association, and American Vet- 
erinar)' Medical Association. 


Task Forces 

Three task forces were established to assist tlie 
Commission in its studies of tlie items, specifically 
called for in the contract: Task Force on Organiza¬ 
tion, Task Force on Personnel Training and Utiliza¬ 
tion, and Task Force on Emergency Medical Care. 

The Terms of Reference of die Task Force on 
Organization called for two areas of consideration 
in its studies: (1) tiiat of a national organization 
with its mission, organizational structure, position 
in the national plan, and channels of communica¬ 
tion smth delegation of responsibility and audiority 
and (2) that of a local organization with its various 
elements of organizational structure, their functions, 
and operational procedures. The following organi¬ 
zations participated dirough representation in this 
task force, under die general direction of the 
A. M. A. study group: American College of Sur¬ 
geons, American Public Health Association, Ameri¬ 
can Hospital Association, American Dental Associ¬ 
ation, American Nurses’ Association (also repre¬ 
senting the National League for Nursing), and 
American Veterinary Medical Association. 

In its Teirnis of Reference, the Task Force on 
Personnel Training and Utilization was called on 
to recommend the manner in which the various 
categories and numbers of health personnel suiMv- 
ing a mass attack could best be utilized to cope 
with the many varied and complex medical prob¬ 
lems with which the nation immediately would be 
faced. It also called for recommendations for the 
development of policies, means, methods, and pro¬ 
grams for the training and education needed to 
prepare all health and medical personnel, profes¬ 
sional and nonprofessional, for occupational capac¬ 
ity in the event of enemy thermonuclear attack. 
The following organizations participated in the 
studies of this task force: American College of 
Surgeons, American Academy of General Practice, 
American Public Healtli Association, American Hos¬ 
pital Association, American Dental Association, 
American Nurses’ Association, American Veterinary 
Medical Association, and American National Red 
Cross. 

Terms of Reference for tlie Task Force on Emer¬ 
gency Medical Care called for consideration to be 
given to every possible means and methods of cas¬ 
ualty management that would provide optimum 
care under mass attack circumstances. It was also 
asked to consider die desirability and practicability 
oRutilizing paramedical personnel to perform under 
the supervision and direction of physicians certain 
medical functions, particularly lifesaving functions, 
ordinarily performed by physicians tliemselves. Its 
Teniis of Reference pointed up the problem of 
triage or sorting, and die task force was asked to 
give consideration to the development of medical 
mediods and means of maintaining the personnel 
resources of die United States svith the maximum 
strength possible under the circumstances to assure 
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the nation’s survival. TIio following organizations 
p.nticipatcd in this task force’s .sTiulics: American 
College of Surgeons, American Public Health As.so- 
ciation, Amorican Hospital Association, American 
Dental Association, American Nurses’ Association, 
and American Academy of General Practice. 

National Civil Defense Slmlics 

In conducting its studies, the Commission has 
taken adsnintagc of two c.xhanstive inquiries, one 
on the subject of civil defense for national survival 
and the other on medical planning for total war. 
Tlie first of these two was conducted o\’or a period 
of a year by the military operations subcommittee 
of the Committee on Government Operations, 84th 
Congress, 2nd Session, commonly referred to as the 
“Holifield subcommittee.” The other inquiry was 
conducted by the Medical Services Task Force of 
file Commission on Organization of the Executive 
Branch of the Government, commonly refened to 
as the “Hoos’er commission.” Tlic report on this 
study was published in 1954, while that of the 
Holifield subcommittee was published in 1956, Botli 
studies gave strong emphasis to the need for a shift 
in civil defense responsibility from the states to the 
federal gos'emment in civil defense planning. The 
Holifield subcommittee strongly recommended that 
die federal agency charged with this responsibility 
be required to formulate a master plan for nation¬ 
wide civil defense and that such plan be pointed 
toward the establishment of an integrated, nation¬ 
wide civil defense system. 

Tlie medical task force of the Hoover commission. 
in its summary and conclusions stated that “a com¬ 
plete medical plan is an inescapable requirement 
for survival in an atomic age. Our nation does not 
have such a plan at this time [1954] nor is it possible 
to formulate one without some drastic revisions in 
national policies and organization. As a nation we 
are grossly unprepared, medically, for total war. 
Present attempts at wartime medical planning, in 
our opinion, are ineffective. Multiple approaches to 
the medical problems of civil defense, which have 
been adopted by the various states, have resulted 
in an uncoordinated and inoperative program. . . . 
Failure to take forceful and aggressive national 
action to prepare ourselves medically and other¬ 
wise for devastation and destruction of atomic war¬ 
fare is, in our opinion, an open invitation to dis¬ 
aster.” 

Organizational Criteria 

In developing its criteria, the Commission made 
the assumption tliat “a Federal agency charged 
with the plarming for, and capable of directing, the 
recovery efforts of the United States following a 
toass attack thereon, and so integrated into the 
Federal .government as to assure coordination be¬ 
tween all interested agencies, botli prior and subse¬ 
quent to such an attack, not only is necessary, but 


is attainable.” It furthermore assumed that “the 
United States was able and willing to spend ade¬ 
quate funds on a well conceived civil defense plan 
for the nation.” 

The Commission views the task of preparing a 
national emergency medical plan which would, in 
fact, prepare the nation, medically, for total war, 
as a tremendous undertaking but one that is not 
unattainable and that should be initiated at tire 
earliest moment. In its conclusions, the Commission 
considered the following steps necessary to initiate 
and develop such a program; 

First, a medical planning group would be estab¬ 
lished at federal le\'el, staffed with an adequate 
number of specialists to permit an accurate estimate 
of the current situation, a determination of the med¬ 
ical requirements, an evaluation of the potential 
medical resources within the United States, and the 
formulation of plans which, when implemented, 
will provide the maximum care to the greatest num¬ 
ber with the means at hand. The planning group 
should be under the cognizance, if not the direc¬ 
tion, of the OCDM. 

Second, on formulation and approval of oper¬ 
ational and training plans prepared by the initial 
group, a training organization would be established 
as a major division of the operational headquarters 
to be formed at federal level. Tire training division 
would be staffed with an adequate number of train¬ 
ing specialists, as determined by the planning 
group, and composed of many of the personnel of 
the group, whose missions would have now been 
discharged. This division, under the supervision of 
the medical director, would be responsible for pre¬ 
paring the detailed training programs, written ma¬ 
terial and training aids appropriate for insti'uction 
of each level, and grouping of citizens in the United 
States; distributing and supervising the use of such 
material; furnishing all manner of advice and assist¬ 
ance in execution of the training programs; prowd- 
ing competent training teams to assist in organizing 
similar teams at state and other levels; and even 
conducting training for some of the higher echelons 
witliin tire profession. 

Third, concurrently with formation of the train¬ 
ing division there would be organized at peacetime 
strength the final, permanent, operational medical 
element of the agency charged with the supervision 
and control of national survival efforts. This group 
would become the medical directorate, which 
would correspond to the Office of the Surgeon 
General of the Army, Navy, Air Force, or Public 
Health Service. Formation of the final organization 
at reduced steength is necessary on completion of 
the planning phase in order that a functional direct¬ 
ing headquarters, capable of immediate e.xpansion 
and efficient operation, would be available should 
war be thrust on the country prior to completion of 
the training phase of the three-step program. On 
attainment of a satisfactory training state, or at any 
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time deemed appropriate, the training division will 
be reduced in size and reassigned to the nonprofes¬ 
sional division of the director’s office as a training 
section. 

In case of war or impending war, the medical 
directorate would be e.\panded to required strength, 
would become fully operational, and would absorb 
such personnel of the training division or section as 
may be required under the then existing circum¬ 
stances. The determination as to where the medical 
directorate should function in the federal structure 
in peacetime has not been made. It is believed, 
however, that the medical directorate should be a 
major part of an agency whose functions pertain 
primarily to survival of the nation after an attack. 

Planning Group 

In the organization of the medical planning 
group, the director has a deputy, legal adviser, 
comptroller, and office administrator. The director 
is responsible for planning and recommending the 
organizations, missions, functions, and mode of 
operation of the future medical directorate, or 
medical headquarters to include the training di¬ 
vision. The deputy assists the director in all of the 
latter’s activities. An office administrator is re¬ 
quired to handle the administrative matters within 
the office. A legal adviser is essential in order that 
the director may avoid the enunciation of policies 
and the preparation of plans that may run afoul of 
federal and state laws and statutes. Legal advice 
will also be required on matters pertinent to pro¬ 
posed legislation and repeal of hampering legislation. 

Subordinate to the director are two major group¬ 
ings; (1) the operations division and (2) the profes¬ 
sional di^'ision. The operations division chief and 
his deputy are the master planners. They have a 
publications editor to assist in such matters as edit¬ 
ing, determining format, and selecting pictures, 
illustrations, types of paper, and binding, and 
similar printing problems. 

Organization Branch.—The organization branch 
of the operations division would have primary re¬ 
sponsibility for determining and designing or re¬ 
designing the medical field organizations of all 
types required to provide casualty and noncasualty 
care to tlie survmng population. Such organizations 
would include first-aid stations, field hospitals, spe¬ 
cialty treatment centers, specialty teams, convales¬ 
cent hospitals, holding units, medical supply depots, 
and motor, rail, water, and air evacuation units, 
among others. 

Plans Branch.—The plans branch would deter¬ 
mine die number of field assemblies of the various 
types required and the allocation thereof to the 
states; choose the storage sites for assemblies, sup¬ 
plies, and equipment held in strategic reserve; pre¬ 
scribe the doctrine relative to the employment of 
field units, fi-xed installations, and nonmedical per¬ 
sonnel; devise plans that will assure the necessary 
communications and transportation facilities for 


emergency situations; prepare the plans that vill 
assure that the general public is adequately in¬ 
formed of the problems involved and tlie progress 
being made toward their solution; determine the 
final personnel strength and organization of the 
medical directorate, with special attention to 
the training division, and prepare the final, over-all 
training and operations plans for the director. 

Training Branch.—The training branch would be 
charged with preparation of adequate training 
plans for all categories of personnel capable of 
absorbing technical and first-aid training; determi¬ 
nation of the training literature and training aids 
that will be required; determination of which e.xist- 
ing literature and training aids are suitable; and 
working out of practical training plans with the 
various states, professional and nonprofessional 
groups, professional, semiprofessional, and nonpro¬ 
fessional schools, fixed and field-type medical in¬ 
stallations, and governmental and public informa¬ 
tion media, in order to insure maximum training 
for personnel of all categories, to include the gen¬ 
eral public. 

Equipment and Supply Branch.—The equipment 
and supply branch would determine the items of 
equipment and supply and amounts thereof to be 
provided each type of field unit, as well as the 
amounts to be placed in strategic storage; prescribe 
storage, stock record, rotation, and inventory pro¬ 
cedures; determine suitable packing and crating 
specifications; and devise methods to insure against 
deterioration of stocks in storage and against loss 
.through fire and pilferage. 

'The professional division chief and his deputy 
are the master planners insofar as casualty and 
noncasualty care, preventive medicine, and public 
health matters are concerned. 

Medical Care Branch.—To assist these planners, 
a medical care branch would be established, con¬ 
sisting of tliose medical specialists required to de¬ 
termine principles and practices which would be 
followed to insure the best possible care to the 
greatest number after a nuclear disaster. Addition¬ 
ally, the medical care branch would determine 
recommended priorities for treatment, the recom¬ 
mended employment of medical personnel, and, in 
conjunction with the allied professions branch and 
the plans branch, the recommended employment of 
allied medical personnel. Proposed training prO" 
grams for medical and nursing personnel would be 
prepared and submitted to the training branch for 
incorporation into the final programs. Plans for 
obtaining, preserving, shipping, and use of whole 
blood, blood derivatives, and plasma volume e.x- 
panders would be the responsibility of the medical 
care branch. 

Allied Professions Branch.—The allied professions 
branch, in conjunction with the medical care branch 
and the operations division, would determine the 
recommended employment and training of the vari¬ 
ous categories of paramedical personnel. This 
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bnmch would ulso be clv.ivgcd with determining 
which laws and .slatiitos currently interfere with 
the adequate training of paramedical pcr.sonnel 
and, in conjunction with the legal adviser, devis¬ 
ing ways and means of hax’ing such laws suitably 
amended or repealed. 

rtiblic Health /Jranc/i.—The function of the pub¬ 
lic health branch would be the preparation of plans 
to insure the continued health and physical stam¬ 
ina of the large numbers of uninjured, both prior 
and subsequent to a thermonuclear attack. This is 
a problem of very great scope. A medical intelli¬ 
gence officer is included in the public health branch 
for the purpose of keeping all members of the 
medical planning group apprised of those develop¬ 
ments in nuclear energy which have medical impli¬ 
cations and which either have not been published 
or have been published in foreign mediums. 

Biological and Chemical Branch.—Since the use 
of chemical and biological agents by a potential 
enemy cannot be eliminated, a small biological and 
chemical branch has been included in the planning 
group to prepare those operational and training 
plans that will insure maximum protection from and 
rapid recoveiy after the use of these types of weap¬ 
ons. Also, this branch would recommend the organi¬ 
zation, functions, and missions of the biological and 
chemical branch of the medical directorate. 

Tlie planning group would include 29 physicians, 
1 dentist, 1 veterinarian, 4 nurses, and 32 laymen— 
a total of 67. These figures, at first glance, or to the 
uninformed, may seem large. Tliey are not as large 
as the problems to be solved by the medical plan¬ 
ning group, however, 'Without a planning staff ade¬ 
quate in numbers and quality, the plans devised 
thereby will be faulty or inadequate. 

Role of the Medical Profession 

Tire task force studies have indicated that tlie 
national allied medical and related associations are 
very much interested in the part they might be 
called on to play in the medical care of casualties 
and noncasualties after a mass attack on the United 
States. These studies have also indicated tlie will¬ 
ingness of those associations to follow the lead of 
the A. M. A. as the representative of organized 
medicine in developing a national medical program. 
The studies, furthermore, indicated a dire need for 
a medical organization in a top level federal agency 
engaged in civil defense planning with a similar 
need for a complementary organization within the 
medical and allied professions. 

Provision has been made for the participation of 
the medical and allied professions as well as tlie 
other related professions in the planning phase. A 
medical advisory council proper, consisting of nine 
physicians who are members of and appointed by 
the A. M. A., would be in a position to wield great 
influence not only on the government but on its 
own members and nonmembers of the medical pro¬ 
fession. 


At no time in history has such a challenge been 
presented to any professional organization as that 
currently posed on medicine by the threat of an 
all-out war involving the continental United States. 
Not only is it the duty of organized medicine but 
it is the right and privilege of physicians in tlie 
United States, through the A. M. A., to assume tlie 
lead in advising the government on plans for both 
preventive and curative medicine to be imple¬ 
mented in case of national disaster. Undoubtedly, 
tlie medical profession is willing to assume the 
leadership in solving the multitude of problems 
involved. Certainly, the allied medical professions 
arc looking to the A. M. A. for such leadership. A 
full-time staff is considered an essential element of 
the advisory council. 

The functions of the council would be to provide 
advice to the director of OCDM and to the director 
of the medical planning group on all phases of dis¬ 
aster and survival medicine, national medical or¬ 
ganization and functions, national medical plans 
and policies, field medical organizations, their em- 
jrloyment and equipment, utilization and training 
of medical and allied health personnel, training of 
all segments of the population, medical equipment 
and supplies, public health, preventive medicine, 
and welfare matters, medical aspects of chemical, 
biological, and radiologic warfare, and communi¬ 
cations and transportation required to support the 
medical efforts. 

Such advice would be given when sought by 
either of tlie directors, when new material should 
be made known to eitlrer of the directors, and when 
material published or about to be published by tlie 
planning group is not in keeping witli policies and 
principles of tlie A. M. A. or the high traditions of 
the medical and allied professions. 

To assist the council would be six advisory com¬ 
mittees, each consisting of experts in then' fields, 
appointed by their parent national organizations at 
the invitation of the A. M. A. These committees 
would work on problems pertinent to their fields, 
prepare appropriate studies and recommendations, 
and submit tliem to die council for its consider¬ 
ation. Material approved by the council would be 
transmitted to the director of the medical planning 
group through the director of the OCDM for in¬ 
corporation into plans, procedures, or policies, as 
appropriate. 'Wlien accord between the council and 
the planning group is reached, such material would 
be translated into policies for dissemination by die 
A. M. A. through state and county medical so¬ 
cieties to members and other professional and in¬ 
terested organizations. 

With such an organization in being and function¬ 
ing, not only would the federal government feel 
secure that its medical plans and policies were fea¬ 
sible, proper, and sound but organized medicine 
and all allied interests would also feel secure that 
the steps taken by the federal government to pre¬ 
pare for an eventuality were the best possible. 
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Further, the A. M. A. would be providing the lead¬ 
ership and guidance so sorely needed, would be in 
a commanding position insoifar as solutions to na¬ 
tional disaster medical problems are concerned, and 
would be assuming its rightful role not only in this 
important phase of medicine but also in the very 
survival of the United States. 

In all previous wars, while the medical profession 
has been an important adjunct to combat and mili- 
tar)' activities it has nonetheless been no more than 
an adjunct. In the future all-out, mass-tj'pe warfare, 
plans for employment of the medical and allied 
professions prior to combat and the effectiveness 
vith which their skills and resources are applied 
immediately afterward will determine whether the 
nation lives or dies. 

Medical Directorate 

The organization of the medical directorate is a 
much more extensive establishment. While the 
medical planning group was made up of a number 
of planners, free of preconceived ideas and stereo- 
tJT>ed drinking and with missions that will prob¬ 
ably require two years to complete, the medical 
directorate is designed to be a permanent body, so 
organized and staffed as to e.xecute the operational 
and training plans of the predecessor organization 
and prepared to supervise and direct the nation¬ 
wide medical service in the event of a national 
disaster. 

The broad functions of the medical directorate 
would be to maintain current die estimate of the 
medical situation in the United States; maintain 
current the estimate of tire medical requirements 
necessary to support the United States in case of a 
national disaster; maintain current the estimate of 
the medical resources available in the United States; 
maintain current die operational plans which, on 
implementation subsequent to an attack of any type 
on die United States, will provide the greatest 
amount of medical care to die greatest number; 
be prepared to execute prepared national medical 
plans and policies; maintain current the training 
plans which vail insure tiiat all segments of the 
population of the United States are prepared psy¬ 
chologically for an all-out attack and are prepared 
to assist themselves and others through die pro¬ 
lusion of self-aid and first-aid and that those groups 
Mutli die potential are prepared to assist the healdi 
professions in die care of the surviving casualties 
and noncasualties; carry out the training plans for¬ 
mulated by the medical planning group; maintain 
a complete, up-to-date, detailed listing of medical 
and allied healtii personnel in the United States to 
permit an immediate mobilization in case of dis¬ 
aster; determine, procure, allocate, disperse, store, 
and maintain, records on and surveillance over the 
medical supplies and equipment, including first-aid 
supplies, required to provide medical service to the 
surviving casualty and noncasualty population of 


the United States after an all-out attack; determine 
and promulgate the policies and principles pertain¬ 
ing to disaster medicine that will insure maximum 
care to the greatest number within tlie means avail¬ 
able subsequent to an all-out attaek; determine 
ways and means and promulgate policies and prin¬ 
ciples that will provide the maximum protection 
against and the most rapid recovery from the effects 
of chemical, biological, and radiologic warfare 
agents; determine ways and means and promulgate 
policies and principles tliat will insure maintenance 
of the highest possible state of health, well-being, 
and morale of the uninjured surviving population; 
be prepared to establish a statistics and medical 
records olBce; supervise the activities of the medical 
sections of the regional offices; maintain liaison 
with those professional associations, agencies of tlie 
federal government, educational institutions, and 
industries whose activities have an impact on med¬ 
ical civil defense; and obtain, evaluate, and collate 
information pertaining to all aspects of mass weap¬ 
ons having medical implications and generate med¬ 
ical intelligence. 

The medical directorate would be organized and 
become functional immediately on accomplishment 
of the missions assigned to' the medical planning 
group. The reason is twofold; (I) to initiate execu¬ 
tion of the plans devised by the planning group 
and (2) to have in being an organization ready to 
function in case of war. 

Space does not permit a detailed description of 
the medical directorate, its personnel requirements, 
and its functions. Furthermore, the detailed plan¬ 
ning for this organization is properly tlie function 
of the planning group, based on its estimate of the 
over-all situation. 

Conclusions 

I wish to emphasize that if an adequate medical 
service is to exist and be ready to function when 
required, a coordinated and comprehensive effort 
by an adequate staff to develop and implement a 
feasible plan is an immediate essential. The prob¬ 
lem of health and medical care in the nuclear age, 
when living casualties after one attack may number 
millions, vv’hen medical resources probably will not 
be adequate to,-cope with the overwhelming num¬ 
bers dependent on those resources, and when every 
individual who has a potential for work must retain 
that potential or have it restored to him at the. 
earliest practicable moment in order that he may 
return to some form of recovery activity, is the most 
serious and vital problem that the United States, 
and especially organized medicine, has yet faced. 
Without a planning effort and a training effort in 
keeping witli the magnitude of the problem, tlie 
recovery after an attack on this country, and even 
the life of the country itself, is in serious jeopardy. 
I believe the plan presented wU meet tlie require¬ 
ments of the situation. 
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Shortly after 6 p. m, on Friday, June 20, 195S, 
Alameda and Contra Costa counties in California 
began picking up the pieces that remained from 
the largest disaster ever to strike the area. A simu¬ 
lated earthquake equivalent in force to the famous 
San Francisco quake of 190G rained death, destruc¬ 
tion, and min on the two heavily popidatcd areas. 
By tlic time the count was completed, casualty fig¬ 
ures ran to well over 3,000. The total number of 
dead had not been tabulated since the full disaster 
relief effect of both counties was directed toward 
emergency collection and treatment of the injured. 
Within the four-hour period from 6 p. m. until 
10 p. m., a total of 2,100 simulated casualties had 
been collected at a dozen disaster sites and collec¬ 
tion and sorting stations, given first aid and emer¬ 
gency lifesaving treatment at these locations, loaded 
into innumerable moving vans and mass transpor¬ 
tation vehicles, and taken to hospitals in the bi- 
county area where they were provided with defin¬ 
itive medical treatment. 

Tlie operation was completed successfully only 
because some 3,000 persons took an active part in 
the disaster relief operation, all 24 hospitals located 
in tire Uvo-county area participated under their 
indhidual sector commands as did civil defense 
personnel of both counties and from all necessary 
ser\’ices, and, last and most important of all, inten¬ 
sive planning had preceded tlie operation on all 
levels. 

The best way to give you a picture of what was 
involved would be to follow the steps leading up to 
the actual exercise, describe the operation itself, 
then point out some of the lessons learned, botlr 
good and bad—what worked, and what did not 
work. 

Preplanning 

Operation Star culminated five years of work by 
the disaster committee of tire Alameda-Contra 
Costa Medical Association headed by Dr. Wayne 
Chesbro. It began with stimulating the formation of 
concrete hospital disaster plans put to the test force 
by Operation Medic involving ohe hospital in 
Berkeley in 1956, then Operation Pill Hill involving 
five hospitals in Oakland in 1957, and an actual 
disaster by an explosion in a ship at Todd Shipyard, 
witlr 40 casualties. This was preliminary training. 

The definitive planning for Operation Star started 
five months ahead of the actual test operation. 
General ideas regarding its purpose and scope and 
the nature of the test exercise were discussed and 
agreed upon by the committee. 


Member, Committee on Civil Defense, Alameda-Contra Costa Medi¬ 
cal Association, 


3 he major objectives of the exercise were as fol¬ 
lows; (1) to offer training to the medical and tech¬ 
nical personnel of the disaster site sorting stations 
and the rcspcctir'e major hospitals of Alameda- 
Conlra Costa counties in the initial care of casual¬ 
ties from a major catastrophe of local nature and 
the eventual and definitive care of such casualties 
in the major hospitals; (2) to demonstrate the ade¬ 
quacy of medical planning and the coordination of 
such planning for large-scale local disaster by the 
Alameda-Contra Costa Medical Association; and 
(3) to invite observation and evaluation of such 
demonstrated planning by official civil defense per¬ 
sonnel of local, county, state, and federal levels, as 
well as members of the Council on National De¬ 
fense of the American Medical Association and the 
armed forces. 

Next, the nature of the disaster was discussed. 
Up to this time much of our planning had been 
with an atomic blast in mind. However, such a 
catastrophe tends to make an individual feel hope¬ 
less in the situation. Either yon have “liad it” and 
you will not need to worry, or it missed you and the 
catastrophe is so great that as an individual you 
cannot do much about it except to evacuate. These 
subjective feelings engender a lethargy and a feel¬ 
ing of ‘‘what is the use of working anyway, when 
there is a good baseball game I could go see';'” 

However, in California an earthquake is a very 
real tiring. In the San Francisco Bay area, history is 
related to two events: the gold rush or tire earth¬ 
quake and lire of 1906. A major eartlrquake fault 
line runs through Alameda and Contra Costa coun¬ 
ties, and one or more times a year we pick up the 
paper to read that a tremor of magnitude x was 
recorded or perhaps we are standing in the living 
room and hear a rumble and feel a shake. We look 
out to see if a truck is going by, tlien look up to 
watch the chandelier swinging and to see if there 
are any more cracks in the plaster. Tlius, we are 
conscious of earthquakes, and I personally have 
seen the results of the Santa Barbara quake of 1925 
and the recent Tehachapi quake. 

For the reason, then, that such an eartlrquake is 
an ever-present possibility in our area, it was de¬ 
cided to use a large quake of Richter magnitude 9 
as the destructive force. Moreover, an earthquake 
could realistically be expected to cause disruption 
of utilities as well as destruction of industries which 
routinely carry on all manner of chemical, biologi¬ 
cal, and radiologic processing operations. Here was 
an instrument for creating casualties from physical 
trauma, chemical and heat bums, smoke and fume 
inhalation, acute psychological trauma, and radi¬ 
ologic contamination. 
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Once general plans had been made, we soon 
found it necessarj^ to expand representation at the 
Alameda-Contra Costa Medical Association meet¬ 
ings to include the following groups, to whom 
specific assignments were given: civil defense direc¬ 
tors, sector chiefs, disaster chairmen of individual 
hospitals, women’s auxiliarj', military representa¬ 
tives from department of defense installations in¬ 
volved, American Red Cross, Boy Scouts and rang¬ 
ers, hospital labor councils, and news media. 

After die initial meetings called by the Bicounty 
Medical Association Disaster Committee had fa¬ 
miliarized the major participating agencies with 
the suggested format of Operation Star, detailed 
planning was further carried on by civil defense 
and Medical and hospital representatives in then- 
local jurisdictional areas. Over-all coordination of 
the bicounty program was effected by repeat meet¬ 
ings of the Medical Association Disaster Committee 
with attendance by representatives of local govern¬ 
ment. The 20-minute motion picture “Operation 
Pill Hill,” which recorded the salient portions of the 
earlier disaster drill involving five hospitals (four on 
one hill) in Oakland, Calif., was showm repeatedly 
to groups intending to participate in Operation Star. 
Copies of the film, produced by the Alameda-Con¬ 
tra Costa Medical Association, were made and re¬ 
tained for use and loan by the Oakland Civil De¬ 
fense and Disaster Organization and the California 
Department of Public Health. 

Although all local planning for the big drill did 
not necessarily follow a strict pattern, the detailed 
local plans for participation in Operation Star gen¬ 
erally consisted of two major coordinated efforts. 

Local Participation.—The first effort was toward 
community-wide coordination of all civil defense 
and sector chie| medical and health service par¬ 
ticipation. This involved alerting transportation, 
communication, law enforcement, medical and 
health, and ancillary personnel. In many cases, 
additional volunteer recruitment and training was 
necessary. The sector chief medical services and 
local civil defense organizations decided on the 
location of disaster-site sorting stations witliin their 
areas. In most cases public parks or school grounds 
were selected which were more or less equidistant 
to the hospitals to which tliey were to send patients. 
There were 12 disaster-site sorting stations actually 
used during the test. Altlrough local areas varied 
somewhat ■ in communications arrangements, the 
over-all plan was for each disaster-site sorting sta¬ 
tion to communicate directly to local respective 
area police radio control centers (generally by short 
wave radio) and from there by telephone to the 
Alameda-Contra Costa Medical Association Head¬ 
quarter Control Center. In the Oakland area, a 
further refinement of this plan included radio con¬ 
tact by handie-talkie units between tire triage com- 
mand'post at tire disaster-site sorting station and 
the individual medical teams dispersed at the dis¬ 
aster site providing field first aid to casualties. 


Casualty transportation was quite realistic and 
consisted of large moving vans volunteered for 
such use by local commercial transportation com¬ 
panies. As many as 15 casualties could be taken 
(without stacking litters in the van) to one hospital 
all at one time. Such forethought not only made it 
possible to deliver rapidly large numbers of cas¬ 
ualties for definitive treatment (wth a minimum of 
transport involved) but also imposed “surge loads” 
of casualties on the receiving hospitals. It was 
believed that such an arrangement more nearly 
approximated actual conditions in a large-scale 
disaster, in that it required the handling of large 
numbers of casualties at one time rather than one 
at a time which occurs upon arrival of an ambu¬ 
lance or automobile. 

Hospital Participation.—The second major local 
effort was undertaken by each of tire hospitals par¬ 
ticipating in the exercise. Several of tire 24 hospitals 
held preliminary drills in anticipation of the big 
quake. Each of the 24 reviewed, rvrote, or rewrote 
its hospital disaster plan with an eye toward bring¬ 
ing the plan up to date and familiarizing the staff 
rvith the plan. 

It is worthy of note here that only the most co¬ 
operative attitude was evidenced by all hospital 
staffs involved. It is, however, felt by some tliat 
recent changes in tire requirements of the Joint 
Committee on Accreditation of Hospitals (The 
Journal, Jan. 18, 1958) assisted materially in point¬ 
ing up the necessity for adequate hospital disaster 
planning. 

The Test 

Witlr preliminary planning for the exercise in the 
background we will attempt to give an account of 
what actually occurred during Operation Star with¬ 
out too much detail as to the line of authority' 
involved. 

Shortly after 6 p. m., casualties began arriving at 
the disaster sites. The casualties consisted of Boy 
Scouts, members of community civic and social 
groups, and families of participants. They were 
tagged with emergency medical tags on which 
diagnoses had been previously mitten, and small 
teams of first-aid workers and nurses under doctors 
directions went to work providing appropriate fife- 
saving and first-aid teclmiques. A command post 
was set up at each disaster site. These varied as to 
how elaborate they were, based on the equipment 
available. Characteristic, however, was the one at 
Lakeside Park. A message center was set up with 
short wave radio communication to the supporting 
hospitals and the Alameda-Contra Costa Medical 
Association disaster center. The telephone company 
ran in an emergency line, but it was soon swamped 
with calls. A loud speaker system helped to direct 
local activity'. Subchiefs for supply' and transporta¬ 
tion assumed their duties. Statistics on available 
hospital beds were rapidly gathered and kept cur¬ 
rent during the exercise. Casualties were rapidly 
treated and loaded on trucks to be transjrorted to 
designated hospitals. 
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Tlic hospitals were alcrlecl shortly after 6 p. m. 
and began calling their di.sastcr teams. Tire meth¬ 
ods for notifying personnel to report to the hospital 
varied, hut generally each department head or his 
representative on duty was responsible for calling 
in members of the department. Doctors were called 
cither by a special message center operator or by 
notification of ibc local telephone answ'cring sers’icc 
which called doctors on a prcv'iously prepared list. 
In a disaster of this magnitude, notification of per¬ 
sonnel would not be necessary for they would be 
immediately aware of the need and report to their 
stations for duly. However, means for assembling 
people in ease of small scale disasters should be 
ready. 

Tlie individual hospital plans varied from four 
pages of brief description and diagrams to small 
volumes. The way the hospitals approached the 
problems also I’aricd. Some plav’cd it “cold” with 
no prior warning or preparation by the general 
staff. Others had elaborate previous drills and 
critiques so that a smoothly working organization 
was ready. Also, the e.vtcnt of pla\’ \'aried. One 
hospital handled 500 casualties, going only through 
the triage phase. Others went to the “dirty sheet” 
stage, setting up operating rooms, simulating infu¬ 
sions and transfusions, and holding time schedules 
as close to the actual as possible. Some received 
only a few casualties to trj' out their flow sj'stems, 
and others handled casualties almost equal to their 
total bed capacitv'. 

Hospital plans are not part of this discussion, so 
let us proceed to tire activities at the Alameda-Con- 
tra Costa Medical Association command post. The 
first problem was that of communications—setting 
up a message center to handle both radio and tele¬ 
phone messages with runners locally. Concurrent 
with this was the dispatching of the small arm)’ of 
observers and preselected monitor umpires. Since 
botli of tliese groups reported to die headquarters 
at the ver)’ beginning of tlie exercise, it was pos¬ 
sible with use of an outdoor public address system 
(there were too many to handle adequately inside) 
to give last-minute instructions as to what was ex¬ 
pected of them. Each person was given a pin-on 
identification tag which indicated by color and 
nomenclature whether he or she was an observer or 
a monitor-umpire. Each was also given a form to 
fill out on his observations and criticisms. Tlie ob- 
serv'er’s form was a single sheet asking for con¬ 
structive comments on the exercise and indicating 
the observer’s name, position, and area and/or hos¬ 
pital observed. Tlie monitor-umpire form con¬ 
sisted of seven pages of mimeographed questions 
(79 in all) covering the many aspects of hospital 
operations in the care of mass casualties. Tliese per¬ 
sons were transported to their destinations and back 
by Navy buses and cars furnished by the Associa¬ 
tion’s , women’s auxiliary. The bicounty command 
post had established a “control board” composed of 
representatives of the various disciplines involved 
in the medical and health control activities. A 


veterinarian, dentist, pharmacist, mortician, and 
public health ofiicer wore on the board. Technical 
questions arising during the exercise were referred 
to the specialists involved. Problems on whole 
blood, narcotics, disposition of the dead, and similar 
items were consequently handled with dispatch at 
the command post. By adequate preplanning, dis¬ 
position of the dead was adequately cared for from 
the legal standpoint. Under an over-all coroner co¬ 
ordinator, deputy coroners previously assigned were 
stationed at respective disaster sites and hospitals. 

At the command post, a running record of the 
bed census was kept and coordination of the blood 
supply was carried out. Also, several preplanned 
.special situations were initiated. One of consider¬ 
able interest was the transportation by Army heli¬ 
copter of blood and a neurosurgical and r’ascular 
team from central Oakland to an outlying hospital 
and the return with a load of casualties. 

Results 

Now, what were some of the lessons learned? 
Most important was the lesson learned b)’ each 
participant of what such a situation might be like 
and what role he could play so that the next time 
he would do it with less confusion and better. For 
example, the registrar at one triage area had nice 
tables and chairs set up so that the casualties could 
come up to her desk and be registered; she had to 
be told that she should go to these litter cases in¬ 
stead of tlieir going to her. 

The procurement of casualties is ^’ital to such a 
problem. Boy Scouts xvere our best source. Tliey 
played their parts well, and tlieir enjoyment and 
enthusiasm stimulated all who came in contact u’itli 
them. 'Tlrey unanimously considered it a “blast” (not 
in the atomic sense) and were generally sorry when 
it was over. Doughnuts and cider or cofiee served 
by the hospitals were joyously received and helped 
to provide fond memories and repeat volunteers. 
Also, their used dressings and emergency tags were 
cherished souvenirs. 

Ambulant patients at tire Veterans Administra¬ 
tion Hospital and the Oak Knoll Naval Hospital 
provided these plans with casualties. Organizations 
participating in the community function as a group 
were another good source of patients. One such, tire 
“Chanticleers,” a little theater group in Castro Val¬ 
ley, were especially good in not only furnishing 
numbers of patients but, as might be expected, 
playing tlreir roles to the fullest as psychopaths, 
dead and dying, and persons in pain. Moulages 
added to their reality, and some wore old clothes 
over bathing suits so tliat tire clothing might be 
actually cut away to treat their extensive injuries. 
Also in evidence were families of hospital person- 
irel, and one county hospital recruited 200 casualties 
from such a source. ’The families of participating 
doctors were poor sources of casualties, but the 
most unreliable of all were civil defense volunteers 
who had signed up ahead of time to act as casual¬ 
ties. At one disaster site, only 6 of a promised 50 
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from such a source actually arrived at tire hospital. 
Another source is tire disaster-site personnel who, 
when the action, at their posts slackens, can become 
casualties for the hospitals to work on. A lieutenant 
in charge of a group of sheriff’s reserves became 
such a casualty' involuntarily and was given the full 
treatment clear to the morgue, much to the enjoy¬ 
ment of man}', before his boys unlocked the hand¬ 
cuffs which held him bound to tire litter. 

One of the outstandingly good lessons was the 
enthusiasm displayed by the participants. Many 
factors contributed to tlris. The type of exercise 
selected, an earthquake, made everyone realize the 
importance of what he or she was doing, for this 
might be for real tomorrow. A tornado would prob¬ 
ably play the same role in the Middle West. Also, 
the play was not forced on anyone. Here was the 
opportunity for a coordinated effort, and everyone 
could play an important role as he saw fit. How¬ 
ever, frequent meetings stimulated tlie laggards by 
showing what others were accomplishing and plan¬ 
ning. Friday evening was selected as being the least 
inconvenient time for everyone. Its occurrence just 
before an A. M. A. convention assured us of ob¬ 
servers of national importance and also helped to 
stimulate interest. The novel participation of a 


helicopter did the same, as did the assurance of 
photographic and news coverage. These, plus many 
little factors, stimulated an enthusiasm that was a 
pleasure to see and bespeaks well for future exer¬ 
cises. 

Many specific deficiencies were brought to light. 
For example, the importance of alternates for com¬ 
manders of the various units was brought out when 
one hospital coordinator declared himself a casu¬ 
alty'. Some hospital elevators mil not accommodate 
the civil defense stretchers. First-aid stations should 
be outside a hospital proper. Participants with spe¬ 
cific jobs should have labels. Triage areas must be 
large enough. Tlie physician in charge of triage 
must be one of tire best-trained men in the hospital. 

These and other points were brought out by the 
participants and the comments of the monitors. 
Within another month we hope to have put together 
scenes from this exercise with those of the previous 
movie on “Operation Pill Hill” to create an instruc¬ 
tional movie for further training of our own as well 
as any other group which may want to bonow it. 

We hope from tlrese remarks that you may be 
stimulated to hold a similar test. Certainly one 
learns by doing, and nothing talks as well as actual 
performance. 
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On tire evening of March 21, between 6:30 p. m. 
and 1 a. m., Tulane University carried out a real¬ 
istic drill exercise. During the afternoon of March 
21 a symposium was held on disaster medicine and 
included briefing discussions pertinent to the exer¬ 
cise to be conducted that evening. 

The purpose of the drill exercise was to provide 
a realistic situation for instruction of medical stu¬ 
dents in the principles of disaster medicine. Also, 
the resources of the campus were used to demon¬ 
strate the need for adequate paramedical services 
in carrying out a rescue mission. The exercise had 
been so designed that it would adequately test the 
facilities of a 200-bed Federal Civil Defense Ad¬ 
ministration portable emergency hospital which 
was on loan from Baylor University' School of Medi¬ 
cine. Finally', such an exercise, carried out effec- 
tivelv, provided proper emphasis to the need for 
community' preparedness. 

Associate Professor of Physiologj', School of Medicine, and MEND 
Coordinator, Tulane University. 


The basis for the disaster was a simulated crash 
of an airplane of large size onto the campus be¬ 
tween Richardson Chemistry Building and Richard¬ 
son Memorial Medical Building. This crash oc¬ 
curred about 6:30 p. m., March 21, and caused ‘fire 
and “physical damage” to both buildings. This war¬ 
ranted the assembly of search and rescue personnel 
and the mobilization of tlie emergency hospital. 
About 7 p. m., one-half hour later, a secondary 
“e.xplosion” of the fuel system of the airplane caught 
accumulated spectators by surprise, creating an 
additional large number of injured. The “e.xplo- 
sions” and the attendant “fire damage” were real¬ 
istically portrayed by lighting, sound, and smoke¬ 
generating systems. About 150 casualties were cre¬ 
ated by the initial “crash” and about 350 by the 
secondary' “explosion.” 

The casualty' group was composed of approxi¬ 
mately' 200 students from the second and third year 
medical classes and appro,ximately 300 from tlic 
general student body'. These casualties had been 
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assembled carlicv and llieir injuvics vcmlisHcally 
made up by nioclorn casualty siimilation foclinkiucs. 
The realism of ibcsc Icclmiqucs was sufRcicnl so 
that only by closest inspection could the lack of 
reality be detected. Portrayal of behavior appro¬ 
priate to distress, emotional disturbance, and in¬ 
ability to speak and sec was emphasized. 

Upon notification of the disaster, the search and 
rescue mission was put into action. This group was 
composed of first-aid teams, the members of which 
were fourth year medical students, and litter hear¬ 
ers from first year medical class. Their duty was to 
seek out and administer appropriate first aid to 
casualties and to organize a ss’stem for transporting 
casualties from the point of injury to the emergency 
hospital. The emergency hospital was brought to 
the campus by a team of students who had been 
previously trained in its operation. 


of clinical faculty members of the medical school 
who filled key professional positions. Most "physi¬ 
cians” were senior medical students, each of whom 
bad a clinical advisor from the faculty. Nurses were 
recruited from tire community, and each had a nurs- 
ing student as a preceptec. Nurses aides were 
played by nursing students. Orderlies and ward 
men were selected from the first year medical class, 
and clerk-typists were selected from the student 
body and university clerical personnel. The hospital 
service persomrcl had all been assigned in advance, 
and each, according to the role played, had proper 
information supplied to study for his responsibilities 
during the drill e.vercise. 

A minimum amount of “faking” of medical pro¬ 
cedures was permitted. For e.vample, patients going 
to surgery' were properly' prepared and draped and 
surgical staffs were scrubbed and gowned. The op- 
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Organization plan for 

The hospital is functionally packed in two large 
moving van trailers in color-coded bo.ves. The hos¬ 
pital consists of 200 beds (army' cots) and has 
suflScient supplies to divide these into five or more 
appropriate hospital wards. Also, three surgical 
rooms, admission triage and first-aid facilities, clini¬ 
cal laboratory, and pharmacy and x-ray facilities 
are provided, and the hospital is equipped with 
central supply and sterile supply. 

Upon receipt at the hospital, the patient was 
properly inspected and sorted according to the 
nature of his injury. Disposition of the dead took 
place in the morgue. Disposition of walking wound¬ 
ed persons who did not require hospitalization was 
effected by eitlier self-help or minimum help, and 
such were immediately discharged from tlie triage 
station. Those requiring hospital admission were 
directed to the appropriate hospital unit, such as 
surgery or shock ward. The hospital was staffed 
by the hospital services ^oup. This group consisted 
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crating room equipment was conventionally packed 
and sterilized and was not reused in the exercise 
without being repacked and actually resterilized. 
Bandaging, application of casts, and taking of .x-rays 
were also carried out realistically. In addition, con¬ 
ventional civil defense emergency medical and hos- 
irital records sy'stems were employ'ed throughout 
the exercise. 

Since the e.xercise was carried out as a university 
function, its program was under the administration 
of a central coordinating committee. The general 
organization can be determined by reference to. 
the figure. 

All participants in the exercise wore appropriate 
identification. However, observers to the drill exer¬ 
cise were encomraged. Uniformed cadets of the 
ROTC program served in a security' policing system 
which provided actual patrol “of the campus for 
misdemeanor or misbehavior and established a se- 
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curity policing system for the drill exercise itself. 
The latter consisted of a cordon of trafBc lanes and 
tlie securit}' of the disaster and hospital areas. Thus, 
persons without proper authority to enter the re¬ 
stricted areas came under control of the security 


police. A communications system was also set up 
to provide adequate contact between all units. Sev¬ 
eral students who were experienced amateur pho¬ 
tographers were assigned to take extensive docu¬ 
mentary photographs during the drill. 
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It is an honor for me to participate in this civil 
defense conference, and I am delighted that you 
invited me. I always consider it a pleasure to meet 
and talk witli dedicated individuals. Yes, I tliink of 
you as dedicated—sending a cause in which the 
American people generally are complacent and 
apathetic. And, Tm sorry to say, many medical and 
health personnel share this complacency and apa- 
tliy. But you, by your verj' presence here, demon¬ 
strate that you are indeed laboring in the ser\'ice of 
mankind. 

One of my last duties as president-elect of the 
American Medical Association was to address the 
Sixth Annual National Medical Civil Defense Con¬ 
ference in San Francisco sponsored by the A. M. A. 
Council on National Defense. It is at meetings such 
as that one—and this one here today—tliat tlie re¬ 
sponsibility' of the medical profession in civil de¬ 
fense affairs is manifested. And that is rvhat I want 
to talk about briefly today'-tlie medical profession s 
civil defense responsibilities. 

Tlie diligent and sustained work which is being 
given to ciwl defense by' the A. M. A, is not a new 
actis'ity' of organized medicine. Nearly 13 years ago, 
the A. M. A. appointed a special committee to study 
emergency medical services during war or grave 
national emergency. The medical profession was 
aware of the problem and alert to the need for its 
solution fully five years before the federal govern¬ 
ment enacted civ'il defense legislation. 

The Association is most fortunate in having such 
e.xperienced and energetic phy'sicians to serve on 
the Council on National Defense and its Committee 
on Civil Defense. Through them, the Association 
has followed a positive, realistic, and sustained 
policy of active participation in medical ch’il de¬ 
fense affairs. 

Tlie 85th Congress provided for greater federal 
leadership and financial assistance to the states in 
the development of ch'il defense plans and prepa- 
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rations. The change in the declaration of policy in 
the Federal Civil Defense Act to make the respon¬ 
sibility for civil defense a joint one between tlie 
federal government and the several states and their 
political subdii'isions is indeed a long-awaited and 
much-advocated step in the right direction. But, of 
course, only time and future meetings of Congress 
will determine its implementation and consequent 
effectiveness. 

Mass Emergency Care 

Meanwhile, the average individual phy'sician and ■' 
his role in the larger civil defense picture is of para¬ 
mount importance. Usually, a physician thinks of 
emergency medical care in terms of treating one 
person. However, it seems to me diat if the profes¬ 
sion is to discharge its responsibility effectively in 
any' disaster situation the Blinking of such phy'si¬ 
cians must be reoriented. Medicine must tliink in 
terms of providing emergency service on a mass 
basis. 

I know tliat y'our efforts have been in tliat direc¬ 
tion. You know tlie value of proper collection, 
evacuation, sorting, admission, and reception of 
patients to medical facilities under disaster con¬ 
ditions. Each group involved in this process—the 
rescue and warden, transportation, and hospital 
clerical services—look to the phy'sician for proper 
medical guidance in their work. Physicians who 
work n'idi such groups are rendering sen'ices 
equally' as valuable as the surgeon in the operating 
room. All are important members of tlie medical 
team. 

Medical ser\'ice rendered in an emergency differs 
from that in civilian practice. The assignment of 
priorities for care is a most important medical duty'. 
As such, it should be performed by the most ex¬ 
perienced physician on the scene. Here judgment 
must be exercised to a degree the physician seldom 
is called upon to make. 
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How can lie gain experience? Certainly he must 
be trained before a real emergency occurs. Tlierein 
lies the value of tc.sl operations, drj' runs, or CPX’s. 
I was most gratified to learn that one feature of this 
two-clay program was the reports on the experience 
gained from three test exercises. Simulated disaster 
conditions, such as in those test exercises, offer a 
v.aricty of medical and surgical problems that will 
test the physician’s judgment, lliis is most impor¬ 
tant, as improper sorting can lead to inadequate 
medical scn’ice. 

As you know, every effort must be made to give 
tlie best possible medical care under the existing 
circumstances. This is difficult, because in disaster 
large numbers of patients urgenth’ require the serv¬ 
ices of too feu’ medical and allied medical and 
paramedical personnel, inadequate facilities, and 
too little equipment and supplies. Nevertheless, the 
physician must do all he possibly can for each 
patient. Therefore, the responsibility of the medical 
profession is to accomplish the greatest good for 
the greatest number within the frameu’ork of sound 
medical and surgical techniques. This can be done 
if tile physician works calmly and efficiently. But to 
do this he must be trained in ach'ance of tlie event. 
The profession’s ultimate responsibility' is its osvn 
preparation to meet the emergency. 

'Hms, the thinking of many physicians must be re¬ 
oriented if tlie profession is to discharge efiiciently 
its cinl defense responsibilities. ’Tliey must he cog¬ 
nizant of their responsibility for the total care of all 
the wounded or injured patients. 

I believe tliat it is you who must inspire, con- 
Wnce, cajole, or prod other members of die profes¬ 
sion to accept their responsibility' in any' emergency 
situation. It is only by the establishment of a 
broader base of participation by die profession in 
civil defense affairs that medicine will not be found 
wanting when disaster strikes. 

Natural Disasters 

And disaster does strike. I speak now not of the 
nuclear or thermonuclear holocaust but of natural 
disasters. In the past few years our civilian popula¬ 
tion has experienced an increasing number of nat¬ 
ural disasters. Floods, fires, explosions, tornadoes, 
and other disasters have occurred in all parts of the 
United States, causing death and injury to many 
persons. Usually, die local communities or large 
geographical areas have floundered under the im¬ 
pact of the disaster. 

One insurance company reports that natural dis¬ 
asters were responsible for more than a third of the 
deaths in catastrophes—accidents in which five or 
more persons died—during 1957. Deaths in catastro¬ 
phes in the United States , totaled almost 1,700 ^r- 
ing that year, or about 400 more dian in 1956. 
increase was largely a reflection of the unusually 


heavy loss of life in hurricane Audrey', which caused 
about 350 known deaths early' in June, 1957, most 
of them in Cameron, La. 

In addition to the hurricane, diere were four 
Ollier major catastrophes—those' which caused at 
least 25 deaths—during 1957. Fire destroyed a home 
for the aged at IVarrenton, Mo., causing 72 deadis; 
a tornado struck the Kansas City area killing 39 
residents; a gas explosion killed 37 men in a coal 
mine near Bishop, Va.; and a March blizzard killed 
29 persons in tlie Great Plains states. As a result of 
these four disasters and hurricane Audrey, the loss 
of life in natural disasters during 1957 was the 
Iiigliest in nearly 20 y'ears. 

Many costly but important lessons have been 
learned as a consequence of tliese disasters. We 
know now tliat tlie communities that had adequate 
medical and hospital disaster plans were prepared 
to cope with tlie disaster more quickly, effectively, 
and efficiently than the communities without ade¬ 
quate plans. Those wth partial or incomplete plans, 
although inadequate, fared better tlian the com¬ 
munities witliout any plans or preparation. 

Leadership of the Physician 

These disasters have clearly' demonstrated the 
paramount need for preplanning and preparedness. 
They have shown that hospitals, physicians, para¬ 
medical personnel, and otliers must cooperate and 
function as a team. They have shoira that a team 
plan requires close coordination and integration. 
But, most importantly, disasters have sIioxto that a 
team needs leadership. 

I believe that every physician has a responsibility' 
to prepare himself and to participate in disaster 
planning in his community. Nurses, paramedical 
personnel, hospital clerical personnel, ambulance 
drivers, rescue workers, and others will look to tlie 
physician for guidance in tlie performance of duties 
in the disaster situation. It is tlie physician who 
must coordinate tlie actirity' of tliese persons. Die 
physician must weld tliem into an efficiently func¬ 
tioning medical team. Diis means, of course, that 
the physician must enlarge the scope of his thinking 
and responsibility. He can no longer confine him¬ 
self to the narrow sphere of his own professional 
problems. He must furnish guidance to health and 
medical and ancillary personnel that xHll assure 
optimum participation and results. 

And again we come to the question; how can this 
best be done? I say it will be done when the phy'- 
sician recognizes his responsibility'. So, again, I ask 
you who are today the dedicated people of tlie pro¬ 
fession in civil defense to go back to your home 
towns and inspire, conrince, cajole, beg, or prod 
the members of the profession to accept their 
responsibility. 
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NATIONAL SHELTER PROGRAM 

Paul S. Parrino, M.D., Battle Creek, Mich. 


This statement on the national shelter program 
will be presented primarily as it relates to our inter¬ 
ests as medical people. But I would like to begin 
with a brief summarj' of the latest official statement 
by tire Director of the Office of Cml and Defense 
Mobilization on May 7, 1958. Governor Leo A. 
Hoegh outlined five things which the administration 
will do in connection with the “National Policy on 
Shelters.” 

First, it will tr>' to bring to every American all of 
the facts as to the possible effects of nuclear attack. 
It ^\'ill tr\" to inform everj' American of tlie steps 
which liis state, his local government, and he can 
take to minimize these effects. To do this, it will 
e.xpand substantially defense programs for informa¬ 
tion and education. 

Second, the administration will itself initiate a 
survey of e.visting structures on a sampling basis. 
This svuA'ey should enable it to assemble definite 
information on tire capabilities of existing struc¬ 
tures to pro\ade fall-out shelter. There are many 
facilities, especially in larger cities, and in mines, 
subways, tunnels, and cyclone cellars, which already 
afford some fall-out protection. It is necessary to 
determine accurately how much protection they 
afford in order to be able to use tliem properly. 

Third, the administration will accelerate research 
to show how fall-out shelters can be incorporated in 
existing or new buildings and will work to design 
t^'pes which are most economical and most effec¬ 
tive. 

Fourtli, the administration will, as soon as funds 
are available, construct prototj'pe shelters suitable 
for different geographic areas and for different 
climates. It will test the protoh^pes tluough actual 
occupancy by people and tluough incorporating 
such shelters in underground parking garages, un¬ 
derstreet shelters, subways, schools, hospitals, in¬ 
dustrial plants, commercial buildings, family resi¬ 
dences and apartments, and other buildings in the 
several states. 

Fifdi, the administration will pro\ude leadersliip. 
It uill set the example by incorporating fall-out 
shelters in appropriate federal buildings yet to be 
built. 

The strong emphasis on shelters to provide pro¬ 
tection from radioactive fall-out is e.xtremely sat- 
isfxing to tlie Biophysical and Medical Sciences Of¬ 
fice. We are keenly aware of how much of a hazard 
radioactive fall-out can be until thermonuclear weap¬ 
ons. We have estimated how tremendously fall-out 
could increase our medical case load in the immedi- 
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ate and longer range postattack period. And we wel¬ 
come anything which will help lessen the possibili¬ 
ties of such a load. 

Background 

Our concern about the hazards of radiation goes 
back to the days of the old Health Office under the 
Federal Civil Defense Administration. As far back 
as 1952, technical bulletins were published entitled 
“Emergency Exposures to Nuclear Radiation” (TB- 
11-1) and “Emergency Measruements of Radio¬ 
activity in Food and Water” (TB-11-9). But radio¬ 
active fall-out first became a matter of real concern 
in 1954, and it was then that the desirability of pro¬ 
viding cover or shelter from it was pointed out. 
Basement shelters and underground shelters with 3 
ft. of earth cover were recommended (see Annual 
Report, 1954, page 113).. 

Early in 1955, information was released that 
new high-yield weapons produced radioactive fall¬ 
out that was dangerous hundreds of miles from die 
blast. It made it evident that protective construction 
had to supplement evacuation both in target cities 
and in fall-out areas. The fall-out hazard forced us 
to a new approach to shelter design because of die 
probability that people would have to stay in shel¬ 
ters for several days instead of for a few hours. 
Minimum space allowances were increased from 
6 to 10 sq. ft. per person; ceiling heights were raised; 
doors to keep out radioactive dust were added; and 
filtered mechanical ventilation entered the picture 
(see Annual Report, 1955, page 132). 

In January, 1956, the National Bureau of Stand¬ 
ards began a study of the attenuation of nuclear 
radiation by shelters. In June, 1956, the Ameriran 
Machine and Foundr)' Company began to design 
a 150-ft. span, reinforced-concrete dome shelter 
wtli the capacity to house about 3,000 persons for 
several days or longer. 

With tin’s project, the Health Office became great¬ 
ly interested in the health and medical requirements 
to maintain the physical and mental health of those 
who might need to stay in such a shelter. Attention 
■was focused on space needs for dormitories, toilets, 
recreational and work activities, and medical an 
otlier facilities. Attention was given to the lands 
and amounts of various equipment and suppu®* 
that would be needed, including not only first-ai 
and other medical supplies but garbage and tras i 
containers, disinfectants and detergents, chemica s 
for toilets, soaps, and a whole miscellany of essentia 
sanitation supplies. Water requirements vere 
planned on an austere basis for adults and also or 
infants and young children. 
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The earlier teclinical Inillctins were revised, and a 
special one on “Protection Against Fallout Radia¬ 
tion” (TB-11-19) was issued. Tlic Health Office 
workccl clo,sely also with the Engineering Office, 
which also issued a technical bulletin relating to 
"Shelter from Radioactive Fallout" (TB-5-2, rc\’isccl 
1956). This describes protective measures for per¬ 
sons 15 miles or more from a potential target. It 
describes basement shelters, pipe shelters, ditch 
shelters, and culvert shelters. It discusses tempo¬ 
rary family shelters and permanent group shelters. 
In May, 1958, the Engineering Office put out an 
eight-page technical bulletin on “Family Shelters 
for Protection Against Radioactive Fallout” (TB-5- 
3). As family men, you may be interested in seeing 
this bulletin. Copies are available. 

This bulletin pro\'idcs guidance to engineers, ar¬ 
chitects, and contractors, as well as the general 
public, in planning family shelters for protection 
against the effects of radioactive fall-out beyond 
the blast range of nuclear explosions. It suggests 
the advisability' of planning for a two-week occu¬ 
pancy, even though in many areas radiation levels 
may permit leaving shelter after hvo or three day's. 
It sets up a minimum desirable standard of at least 
12% sq. ft. of floor area per each occupant and 80 
cu. ft. of volume. It gives desirable standards for 
shielding, ventilation, radio equipment, food and 
water supply', sanitation, and miscellaneous sup¬ 
plies. It shows three ty'pes of family shelters: (1) 
outside underground, (2) basement, and (3) above 
ground. It even tells where to buy ventilating 
equipment. 

Present Plans 

Our--Engineering Office is at work developing 
and improving, designs for fall-out shelters. There 
is no claim, that any of these are perfect, but all are 
in process of being bettered as much as can be. 
These plans include irriprovised basement fall-out 
shelter, basement family fall-out shelter, family fall¬ 
out shelter, group fall-out shelter, industrial shelter, 
underground garage shelter, highway fill shelter, 
and subway tunnel shelter. 

Now everyone feels that the Biophy'sical and 
Medical Sciences Office has a paralleling and col¬ 
lateral interest in the protective shelters which the 
Engineering Office is in process of designing. The 
healtli and medical interests must be factors in tliat 
design in order to ensure that people come out of 
tliose shelters alive, well, and able to function. 

As we see it, it is necessary to explore the medi¬ 
cal aspects of shelter living. This includes the bio¬ 
logical, physiological, and psychological factors in¬ 
volved in living in shelters. This is necessary in 
order to know the vital and immediate meffical 
problems tirat might arise in shelters. We need to 
know the effects of group living in close space for 
long periods of time. We need to know how the 
vital air components in the shelter may affect the 


health and life of persons confined there. We see 
studies here involving temperature, humidity', o.xy'- 
gen depletion, carbon dioxide concentration, and 
human c.xudation of moisture and odor. We need 
to plan for medical care for shelter inhabitants. We 
must determine the medical requirements for sick 
and injured in shelters. And we need to determine 
requirements to prevent and control the spread of 
communicable diseases in shelters. 

We are aware of the fact that there might not 
be professional medical personnel in every shelter. 
Therefore, we must determine how much knowl¬ 
edge, skills, and abilities beyond the level of first 
aid we ought to disseminate among the general 
public so that they can do what they need to do in 
order to surt'ive in the shelters. We need to know 
what medical and other supplies need to be put in 
the various shelters. 

Acting on this conviction, the Biophysical and 
Medical Sciences Office has proposed a whole range 
of projects for research and development. Two of 
these relate to “Immunization for Shelter Occu¬ 
pants” and “Nutritional Requirements for Shelter 
Habitation.” A dozen more will have angles more 
or less relevant to shelter inhabitants, although we 
consider them as more general health and medical 
projects. The list includes studies on the simplified 
treatment of burns; accelerated treatments of trau¬ 
ma; techniques for treatment of sick patients with a 
combination of burn, trauma, and radiation; rapid 
identification of biological warfare agents; evalua¬ 
tion of biological warfare decontamination pro¬ 
cedures for skin, clothing, household effects, and 
physical environment; development of methods and 
chemicals to retard decomposition of dead bodies; 
control of insect and rodent vectors of disease under 
emergency conditions; biomedical effects of radia¬ 
tion and methods for decontamination of such radi¬ 
ation effects; underground storage problems with 
medical items; the missions of specific medical care 
facilities; management methods for shelter medical 
care facilities; and food supplements and food 
substitutes. 

Public Education 

Also related to shelter habitability, as well as to 
the general problem of health preservation under 
civil defense conditions, is a proposed project we 
are considering for education of the general public 
to a higher level of health and medical competence. 

We feel that the general public should under¬ 
stand the nature and impact of fall-out and that it 
should see the reasonableness of the need to go 
into and to stay in shelters. It should be aware of 
tire fact that, quite possibly for the entire length 
of stay in the shelter, people will need to take care 
of themselves, especially in the'medical field. There 
just cannot be sufficient medical professional per¬ 
sonnel to cover all shelters—especially small family 
shelters. 
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We feel now that it is of wtal importance to 
strengtlien public medical and health education in 
several areas, so that people can save life and main¬ 
tain health among those near and dear to them in 
the absence of doctors or nurses. We feel, there¬ 
fore, that more people should be educated—perhaps 
one in ever}' family—to observe evidence of illness 
and/or to give care in such cases as heart disease; 
commlsions and epilepsy; diabetes, coma, and 
shock; communicable diseases; diseases due to poi¬ 
sons, chemicals, or physical agents; infections; and 
other diseases. 

More persons should be taught nursing proce¬ 
dures and practices such as determination of tem¬ 
perature, pulse rate, and respiration; bed making; 
comfort devices and improvisations; elimination 
needs; lifting and transporting patients; food, feed¬ 
ing, and nutrition; and administration and side- 
efFects of medicine. They should be taught nursing 
treatments such as enemas; steam inhalations; wet 
dressings, hot or cold; irrigations of eye, ear, and 
tluroat; surgical dressings; oral hygiene; and oxygen 
tlierapy. 


They should be taught emergency treatment and 
care of open cuts and wounds; fractures, sprains, 
and dislocations; bruises; pressure or crushing in¬ 
juries; concussion or other head injuries; hemor¬ 
rhage, external and internal; burns; shock; radia¬ 
tion sickness; illness from fatigue, e.xposure, or 
overcrowding; childbirth; and medical and surgical 
complications. 

More persons could be taught such managerial 
aspects of emergency defense medical facilities as 
organization for emergency care, assigning and 
directing others, supplies and equipment, emer¬ 
gency supply materials, and improvisations. 

We believe these things fit right into the first 
point that Governor Hoegh made in his “National 
Policy on Shelters.” This type of education in the 
medical area is part of what every American should 
know to minimize the possible effects of nuclear 
attack on human life and national health. It cer¬ 
tainly will make easier his survival both in shelters 
and afterward when he comes out. 




RESUSCITATION TECHNIQUES 

Robert A. Hingson, M.D., Cleveland 


During 1958, 40,000 people will be killed on the 
highways of the United States, 6,500 will drown, 
and 13,000 will die from industrial accidents and 
asphyxia. It makes no difference whether the in¬ 
juries involve tliree patients in a highway accident 
from a 200-horsepower collision or a half million 
from a megaton nuclear e.xplosion; the victims must 
be treated individually, promptly, and intelligently. 
The surv'ival of the wctims concerns us far more 
tlian the disposition or the census of tlie fatalities. 

Of equal significance is the fact that this large 
number of lethal casualties represents only die apex 
of a much broader pyramid projecting geometri¬ 
cally an astounding toll of severely injured, yet 
salvable, patients. 

Physicians frequendy ivitness physiological as- 
phy.xia as a terminal state of debilitating physical 
illness. In such a setting, the asphy.xial state is usu¬ 
ally irreversible and the physician cannot correct it. 
In contrast, acute asphyxia frequendy occurs in 
healthy indiriduals in whom physicians, or anyone 

Professor of Anesthesia, Western Reser\'e University School of 
Medicine, 


else with the proper equipment and the ability to 
use it, may prevent a fatal outcome. This reversible 
type of asphy.\ia may result from the birth process 
(asphyxia neonatorum), high altitude, carbon mon¬ 
oxide, no.xious gases, industrial or martial blast 
injuries, submersion, electrocution, conflagration, 
mechanical obstruction, or surgical anesthesia. The 
annual death rate from acute reversible asphyxia 
is conservatively estimated^t 50,000. 

The treatment of acute asphyxia and respiratory 
arrest is as definitive and clear-cut as any procedure 
in medical science. Fundamentally, this involves 
clearing the airway and. intermittently introducing 
o.xygen or air into the trachea under controlled 
pressure. 

The Physician’s Responsibilities 

As a member of the rescue team in the treatment 
of mass casualties with many severe injuries result¬ 
ing from warfare or peacetime industrial or trans¬ 
portation disasters, the physician in each specialty 
has major responsibilities; 
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First, he should work in dose liaison with his sur¬ 
gical colleagues in correlating his activities in such 
a manner that the inaxinnun munber of victims will 
be prepared in proper sequence for surgical restora¬ 
tion and inohilizatiou and transport to receiving 
centers. Certainly, the physician should not waste 
bis talents relieving pain in the dying when sur¬ 
geons need him to prepare the sah'ablc victims for 
field surgery or transport to receiving hospitals and 
pennanent installations. The rescue physician, too, 
should understand full well the meaning of triage. 
As a member of tbe team, his services are support¬ 
ing and ancillary during active surgery. However, 
because of his special knowledge gained from a ca¬ 
reer in general practice or in the front-line of the 
operating room, when he is alone he might be 
called upon to act as both surgeon and anesthetist. 
Probably the general physician or anesthesiologist 
is better able to render total emergency surgical 
serrace than his surgical specialt)’ colleague, since 
anesthesia is essential as the first prerequisite for 
operation. The treatment of shock, tbe control of 
hemorrhage, the transport of the injured, and the 
surr'eillance of the recover)' room for 1 or 100 pa¬ 
tients represent the areas in which he has had 
daily e.xjrerience. 

Second, the physician, in his role as guardian of 
the functions of the brain stem, should devote prop¬ 
er priorit)' to the restoration of physiological o.xygen- 
ation to sdetims of smoke, blast, strangulation, and 
obstructive asphy.\ia. Today it is possible to prescribe 
o.wgen from the physician’s satchel as readily as 
the less helpful but more dramatic intracardiac ad¬ 
ministration of epinephrine or intravenous analeptic 
tlierapy. The introduction of the Western Reserve 
Anesthetic machine, oxygenator and resuscitator, 
and escape ventilator can truly dispense o.xygen 
from the lifesaver’s pocket. 

For the first time, the use of intelligent ox)'gen 
therapy in the treatment of asphyxia is possible by 
the ]a)'man who can be taught to maintain a clear 
airsvay in the unconscious patient and rhythmically 
squeeze the oxygen rebreathing bag witli equip¬ 
ment having a total weight of less than 2 lb. This 
type of resuscitation can also be carried out by the 
use of the Denmark Schuyler resuscitator, with use 
of the portable nonrebreathing Ruben valve. 

Tlie misconceptions concerning adequate arti¬ 
ficial respiration techniques championed for years 
by the American Red Cross and Army rescue and 
Boy Scout manuals have resulted in needless deaths. 
These have finally been exploded with proper docu¬ 
mentation by Peter Safar of Baltimore through the 
introduction of double ainvay for both adult and 
infant mouth-to-airway rescue techniques. Histori¬ 
cally, they were also championed by both Elijah 
and Elisha in the Bible and by Professor Yandell 
Henderson of Yale University. We have applied 
these methods with success already documented in 


treating both cardiac standstill and respiratory 
standstill. Furthermore, in our monthly lifesaving 
courses at Western Reserve University, under the 
sponsorship of tlie Cleveland Heart Society and 
Drs. Claude Beck and Robert Hosier, we have 
taught others these techniques for the past nine 
years. 

The fundamental principles are as follows: 1. The 
normal heart wants to beat if provided with oxy¬ 
genated blood. 2. Once the alveoli of the lung in 
respiratory arrest are properly inflated with 100% 
oxygen, the respiratory crisis is over. A free volume 
gallon of o.xygen comfortably contained in a pair 
of adult human lungs will be sufficient to sustain 
life for 16 minutes. One free volume gallon of air 
in the lungs sustains the same person for less than 
three minutes. 3. Even though the epiglottis is the 
watch-dog of the larynx, it must not be packed over 
the tracheal orifice by malposition of the head on 
the neck or by impaction of the mandible and sup¬ 
ports of the tongue over the airway. 4. Hypoxia not 
only stops the motor but it wrecks the machinery, 
as postulated more than three decades ago by 
J. B. S. Haldane. It is essential for physicians to 
understand and to train others in maintaining an 
open airway in the unconscious patient. With so 
many, thousand casualties possible from a single 
blast, the medical profession must adjust its sight 
to the atomic, hydrogen, and jet age. 

Third, the physician must take cognizance of tlie 
fact that instantaneous, predictable, reversible, sur¬ 
gical anesthesia can be obtained for certain types 
of field emergencies with a single deep inhalation 
of 40% cyclopropane, 30% o,x)'gen, and 30% helium 
in nonexplosive, prepackaged mixtures. The use of 
this type of anesthesia makes possible handling of 
large numbers of “walking wounded” by a single 
team in a single day. 

Fourth, the place of the blood, plasma, and plas¬ 
ma substitute bank must be understood, planned 
for, provided, and utilized. On hand already is a 
plasma bank in the United States worth 35 million 
dollars in widely distributed warehouses. Yet, even 
closer than the plasma banks are the multiple liters 
of perfectly matched blood in the lower extremities 
of tlie victims; this blood can be readily called into 
the central circulation with autotransfusion by lift¬ 
ing the victim’s legs to the “L” position. In hypo¬ 
volemia and in hypotension related to shock and 
anesthesia, this simple maneuver is lifesaving, as 
I have documented tlirough years of research and 
xvriting and, more recently, as Dr. Barney Greene 
of Brooklyn, N. Y., has noted in The Journal. The 
improved normetension tlius developed can be 
prolonged by maintaining the “L” position in 
transportation of the injured and by ace bandag¬ 
ing, reverse mapping, and snugly applied elastic 
stockings. 


158/38C 


DENTISTRY-BUNTING 


J.A.M.A., Jan, 24, 1939 


Finally, tlie physician must constantly seek to 
develop and intensify his understanding of physi¬ 
ology as well as pharmacolog)'. He must remain 
resourceful, adaptable, companionable to both pa¬ 
tient and surgeon, and compassionate in the appli¬ 
cation of both his humanitarian art and his scien¬ 
tific skills. He should share his knowledge in active 
programs of education of lay resuscitation per¬ 
sonnel: civil defense teams, firemen, police. Red 
Cross workers, life guards, orderlies, military corps- 
men, and Boy Scouts. For the past five years in 
Cleveland, I have had the privilege of directing 
such educational programs among all of these 
groups. It has been my experience that the physi¬ 
cian can multiply his lifesaving service in major 
disasters through developing technical proficiency 
with understanding of principles among these 
groups. 


Conclusions 

Almost every day in our hospitals we apply these 
methods to patients who stop breathing or breathe 
too shallowly during an operation, to patients who 
have been relaxed and intentionally made apneic 
for electric shock for mental disease, and to new¬ 
born babies or to mothers who are sluggish in 
their breathing. Almost every day lives are .sus¬ 
tained by an expert team of anesthesiologists who 
are at the same time testing and amassing data and 
lifesaving knowledge. This must be passed on to 
rescue squads at every police, fire, civil defense, 
and martial rescue station throughout America and 
our far-flung overseas bases, if any appreciable 
number of the thousands of people are to be saved 
who may, sooner than we think, have the wind 
knocked out of them in the oxygen desert of a nu¬ 
clear or industrial blast. Oxygen sustains life. Ox)'- 
gen saves life. 




THE ROLL OF DENTISTRY IN CIVIL DEFENSE 

Russell W, Bunting, D.D.S., Battle Creek, Mich. 


In any medical preparedness program for national 
disaster, tire development of allied medical per¬ 
sonnel is a highly important consideration. If, as 
has been stated, a thermonuclear attack on the 
United States xvould involve millions of casualties 
and if the medical personnel itself will be deci¬ 
mated, it is obvious that there would not be enough 
duly qualified medical practitioners to meet tliis 
colossal task. It has long been recognized that tliere 
is an imperative need to develop and train all 
allied and paramedical personnel to assist physi¬ 
cians in the care of the injured in a major disaster. 

This premise has been recognized and approved 
by the OfiBce of Civil and Defense Mobilization 
and- by leaders in medical civil defense, many of 
whom are participating in tliis conference. But, as 
yet, organized medicine has made no official state¬ 
ment to sanction or support such allied professional 
training. 

This question has been raised by Major Gen. Silas 
B. Hays in the Sept. 20, 1958, issue of The Jour¬ 
nal. In discussing the need for preparing paramedi¬ 
cal workers he asks: “What is to be expected of 
tliese paramedical groups in a mass casualty situa¬ 
tion? If the medical profession does not tell them. 

Dental Consultant, Office of Civil and Defense Mobilization. 


who is to? . . . These groups need guidance. Are 
tliey going to get it from the medical profession, 
or will they get it elsewhere? ... I urge on Ameri¬ 
can Medicine that this problem be faced fortlnvith 
and tlrat a determination be made of the functions 
to be performed by the professions in emergencies 
which involve masses of casualties.” 

Although General Hays does not mention it in 
his article, I believe that the Medical Task Force 
on Personnel Training and Utilization, under tlie 
direction of Dr. Earle Standlee, is giving special 
consideration to paramedical training. They hope 
to define and to outline appropriate training pro¬ 
grams for the various groups. This is most fortunate 
and may serve to dispel the uncertainties and mis¬ 
understandings that have existed in the past. 

Of tliese professional allied medical workers in 
civil defense, I am here to represent the 90,000 
dentists of the United States. For the past seven 
years, dentists have been placed in an equivocal 
position. They have been told that their basic medi¬ 
cal training, their experience with handling patients 
in severe pain, and tlieir cooperation with medicine 
in the care of their patients makes them high- 
priority professional personnel. This was shown m 
the recent wars when members of the dental corps 
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of the unned forces gave x’alualilc assistance to the 
medical corps in the care of the wonnclccl and often 
rendered meritorious casvmUy care wlicn no medical 
men wore availahle. 

Training 

Granting tlie potentiality of dentists for emer- 
'^gency casualty care, the fact still remains that the 
average dentist needs training in the initial treat¬ 
ment of various types of injuries. He mas’ have some 
academic knowledge of svhat should he done, but 
lie has had no actual experience in the handling of 
massive hemorrhage, extensive burns, fractures of 
long bones, or other serious bodily injuries. If, at a 
time of extreme emergency, the dentist is to be of 
any assistance to the physician, he must have had 
some orientation in these unfamiliar services. Per¬ 
haps, for dentists more than any of the paramedical 
group, there is need for additional training. 

The OCDM, the American Dental Association, 
and leaders in medical ci\’il defense hav’e recom¬ 
mended training of dentists for emergenev’ medical 
sendees. Accordingly, organized dentistry has done 
what it could to prepare itself, in spite of ‘the 
anomalous situation in which it has been placed— 
tliat of training in medical services wliicli tbev', by 
law, are not autborized to perform. More could 
have been accomplished if all dentists had been 
assured of the validity of such training and the 
medical profession had given more active coopera¬ 
tion in affording it. 

Training of dentists has been of three types: (1) 
organized courses for key dental personnel; (2) 
establishment of courses in training in local dental 
societies in all parts of the United States; and (3) 
first-aid and casualty care instruction to students 
in dental schools. These have been largely instigated 
and promoted by the Health Office of OCDM, in 
full cooperation with the.American Dental Asso¬ 
ciation. 

In 1953 and 1954, two courses were given for 
dentists at Olney, Md., and in 1955 a course was 
given for a combined dental and nursing group at 
Battle Creek, Mich. These were highly successful 
and produced many outstanding leaders in dental 
civil defense. In addition to these, many dentists 
have attended casualty care courses given at Walter 
Reed Army Hospital and at Brooke Medical Center 
by the Army, At tlie present time the number of 
dentists applying for these courses far exceeds the 
quotas of CCDM and the A. D. A. 

In almost every state, courses of instruction have 
been given to members of local dental societies. In 
these, large numbers of dentists have actively and 
enthusiastically participated. As a rule, the instruc¬ 
tion began with the standard Red Cross first-aid 
course. Tliis was followed by lectures and demon¬ 
strations on the initial care of injuries by members 


of tlu' medical profession. In some places, anange- 
menls have been made for dentists to observe in 
die emergency receiving rooms of hosnitals. 

Aldiongh the dental schools have had no DEND 
Program, similar to MEND, over half of them on 
their own have included casualty care training as 
a part of their regular curriculum. This, as a rule, 
has been provided by the Red Cross and by the 
stalls of the associated medical schools. 

Responsibilities 

Organized dentistry is keenly interested in civil 
defense and is willing to assume any reasonable 
obligations assigned to it. Knowing full w'ell that 
the ivsnal dental services, in the immediate post¬ 
attack period at least, will not be required, dentistry 
is willing to devote its skills and training to any 
disaster service for which they are qualified. As 
allied medical workers, they realize their need for 
training and orientation in methods of casualty care. 
The only way they can get it is through the active 
assistance and instruction of local medical men. 

In many places physicians have cooperated with 
local dental societies and have cairied out excellent 
courses of training. In others, physicians have been 
apathetic and unwilling to give the time and effort 
to training dentists. Very often, medical men are 
willing but are uncertain as to what should be 
taught and iiow the material should be presented. 
So, many dental societies have wished to have such 
training but have been limited solely to Red Cross 
first-aid instruction. 

If organized medicine really beliex'es that dentists 
should be prepared to act as paramedical assistants 
in a national disaster, it should be willing to pre¬ 
pare them for such services. This training can only 
come from medicine. If the medical profession does 
not assume it, it xvill not be done. 

Txvo courses of action are indicated; First, tlie 
task force should define the scope of emergency 
casualty care functions dentists should be prepared 
to perform. This then should be approved and 
adopted by organized medicine. Second, members 
of the medical profession should be urged to co¬ 
operate in teaching dentists, on the local society 
- level, the principles of initial casualty care. In tliis 
there is need for a syllabus to outline the instruction 
for each type of injury for the benefit of the medi¬ 
cal instructors. The OCDM has proposed the 
setting-up of a “workshop” to draft such syllabuses 
when and if the scope of such training shall he 
defined. 

Of course, in the long-range postattack and re¬ 
construction period, dentists will perform their 
usual services on an emergency level. For tliis they 
need no training. But, if they are to be of anj’ real 
benefit in the immediate postattack period, they 
need training now. This can only be afforded by 
the medical profession. 
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THE CIVIL DEFENSE ROLE OF NURSES 

Catherine M. Sullivan, R.N., Battle Creek, Mieh. 


In discussing the civil defense role of nurses, I 
would like to describe what their role should be, in 
event of attack, and report some of the things being 
done about it. We believe the role of the nurse, in 
the event of an enemy attack, will be to adapt com¬ 
prehensive nursing care to the situation where the 
numbers of patients needing care and treatment 
will greatly exceed the number of professional peo¬ 
ple available and where supplies, equipment, physi¬ 
cal facilities, and utilities will be limited. In such a 
situation, the civil defense nursing service mission 
is to provide nursing care to the sick and injured 
and to prevent and minimize illness and injury of 
the surviving population. Thus, there are two major 
ci\il defense nursing service programs—medical 
care and public health. 

Medical Care Planning and Facilities 

Medical care planning includes that for both 
casualties and noncasualties. (Casualty is the term 
used for tliose who are sick or injured as a direct 
result of enemy action; noncasualty is the term used 
for those sick or injured but not as a direct result 
of enemy action.) 

Casualty care includes care for bums, traumatic 
injuries, radiation sickness, illness resulting from 
biological and chemical warfare, and shock. In 
planning our nursing care, we must remember that 
the patients will be of all ages and that many of 
them may have multiple injuries and complicating 
medical conditions. 

Plans for civil defense nursing are based on the 
following principles: 1. Self-help. Everyone should 
know how to care for himself or herself. 2. Neigh¬ 
bor help. Caring for family, friends, and neighbors 
includes knowing how to stop a hemorrhage, to 
maintain a free air passage, to perform artificial 
respiration, to splint fractures, to dress wounds, to 
handle tlie sick and injured properly, and to know 
principles of sanitation and cleanliness. 3. Prioritj' 
of care. To function effectively as members of the 
medical team, nurses must know, understand, and 
accept the philosophy of priority of care; to give 
the best to the most u'ith die least and by the few¬ 
est. In order to practice diis, the sick and injured 
will be sorted into the following treatment cate¬ 
gories: minimal, immediate, delayed, and expectant. 
4. Regrading (now called expanded functions). Pres- 

Xurse Consultant, Biophysical and Medical Sciences Office, Office of 
Civil and Defense Mobilization. 


ent thinking is that nurses will function within the 
realm of nursing, and many medical leaders feel 
that more lives will be saved by good nursing care 
than by up-graded functions. Nurses, however, irill 
have to exercise more independent judgment and 
will be working with less direct medical supervision. 
5. Total nursing care. The professional nurse will 
be responsible for total nursing care. Tliis includes 
lifesaving techniques, measures to alleviate suffer¬ 
ing, measures to prevent further injury, and sup¬ 
portive care. 

The noncasualty group is the normal incidence 
of sickness and injury which is aggravated and 
increased due to the chaotic situation. It includes 
accidents, acute illness, chronic diseases, and com¬ 
municable diseases. 

Professional nurses will be on the staffs of the 
following facilities: 1. Emergency treatment sta¬ 
tion. This will provide first-aid care to minimal, 
essential lifesaving surgery to immediates, and a 
‘liolding” facility for delayed and expectant cate¬ 
gories. 2. Civil defense emergency hospital. This 
will provide emergency medical and surgical care 
to the surviving population. 3. Existing hospitak. 
These will be expanded two, three, or more times. 
4. Other. Nurses will be needed if large groups of 
the sick and injured are transported to otlier medi¬ 
cal facilities or if “medical communities” are es¬ 
tablished. 

I have given a brief summary of the nurse’s role 
in tile civil defense medical care plan. With tliat as 
a background, one can .easily categorize nursing 
responsibilities into clinical, management, and 
teaching. 

Nursing Responsibilities 

It is our belief tliat if we survive the initial post¬ 
attack period, the big problem u’ill then be public 
health. This program will be responsible for the 
prevention, detection, and conriol of sickness and 
injury. It u'ill include communicable disease con¬ 
trol; prenatal and postnatal care; sanitation prob¬ 
lems; contaminated food, milk, and water problems; 
and nutritional and emotional problems. Public 
health activities will function frorn established 
health departments and health centers. Reporting 
centers may be organized, and tlrese, too, will re¬ 
quire public health nursing sendee. 

Professional nurses are prepared in many special 
fields of nursing, and this invites concern relative to 
assignment. It would be ideal if assignments could 
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be made according to specialized preparation, and 
this should be done if possible. However, probable 
assignments n’ill be made according to (1) where 
the nurses arc, (2) what needs to be done, and (3) 
what they can do. 

In any type of disaster, a nurse sboidd know bow 
to determine priorities; to evaliiale patient’s condi¬ 
tion, personnel needs, and personnel and equipment 
available; to assign, supervise, and teach effectively; 
and last, but \'cry important, to improvise. She 
should know her resources and plan solutions which 
include modifying care, modifying procedures with¬ 
out violating basic principles, modifying supplies 
and equipment, and the knowledge and ability to 
re.allocate functions. 

Civil defense is nonmilitary defense. It is every¬ 
one’s business and is a way of life and will be for 
sometime to come. In civil defense, nurses have a 
dual responsibility—that of a citizen and that of a 
professional person. They first must be aware of 
this challenge, next, accept it, and tlien do some¬ 
thing about it through training and education. The 
nursing profession has actively responded to the 
challenge of civil defense. Many civil defense train¬ 
ing and educational programs have been conducted 


by the professional nursing organizations, the mili¬ 
tary, the American Red Cross, civil defense organ¬ 
izations, and schools of nursing. 

In January, 1958, the National League for Nurs¬ 
ing initiated a project to demonstrate ways of pre¬ 
paring nurses for mass casualty care and other nurs¬ 
ing roles in ci\'il defense. This is being done with an 
$80,000 contract with the Office of Civil and De¬ 
fense Mobilization. The objective is to determine 
curriculum content needed for all types of nursing 
education programs, including in-service programs 
in hospitals. Demonstrations will be carried out in 
three colleges offering different types of nursing 
education programs and in one ci\'ilian hospital. 

Massachusetts Ceneral Hospital will de\ eIop con¬ 
tent in disaster nursing for diploma and in-service 
education programs. Skidmore College Department 
of Nursing will work on cimtent for basic bacca¬ 
laureate programs, and Teachers College, Columbia 
University, will work on content for advanced nurs¬ 
ing education programs. Curriculum content for bas¬ 
ic collegiate and practical nurse education programs 
will be developed at the University of Minnesota. 
The 18-month project is an initial step in preparing 
a plan for nursing education in national defense. 


T he nuclei of leukocytes.— For some years our attention has been 
directed to another form of individuality of human blood, namely the specific 
patterns identifiable in the highly complicated morphologj' of the nuclei of 
polymorphonuclear leukocytes. ... In the early days of descriptive hematology, 
much attention was paid to tlie form of the nucleus, but tire older literature is largely 
speculative. . . . The best available studies in this domain are those which enumer¬ 
ate tire lobes of the nucleus. The Schilling count and the Arneth count are numeri¬ 
cal expressions of the degree of nuclear segmentation. It is known that in the bone 
marrow the degree of segmentation is less than in the peripheral blood, and it is 
widely believed that the degree of segmentation is an index of maturity. It is also 
known that segmentation is increased in certain diseases and decreased in acute in¬ 
fections as well as in certain families, notably those having the gene for tire Pelger- 
Huetanomaly. It has been shown however by Turpin, that the lobe count is a 
measurable aspect of individuality. Some individuals have an unusually high lobe 
count under physiologic conditions throughout life; others show a persistently low 
lobe count. Of great interest too is the entirely inexplicable finding, . . . that in 
mongolism the lobe count is lower than normal. The lobe count is at best a crude 
representation of the prevailing form of leukocyte and takes no account of tlie re¬ 
markable intricacy of the chromatin arrangement and the rich variety of appendages 
and projections from the lobes. That these features are modified by physiologic and' 
pathologic circumstances including acute infections and such metabolic disorders as 
megaloblastic anemias is well recognized, but it is probably true that a given subject 
retains certain specific nuclear appearances throughout life. Heredity is probably 
important. Whether these characteristics are as specific as a patient’s facial appear¬ 
ance or his fingerprints, whether they are such as would divide subjects into cate¬ 
gories in the same way as the ABO blood groups or whether they merely give quanti¬ 
tative information should be determined.—D, K. Briggs, M.D., The Individuality of 
Nuclear Chromatin with Particular Reference to Polymorphonuclear Neutrophil 
Leukocytes, Blood, October, 1958. 
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DISASTER MEDICAL CARE 

In this issue of The Journal are tlie papers pre¬ 
sented at the Ninth County Medical Societies Civil 
Defense Conference held in Chicago on Nov. 8-9, 
1958, and sponsored by the Council on National 
Defense of the American Medical Association. Dur¬ 
ing the two-day conference, reports were presented 
on resuscitation techniques, shelter habitability, 
public health techniques for a nuclear age, reviews 
of three recent civil defense medical test programs, 
workshop sessions, and movies on selected subjects. 
This interesting program attracted representatives 
from 35 states and several foreign countries, and 
many important lessions were learned in the care 
of emergency medical services for large numbers, 
of people. 

Nearly every physician must ask himself the ques¬ 
tion how he would best function under conditions 
of disaster and what kind of medical care could he 
give. The threat of modern-day warfare widi its ca¬ 
pability' of mass destruction of huge elements of our 
nation has imposed on the health professions a 
tremendous responsibility in the nation’s efforts to. 
survive. The saving of lives, particularly of those 
who can contribute to the survival effort, now 
assumes a new importance for the medical and 
allied professions. 

A series of critical reviews of the types and the 
quality' of medical care that was given after some 
disasters has not made pleasant reading. The sud¬ 
den disruption of the normal well-ordered com¬ 
munity life. £Li:micQtnitaut of fiU disasters, causes 
"Some profound changes in ali"^^ects^ of life and 
seriously alters the environment in whicfr^ediral 
care must be given. The variety of responses T9,, 


meet these unpredictable events are conditioned by 
numerous factors. A small number of natural lead¬ 
ers emerge and give that steady and judicial leader¬ 
ship so vitally needed amid the chaotic surround¬ 
ings. Experience and previous training are helpful 
and enable many to fall into routine patterns of 
action. 

Physicians have been called on for exceptional 
and sustained effort after a disaster to assist the 
injured and the disturbed victims. Little Paining 
has been given in tliese fields of emergency medical 
care under traditional educational programs in the 
past, except the armed forces medical services. The 
ever-present threat of natural disaster has made 
physicians more aware of their obligation for this 
previously neglected field of medical care. Much 
has been learned from the experiences of industrial 
physicians, the armed forces medical services, and 
more recently civil defense medical organizations. 
The Council on National Defense, recognizing this 
trend, has recommended that its Committee on 
Civil Defense be renamed Committee on Disaster 
Medical Care, and the Board of Trustees has author¬ 
ized the change. There has been an increasing num¬ 
ber of papers published in The Journal and 
various specialty journals recommending sound 
scientific methods to be employed in emergency 
medical care. 

The threat of nuclear attack and the ever-increas¬ 
ing improvement in weapon delivery systems have 
reduced the warning time and magnified the al¬ 
ready complex and intricate problems of medical 
care in a thermonuclear age. 

Eighteen months ago, the Federal Civil Defense 
Administration requested the American Medical 
Association to ‘‘recommend the planning, training 
and operational organization needed as a basis for a 
National Emergency..Medical Care Plan for the 
treatment and care of casualties and noncasualties. 
The Commission created by the American Medical 
Association for this purpose, under the staff direc¬ 
tion of Dr. Earle Standlee, is completing the final 
report to the Office of Civil and Defense Mobiliza¬ 
tion which will aid phy'sicians in delineating their 
role in disaster medical care service. Developments 
in the field of civil defense have received renewed 
support and emphasis in recent months by tfie 
federal government, and the medical and health 
services are becoming more familiar wth the de¬ 
tailed parts they are to play before, during, and 
after national emergencies. 

The reports of this conference will enable physi¬ 
cians to give sound scientific medical care under 
conditions of austerity and disaster. Further study 
and observation will improve latent professional 
capabilities in providing any type of emergency 
medical care. 
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ORGANIZATION SECTION 


NATIONAL CONFERENCE ON HOMEMAKER 
SERVICES 

A National Conference on Homemaker Service.s, 
sponsored by the American Medical Association 
among 26 national, voluntary, and governmental 
agencies and organizations, will be held at the 
Edgewater Beach Hotel, Chicago, Feb. 10-11, 1959. 
Among the imrticipants will be Dr. David 13. 
Allman, member, Executive Committee of the Con¬ 
ference, Dr. Philip S. Barba, chairman, Finance 
Committee, and Dr. Lemuel C. McGee, chairman. 
Study Group on Industrx’ and Labor and Home¬ 
maker Serx’ices. A number of other physicians and 
members of the Women’s Auxiliaries will take part 
in the conference. Twelve study groups, wliich 
have held preconference discussions in the past 
few months, will prepare working papers for the 
meeting. These will serve as the bases for further 
discussion and for the formulation of plans to 
sKmulate the development of such services and to 
strengtlien the role of the voluntary agencies pro¬ 
viding homemaker serv'ices throughout the country. 

One significant development to be discussed will 
be of interest to all medical societies. It is tire 
activity of the Passaic Count)', N. J., Homemaker 


Service which has been sponsored and supported 
by the lociil medical society of the state and which 
has demonstrated the effective role women’s auxili¬ 
aries can assume in making homemaker services 
available to families in the community. Representa¬ 
tion by all medical societies at the meeting is 
strongly recommended. Additional information re¬ 
garding registration for the conference can be ob¬ 
tained by writing to the Council on Medical 
Service, American Medical Association, 535 N. 
Dearborn St., Chicago 10. 

REPORT OF COMMISSION ON MEDICAL 
CARE PLANS 

A limited supply of copies of Part 2 of tire Report 
of tire Commission on Medical Care Plans is avail¬ 
able for distribution to physicians requesting single 
copies. This volume contains the “Statistical Ap¬ 
pendices and Background Materials” to the com¬ 
mission’s study. Requests for single copies should 
be addressed to Murray Klutch, Commission on 
Medical Care Plans, American Medical Association, 
535 N. Dearborn St., Chicago 10. There will be no 
charge for single copies. 


COUNCIL ON MEDICAL SERVICE 


COMMITTEE ON MEDICAL AND 
related FACILITIES 

Study on Organizational and Professional Relation¬ 
ships Between Physicians in Private Practice and 
Those not in Private Practice.—The Committee on 
Medical and Related Facilities Iras undertaken a 
study of (1) the relationships of physicians in pri¬ 
vate practice to tlrose not in private practice and 
(2) the growth and present status of public healtlr 
services. At a recent planning conference it was 
decided that part one of the study should be con¬ 
cerned with the following physician groups not in 
the private practice of medicine; ^(1) physicians 
employed full time by official health agencies and 
other government services; (2) physicians employed 
full time by insurance companies, industries, phar¬ 
maceutical houses, voluntary health agencies, and 
research foundations; and (3) physicians employed 
full time in' medical schools,- hospitals, and other 
educational institutions. 


More recently the Committee met with (group 
one) organizations representing full time public 
healtlr physicians (i. e. American Public Health 
Association, Association of State and Territorial 
Health Officers, American Association of Public 
Health Physicians, and Public Health Service) to 
discuss relationships between these physicians and 
physicians in private practice. Part two of the study 
was also discussed and research methods evaluated. 

A set of questions relating to the status of full 
time public health physicians in medical societies 
was sent to all county medical societies. The returns 
revealed that good relationships exist in most 
county medical societies. It is estimated that the 
study will take approximately one year during 
which time other conferences xvill be held and a 
number of national organizations visited by the 
staff. - , . 
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MEDICAL NEWS 


ALABAMA 

Cancer Seminar in Birmingham.—The American 
Cancer Society, Alabama Division, Inc., will hold 
a Cancer Seminar Jan. 27-29, in Birmingham, in 
cooperation witli the American College of Surgeons, 
Alabama Academy of General Practice, Jefferson 
County Dental Association, Jefferson Coimty Med¬ 
ical Society, Medical Association of Alabama, and 
the Medical College of Alabama. Moderators for 
the three sessions will be Dr. Champ Lyons, Birm¬ 
ingham; Dr. John Day Peake, Mobile, president, 
American Cancer Society, Alabama Division, Inc.; 
and Dr. Joe Donald, Birmingham. Speakers and 
topics are as follows: 

Cancer of the Breast, Dr. Alan Thai, Minneapolis. 

Warts, Moles and Malignancy, Dr. George Andrews, New 
York City. 

Cancer of the Head and Neck, Dr. Oliver Moore, New York 
City. 

Radiation and Cancer, Dr. Milton Friedman, New York City. 
Cancer of tlie Cervix, Dr. Herbert Schmitz, Chicago. 
Chemotherapy of Cancer, Dr. Louis A. Leone, Richmond, Va. 
Cancer of the Colon, Dr. Warren Cole, Chicago. 

Cancer of the Prostate, Dr. W. W. Scott, Baltimore. 

Cancer of the Lung, Dr. Thomas F. Nealon Jr., Philadelphia. 

Question-and-answer periods will conclude each 
session. For information write Dr. Paul G. Reque, 
601 Woodward Bldg., Birmingham 3, Ala., Program 
Chairman. 

CALIFORNIA 

Radiological Conference in Los Angeles.—The 11th 
annual Mid-Winter Radiological Conference, spon¬ 
sored by the Los Angeles Radiological Society, will 
be held at tire Statler Hotel, Los Angeles, Jan. 31- 
Feb. 1. Guest speakers will be: Dr. Peter Kerley, 
London, England; Prof. D. W. Smithers, London, 
England; Dr. F. N. Silverman, Cincinnati; and 
Dr. A. Finkelstein, Philadelphia. The conference 
fee of $20 includes txvo luncheon meetings featur¬ 
ing questions and answers. A banquet ($7.50 per 
plate) ssill be held Saturday evening, Jan. 31. For 
information and resers'ations, VTite Dr. Chester P. 
Bonoff, 1930 Wilshire Blvd., Los Angeles 57. 

Dr. Mazia to Give Beattie Lecture.—Daniel Mazia, 
Ph.D. professor of zoology'. University of California, 
Berkeley, will be guest speaker for the fifth annual 
Margaret Beattie Lecture presented by the West¬ 
ern Region of the American Association of Bioan- 

Ph>*sicians are invited to send to this department items of news of 
general interest, for example, those relating to societ>' acthities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


alysts. He will address the Beattie dinner assembly 
Feb. 7 at the Clift Hotel, San Francisco, on “Bio¬ 
logical Increase: Tire Life History of the Cell.” 
The lecture series honors Prof. Margaret Beattie 
of tlie University of California School of Public 
Health “for her untiring efforts towards the eleva¬ 
tion of standards and recruitment of clinical and 
public health laboratory personnel.” The presenta¬ 
tions are devoted to general subjects of pure sci¬ 
ence and are not restricted to methodology. Infor¬ 
mation on the dinner meeting may be obtained 
from William Reich, Walnut Creek-Lafayette Lab¬ 
oratories, 1409 Nursery Lane, Walnut Creek, Calif. 

Annual Meeting in San Francisco.-The 88th an¬ 
nual session of the California Medical Association 
will be held Feb. 22-25 xvith headquarters at 
the Sheraton-Palace Hotel, San Francisco. Guest 
speakers will include Drs. Edwin B. Astwood, 
Boston; C. Rollins Hanlon, St. Louis; Donald L. 
McRae, Montreal, Quebec, Canada; and William 
Wallace Scott, Baltimore. Special guests of sections 
will be Drs. Warfield Garson, Chapel Hill, N. C., 
and Arthur Jones, Portland, Ore. The Cancer Com¬ 
mission of the California Medical Association will 
hold preconvention conferences Feb. 21, on which 
day five postgraduate courses will also be con¬ 
ducted. Dr. Francis E. West, president of the asso¬ 
ciation, ■will open the general sessions Feb. 23 after 
which a symposium, “The Diagnosis and Manage¬ 
ment of Upper Gastrointestinal Bleeding,” will be 
moderated by Dr. Edwin G. Clausen, Oakland. 
The second general meeting will be a tour of the 
Vallecitos Atomic Laboratory Feb. 24, \vith the 
president’s dinner dance scheduled for that evening. 
A total of 14 symposiums and panel discussions 
will be presented. A motion-picture program is 
arranged for each day of the meeting. Scientific 
and technical exhibits and a ladies’ program are 
arranged. For information write Mr. John Hunton, 
450 Sutter St, San Francisco 8, Executive Secretary. 

DISTRICT OF COLUMBIA 
Nutrition Expert Dies.—Elmer M. Nelson, Ph.D., 
chief. Division of Nutrition, Food and Drug Admin¬ 
istration, U. S. Department of Health, Education 
and YVelfare, died suddenly at his home in Arling¬ 
ton, Va., Dec. 24. Dr. Nelson will be remembered 
for his contributions to the science of nutrition, In's 
leadership in the regulatory labeling of nutritional 
products, and for his devoted service to the Ameri¬ 
can Medical Association as' a rhember of its Council 



Vol. 109, No. 4 


MEDICAL NEWS 


165/393 


on Drugs. He became affiliated with the staff of 
the Food and Drug Administration in 1935 and 
that same year also was elected to membership on 
the Council. Dr. Nelson served continuously as a 
member of the Council up to the time of his death, 
not only as an expert on vitamin preparations, but 
also as a member and later chairman of the Coun¬ 
cil’s Committee on Nomenclature. 

ILLINOIS 

Chicago 

Laboratory for Exfoliative Cytology.—Establish¬ 
ment of the Comdr. Eugene F. McDonald Jr. 
Memorial Laboratory' for Exfoliative Cytology at 
the Univ'crsity of Chicago Medical Center has 
been announced by Dr. Lowell T. Coggeshall, 
dean of the universit}'’s Division of Biological 
Sciences, who said that formation of the labora¬ 
tory' has been financed by leaders in the radio and 
television industry' as a memorial to tire late 
founder-president of Zenith Radio Corporation of 
Chicago. Executives and business firms in the 
radio-television manufacturing industry have con¬ 
tributed about $155,000 and contributions are still 
being received by the university. 'Tire new labora¬ 
tory includes a suite of five rooms located on the 
second floor of the Motliers’ Aid Research Pav'ilion 
at the Chicago Lying-In Hospital on the University 
of Chicago campus. Tire laboratory is designed to 
make examinations for gynecological, lung, and 
other forms of cancer routine. Tlie staff of cytolo- 
gists is under the leadership of Dr. George L. Wied, 
assistant professor in the department of obstetrics 
and gx'necology. 

MASSACHUSETTS 

Study of Fatal Highway Collisions.—The project 
"Research on Fatal Highway Collisions” already 
under way at the Harvard Medical School Depart¬ 
ment of Legal Medicine, Boston, has been awarded 
a grant of $809,000 by the U. S. Public Health 
Service for a five-year period. Other assistance in 
the form of laboratory service has been given by 
the Suffolk County Medical Examiner’s office and 
the Chemistry Laboratory of the Massachusetts 
Department of Public Safety. Research on Fatal 
Highway Collisions will begin at the scene of the 
accident after alert by the State Police and the 
Registry of Motor Vehicles. The area studied will 
include metropolitan Boston and Cambridge to 
Route 128. Interviews at the scene, police station, 
hospital, and home will be carried out immediately. 
Weather and other environmental data will be 
taken. A traffic engineering analysis of the location 
will be made. Data on living drivers will include 
physical examination, history, vision, audition, psy¬ 
chological testing, psychiatric examination, social 
and family history, employment, vehicle and court 
records. Data will be integrated to (1) describe the 


conditions under which fatal highway collisions 
occur, (2) identify causes, (3) develop preventive 
measures, (4) aid in the interpretation of evidence, 
and (5) facilitate police training. The investigating 
team will include a psychologist, forensic patholo¬ 
gist, forensic psychiatrist, attorney, statistician, au¬ 
tomotive engineer, social worker, ophthalmologist, 
traffic engineer, and physician. For information 
write Alfred L. Moseley, Department of Legal 
Medicine, Harvard Medical School, 25 Shattuck 
Street, Boston 15. 

NEW JERSEY 

Jefferson Medical Center Organizes Asthma Unit.— 
The Betty Bacharach Home, in association swUi 
the pediatric, medical, and psychiatric departments 
of the Jefferson Medical Center, has organized a 
unit for the treatment of intractable asthma in 
children. Children with perennial asthma of more 
than one year’s duration and who are refractor)' to 
hyposensitization and otlier forms of medical treat¬ 
ment are eligible for admission. Absecon Island, 
on which the home is located, is relatively pollen- 
free. All facilities, including schools, are available 
w'ithin the institution. Children from 5 to 15 years 
will be considered for admission. The Betty Bach¬ 
arach Home will underw'rite the cost for all children 
admitted. For information xvrite to Mr. Simon 
Lippman, Executive Secretary, Betty Bacharach 
Home, Atlantic City, N. J. 

NEW YORK 

Capt. Calvy Honored.—'The Stitt Award of the 
Association of Militar)' Surgeons of the United 
States was presented recently to Capt. George L. 
Calv)', MC, USN, chief of medicine at the U. S. 
Naval Hospital, St. Albans, for his clinical research 
xvith antibiotics in combating staphylococcic pneu¬ 
monia, 'This award, consisting of a bronze plaque, 
an honorarium of $500, and a life membership in 
the association, is made annually by the Pfizer Lab¬ 
oratories Division, Charles Pfizer and Company, 
Inc., of Brooklyn ‘‘for meritorious work in the field 
of antibiotics.” 

Medical Seminar Cruise.—'The New York University 
College of Medicine Alumni Association will spon¬ 
sor a medical seminar cruise aboard the M.S. Italia 
visiting San Juan, St. Thomas, Ciudad Trujillo, Cap 
Haitien, and Nassau, sailing Feb. 21 (Alumni Day) 
and returning March 8. The faculty will include 
Drs. Claude E. Heaton, S. Bernard Wortis, John H. 
Mulholland Jr., Robert S. Hotchkiss, Clarence E. 
de la Chapelle, William Goldring, and Saul Krug- 
man. The seminar constitutes 30 hours of category I 
credit for members of the American Academy of 
General Practice. For information write Dr. William 
N. Hubbard Jr., Associate Dean, New York Uni¬ 
versity College of Medicine, Room 164, 550 First 
Ave., New York 16. 
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Annual Heart Conference.—“Heart in Industry” \vill 
be the theme of an all-day conference at the 
Waldorf-Astoria, New York City, Jan. 27, held 
under the auspices of the New York Heart Associa¬ 
tion. This is tlie fifth annual all-day conference 
sponsored by the association and the second on 
the industry theme. Dr. Norman Plummer, medical 
director. New York Telephone Company, is chair¬ 
man of the planning committee. Former Governor 
Tliomas E. Dewey will be the luncheon speaker. 
Dr. Jere W. Lord Jr., president of the association, 
will preside. With Dr. Edwin P. Maynard Jr., chief 
attending physician, the Brooklyn Hospital, presid¬ 
ing, speakers of the morning session will include 
Dr. Lawrence Hinkle Jr., Dr. Herman K. Heller- 
stein, Dr. S. Charles Franco, and Mr. Roland Baxt, 
executive director. Federation Employment and 
Guidance Service, New York City. Dr. Maynard 
will also act as moderator of the morning panel 
discussion. Dr. Irving S. Wright, past-president of 
the American and N%w York Heart associations, 
will preside at the afternoon workshop panel ses¬ 
sion which will consider questions related to the 
problem of heart diseases. For information write 
the New York Heart Association, 10 Columbus 
Circle, New York 19. 

New York City 

Conference on Hair Growth.—The New York Acad¬ 
emy of Sciences, Section of Biological and Medical 
Sciences, will present a Conference on Hair 
Growth and Hair Regeneration Jan. 31, beginning 
at 9 a. m. Dr. Robert L. Kroc, chairman of the sec¬ 
tion, will open the meeting. Fourteen papers are 
scheduled for presentation, with the following two 
by Dr. George E. Rogers, Commonwealth Scien¬ 
tific and Industrial Research Organization, Wool 
Textile Research Laboratories, Victoria, Australia: 
“Recent Results on the Fine Structure of Hairs 
and Hair Follicles” and “Newer Findings on the 
Proteins and Enzymes of Hair Follicles.” Attend¬ 
ance is limited to those invited to participate in 
these conferences and to interested members of 
the academy. For information %vrite Dr. Irwin I. 
Lubowe, 667 Madison Ave., New York 21. 

NORTH CAROLINA 

Seminar on Occupational Health.—The University 
of North Carolina School of Medicine will sponsor 
tire sixth annual Seminar on Occupational Health, 
to be held in Chapel Hill, Feb. 6. Other sponsors 
include the Occupational Health Committee of the 
Medical Society of the State of Nortli Carolina and 
the Liberty' Mutual Insurance Company. Special 
invitations vull be sent to doctors in Virginia and 
Soutli Carolina. Speakers for the program are 
Mr. R. E. Gordon, industrialist, Asheville; Dr. R. W. 
Borden, Goldsboro; Irene D. Courtenay, R. N., 
North Carolina State Board of Health; Dr. Joe M. 


Bosworth, Atlanta, Ga.; Dr. B. Dixon Holland, 
Secretary, Council on Industrial Health, A. M. A.; 
Dr. Elva Burgess, Charlotte; Dr. Eugene Van der 
Smissen, Division of Radiological Health, U. S. 
Public Health Service; and Dr. Thomas B. Barnett, 
associate professor of medicine. University of North 
Carolina School of Medicine. 

PENNSYLVANIA 

Plaques for Centenarians.—Si.xty residents of the 
Commonwealth of Pennsylvania who reached their 
100th birthday during 1958 were presented Mth 
testimonial plaques by The Medical Society of the 
State of Pennsylvania and the society wshes to 
find out who will be 100 in 1959. Since 1948, when 
the presentations were inaugurated. The Medical 
Society has provided hand-lettered, framed cen¬ 
tenarian testimonials for 391 residents of the state. 
The testimonials have been presented either by 
officers of the county medical societies or the per¬ 
sonal physician of the centenarian. The records 
show that 75% of Pennsylvanians who live to be 100 
are women. A testimonial plaque will be presented 
to any resident of Pennsylvania who attains tire 
age of 100 “in recognition of one whose life span 
exemplifies healthful living.” Name and date of 
birth should be sent to The Medical Society of the 
State of Pennsylvania, 230 State St., Harrisburg. 

Philadelphia 

Fellowships in Gastroenterology Available.— There 
are available at the Jefferson Medical College and 
Hospital two additional fellowships for graduate 
training in gastroenterology. Dr. C. Wilmer Vfirts, 
associate professor of medicine has announced. 
Stipend is $4,500 per year, and U. S. citzenship and 
a minimum of two years of medical residency are 
prerequisites. For information and application, 
write to Dr. Wirts, Jefferson Medical College of 
Philadelphia, 1025 Walnut St., Philadelphia 7. 

British Lecturer.—Dr. Thomas Bedford, director of 
the Medical Research Council’s Environmental Hj'- 
giene Research Unit, London, England, will de¬ 
liver a paper at the opening session of the 65th 
annual meeting of the American Society of Heating 
and Air Conditioning Engineers in Philadelphia, 
Jan. 26-29, on “Researches on Heating and Ventila¬ 
tion in Relation to Human Comfort.” Dr. Bedford, 
who also is a special lecturer in industrial hygiene, 
London School of Hygiene and Tropical Medicine, 
will participate in a topical session on comfort. 
After the meeting, he will proceed to lecture en¬ 
gagements at the Naval Air Development Center, 
Johnsville, Pa., the University of Pennsylvania, 
Philadelphia, the University of Minneapolis, the 
University of Illinois, Urbana, and the Harvard 
School of Public Healtli, Boston. Before returning 
to England, Dr. Bedford plans to visit Cleveland 
and Chicago. 
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TEXAS 

International Assembly in Son Antonio.—The 23rcl 
annual meeting of the International Medical As¬ 
sembly of Southwest Tc.\as will he held Jan. 26-28 
in the Gunter Hotel, San Antonio. A one-day semi¬ 
nar Jan. 25 will he presented hy the San Antonio 
Division of the Post Graduate School of Medicine 
of the University of Texas. Each of the following 
speakers will give three presentations; 

Drs. Frederic C. Biirtter, Ik'tlic.sdn, Md.; Thomn.s L. Ball 
and Marjinret H. D. Smith, New York City; Charles M. 
Norris and Harry E. Bacon, Philadelphia; John F. Holt, 
Ann Arbor, Mich.; E. Grey Dimond, Kansas City, Kan.; 
W'illiain Boyd, Toronto, Out,; Charles G. Johnston, De¬ 
troit; Frank Foster and Cornelius E. Sedgwick, Boston; 
Ntilton L. McCall, New Orleans; William L. M'hitc, Pitts¬ 
burgh; Col. Benjamin H. Sullivan Jr., Washington, D. C.; 
Merrill J. Rech, Portland, Ore,; Franklin G. Ebaugh, 
Denver; and Rubin H. Flocks, Iowa City. 

Technical displays, entertainment, and a ladies’ 
program are arranged. Registration fee is $20. For 
information and registration, write the International 
Medical Assembly of Southwest Te.vas, 202 W. 
French Place, San Antonio 12, Texas. 

WISCONSIN 

Bowling Tournament.—The third annual showdown 
of physician “pinblasters” in Wisconsin and their 
naves is scheduled for Saturday, Feb. 7, in Madi¬ 
son. There wall he mixed doubles, two classes of 
men’s singles, men’s doubles, a men’s team event, 
and the ladies’ singles championship. Sendng as 
hosts and hostesses will he members of tlie Dane 
Count)' Medical Society and its auxiliary. Defend¬ 
ing champions, e.xpected back to tr)' again, include 
Drs. John B. Baldi, Milwaukee, and A. J. Schmidt, 
Sheboygan, men’s singles; Drs. C. M. Carney and 
Erv T. Rechlitz, Beloit, men’s doubles; and Mrs. 
J. W. Boren Jr., Marinette, auxiliary singles queen. 
Mixed doubles and the team match will he new 
events in 1959. A party w'ill conclude the weekend 
of bowling. For information write the State Medical 
Society of Wisconsin, Box 1109, Madison 1, Wis. 

GENERAL 

Health Forum Meets in Chicago.—The 1959 Na¬ 
tional Health Forum, sponsored by the 64 agencies 
of the National Health Council, will be held March 
17-19 at the Palmer House, Chicago, Dr. Norvin C. 
Kiefer, president of the council, has announced. Dr. 
James H. Sterner, medical director of Eastman 
Kodak Company, Rochester, N. Y., is chairman of 
the committee planning the meeting. The theme for 
the forum is “The Health of People Who Work.” 
Dr. Arthur S. Flemming, secretary of the De¬ 
partment of Health, Education, and Welfare, Wash¬ 
ington, D. C., will be a principal speaker. Tlie 
three-day forum will mark the eighth year the coun¬ 
cil has sponsored cooperative sessions for discussion 
of major problems affecting the nation’s health. The 


National Health Council inaugurated the National 
Health Forum in 1952 as a vehicle to direct public 
and professional attention to major problems in the 
field of health, of common interest to its member 
agencies. For information write the National Healtli 
Council, 1790 Broadway, New York 19. 

Report on Easter Seal Activities.—According to the 
year-end report issued by the National Society for 
Crippled Children and Adults, a record total of 
246,562 persons were served in programs and 
facilities operated by Easter Seal societies or in 
co-sponsored projects during 1958. The 38-year-old 
organization, operating in all 49 states, tire District 
of Columbia, Hawaii, and Puerto Rico, likeu'ise 
reports that there have been brought into existence 
some 50 new centers and programs including re¬ 
habilitation and treatment centers, camps, nursery 
schools, and new and expanded programs within 
already existing facilities, bringing total Easter Seal 
projects to more than 1,400. Services include care 
and treatment for those with orthopedic disorders, 
cerebral palsy, arthritis, poliomyelitis, muscular 
dystrophy, and multiple sclerosis. Through the 
Easter Seal Research Foundation, founded in 1956, 
a total of $376,578.28 in 49 grants has been made to 
34 basic and clinical research projects in 29 univer¬ 
sities and colleges. Last year a total of 56 resident 
camps were operated by the societies and an addi¬ 
tional seven were co-.sponsored. Dr. Dean W. Rob¬ 
erts is executive director of the National Society. 

Trauma Surgeons Meeting in Colorado.—The 
Rocky Mountain Traumatic Surgical Society will 
meet at the Hotel Jerome, Aspen, Colo., Jan. 28-31. 
A one-hour panel discussion on “First Aid to Injured 
Skiers” will be held the afternoon of Jan. 29, with 
an organizational meeting held tliat morning. Phy¬ 
sicians from Colorado w'ill include the following: 
Drs, J. Sterling Baxter, Robert Barnard, and Char¬ 
les S. Houston, Aspen; John Leidholdt, Col. Robert 
Anderson, Sid Blandford, Ralph Stuck, John Freed, 
William Stanek, Hugh MacMillian, William Cop- 
pinger, Charles Gaylord, William Gobe, and Rob¬ 
ert Dean, Denver; and Robert Hall, Grand Junc¬ 
tion. Papers by other participants are; 

Injuries to the Spleen and Their Treatment, Dr. Donald 
Davenport, Long Beach, Calif. 

Traumatic Knee Problems, Dr. A. C. Buergler, Akron, Ohio. 
Fluophane Anesthesia in Spinal Fusion, Dr. Paul Evans, Los 
Angeles. 

A summary panel wiU conclude the scientific ses¬ 
sion, and a business meeting and election of offi¬ 
cers will conclude the meeting. For informaiton 
write Dr. Robert R. Oden, 420 Hyman St., Aspen, 
Colo. 

Meeting of Surgeons in St. Louis.—A four-day sec¬ 
tional meeting of the American College of Surgeons 
will be held in St. Louis March 9-12, with head- 
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quarters at the Kiel Auditorium and with many 
sessions scheduled also in St. Louis hospitals. The 
program will include hospital clinics, panel discus¬ 
sions, symposiums, scientific papers, technical ex¬ 
hibits, medical motion pictures, and cine clinics in 
general surgery and in the specialties of thoracic 
surgery, urology, gynecology and obstetrics, oph- 
tlialmic surgery, and orthopedic surgery. Dr. Frank 
McDowell, St. Louis, associate clinical professor of 
surgery, Washington University School of Medicine, 
is chairman of the local advisory committee on ar¬ 
rangements for the scientific program. Hospital 
clinics have been arranged by staff representatives 
in leading St. Louis hospitals. Participating in the 
hospital clinics will be Barnes Hospital Group, 
Jewish Hospital, St. Louis City Hospital, St. Louis 
University Hospital, St. Luke’s Hospital, and Vet¬ 
erans Administration Hospital. The joint nurses 
program, an annual feature of this meeting, will 
include discussions on comprehensive care of the 
patient who has successfully undergone pelvic 
evisceration, open technique in the management of 
bums, congenital heart disease, and other problems. 
Special films and tours and demonstrations at local 
hospitals are planned. Dr. H. Prather Saunders, 
associate director, American College of Surgeons, 
is in charge of the Sectional Meeting for the college. 

Meeting on Clinical Research in California.—The 
12th annual meeting of the Western Society for 
Clinical Research will be held Jan. 29-31 at the 
Golden Bough Theater, Carmel, Calif. The presi¬ 
dent’s address will be given tlie afternoon of Jan. 29 
by Dr. Herbert N. Hultgren, San Francisco. On 
Jan. 30, an alternate session will be held at tlie 
La Playa Hotel. Of tlie 48 papers scheduled for 
presentation, tire following wll be introduced by 
members: 

Tlie Estimation of Erythrocyte Survival Time in Hemolytic 
Disease from a Single Sample of Blood, Jean C. Sabine, 
Harry Lee, Catherine A. Lambert, and Myron Pollycove, 
San Francisco. 

Metabolic Changes Produced by Human Growth Hormone 
(Li) in a Pituitary Dwarf, Roberto F. Escamilla, John J. 
Hutchings, William C. Deamer, and Choh Hao Li, San 
Francisco. 

Effects of Bromsulfalein on the Cardio-portal Circulation 
Time, Ismael Mena, Leslie R. Bennett, R. Wilbur 
Melbye, Los Angeles. 

Nature of Acute ST Changes in Experimental Coronary 
Occlusion, Werner E. Samson and Allen M. Seller, Seattle. 
Effects of Clinical Digitalis Levels on Rubidium Uptake of 
Red Blood Cells, Jerold M. Lowenstein, William L. Cald¬ 
well, and Grover Liese, San Francisco. 

Ventilatory Response of SCUBA Divers to CO- Inhalations, 
Herman F. Froeb, La Jolla, Calif. 

The annual business meeting will be held at noon, 
Jan. 31. For information xvrite Dr. William N. 
Valentine, University of California Medical Center, 
Department of Medicine, Los Angeles 24, Secre¬ 
tary-Treasurer. 


CANADA 

Physicians Meeting in Banff.—The American Col¬ 
lege of Physicians prairie regional meeting for 
Manitoba, Saskatchewan, and Alberta, will be held 
Jan. 29 at the Timberline Hotel, Banff, Alberta. 
The program will open with an address by Dr. 
F. A. L. Mathewson, governor of the college for 
Manitoba and Saskatchewan. Eleven papers are 
scheduled for presentation, including “Surgical In¬ 
dications in Peptic Ulcer,” by Dr. Fuller B. Bailey, 
Salt Lake City, Utah, regent of the college. At 
the evening dinner ‘ session. Dr. Bailey will be 
the speaker, discussing “The American Cofiege of 
Phyicians.” A program for the ladies has been 
planned. Chairman of local arrangements is Dr. 
Stephen B. Thorson, 216 Medical Arts Building, 
Calgary, Alberta, Canada. 

FOREIGN 

Symposium on Bacterial Resistance to Antibiotics 
in Italy.—An International Symposium on “The 
Prevention of Bacterial Resistance to Antibiotics” 
will be held in Perugia, Italy, May 1-3, sponsored 
by the Italian Society of Obstetrics and Gynecology. 
The general topics of the sections will be (1) prob¬ 
lems related to bacterial resistance to antibiotics 
today and (2) how to prevent bacterial resistance. 
Original reports, either clinical or in the basic 
sciences, will be considered, \rith definite priority 
given to the following: 

Antibiotic resistant organisms in a maternity hospital. 
Antibiotic resistant organisms as tlie cause of infection' 
obstetrical and gynecological departments. 

Limitation of the use of antibiotics as prophylactic agents. 
The newest antibiotic drugs; their use in emergency cases. 

The official languages will be Italian and English. 
For information -write: Segreteria del Simposio, 
Clinica Ostetrica e Ginecologia, Policlinico, Perugia, 
Italy. 

Congress on Radiology in Munich.—The ninth In¬ 
ternational Congress for Radiology will be held in 
the Exposition Park, Munich, Germany, July 23-30, 
under the protectorate of the president of the 
republic. Prof. Dr. 'Theodor Heuss, and under the 
honorary presidency of Prof. Dr. H. Holthusen, of 
Hamburg, Prof. Dr. Boris Rayewsky, of Frankfurt, 
and general secretary Prof. Dr. H. v. Braunbehrens, 
of Munich. The new building of the German 
Roentgen Museum in Remscheid-Lennep will he 
dedicated in connection with this congress. The 
chief subjects of the scientific sessions will be: In¬ 
tensification of Roentgen Pictures and Television in 
Roentgenological Diagnosis, Preoperative Irradia¬ 
tion of Malignant Tumors, Irradiation Exposure of 
the Population by the Medical Use of Irradiation, 
Automation and Automatic Diagnosis, Effect of 
Irradiation on the Metabolism and Cells, Chemical 
and Biological Protection Against Irradiation, and 
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the Tasks of Radiology in the Prcs’cnl: Era. Diag¬ 
nostic and therapeutic problems, questions con¬ 
cerned with miclcar medicine and therapy, and laws 
.regarding radiology will he discussed. The addrc.ss 
of llie secretary of the congress is: Miinchen 22, 
Rcitmorstrasse 29, Germany. 

CORRECTIONS 

Addiction to Freely Obtainable Drugs.—In the For¬ 
eign Letter item from the United Kingdom en¬ 
titled “Addiction to Freely Obtainable Drug.s,” 
in The JounNAL, Dec. 20 issue, page 2173, it is 
stated that a patient took 160 ml. of Chlorodync 
“or one-third of an ounce.” This should have read 
“or one-third of a pint.” 

Histoplasmosis.—In the editorial on histoplasmosis 
in the Dee. 27, 1958, issue of The Journal, page 
2272, the statement "the causative fungus ... is 
found in the feces of birds . . . bats, dogs, and vari¬ 
ous other mammals” was based on a popular mis¬ 
conception. Although the fungus is found in the 
soil where such animals are found and the infection 
in man often follows cleaning hen houses or pigeon 
lofts, repeated attempts to isolate the fungus from 
feces of any of these animals have been unsuccess¬ 
ful Tire fungus may, however, be found in lesions 
of various autopsied birds and mammals. 

EXAMINATIONS 

AND 

LICENSURE 



NATIONAL BOARD OF MEDICAL EXAMINERS 

National Board of Medical Examiners: Part II only, April 
21-22; Parts I and II, June 16-17; Part 1 only, Sept. 9-10. 
Examinations must be received at least six weeks in ad¬ 
vance of a specific examination date. Examining centers 
established after close of registration. Exec. Sec., Dr. John 
P. Hubbard, 133 South 36th St., Philadelphia 4. 

EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 

GRADUATES, INC. 

Educational Council for Foreign Medical Graduates, Inc.: 
Stations around the world, Feb. 17. Deadline for foreign 
applications was Nov. 17. The following examination will 
be held Sept. 22 with application deadline of June 22. 
Exec. Director, Dr. Dean F. Smiley, 1710 Orrington Ave., 
Evanston, Ill. 

boards of MEDICAL EXAMINERS 

Alabama: Written. Montgomery, June 16-18. Sec., Dr. D. G. 
Gill, State Office Bldg., Montgomery 4. 

Alaska:* On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franldin St., Juneau. 

Arkansas:* Examination and Reciprocity. Little Rock, June 
11-12. Sec., Dr. Joe Verser, Harrisburg. 

Connecticut:* Regular. Examination. Hartford,.March 10- 
12. Acting Sec., Dr. Louis P. Hastings, 160 St. Honan St., 
New Haven. 


FLoniDA:* Examination. Miami Beach, June 22-24. Sec., Dr. 

Homer L. Pearson, 901 N.W. 17th St., Miami 36. 

Georgia: Examination and Reciprocity. Atlanta, June. Sec., 
Mr. C. L. Clifton, 224 State Capitol, Atlanta 3. 

Guam: Subjcci to Call. Act. Sec., Dr. F. L. Conklin, Agana. 
Illinois: Examination and Reciprocity. Chicago, Jan. 26-30. 
Supt. of Registration, Mr. Fredric B. Selcke, Capitol 
Bldg., Springfield. 

Maine: Examination. Portland, March 10-12. Endorsement. 
Portland, March 10. Sec., Dr. Adam P. Leighton, 142 High 
St., Portland. 

Michigan:* Examination. Ann Arbor and Detroit, June 8- 
10. Sec., Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., 
West Michigan Ave., Lansing 8. 

Minnesota:' Reciprocity. St. Paul, February. Sec., Dr. F. H. 

Magney, 230 Lowry Medical Arts Bldg., St. Paul, 
Montana: Examination and Reciprocity. Helena, April 7. 

Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
Nebraska:* Examination. Omaha, June. Director, Mr. 
Husted K. Watson, Room 1009, State Capitol Bldg., Lin¬ 
coln 9. 

New Hampshire: Examination and Endorsement. Concord, 
Mar. 11-14. Sec., Dr. Edw. W. Colby, 61 So. State St., 
Concord. 

New Mexico:* Examination and Reciprocity. Sante Fe, May 
18-19. Sec., Dr. R. C. Derbyshire, 227 East Palace Ave., 
Santa Fe. 

North Carolina: Examination. June Asst. Sec,, Mrs. Louise 
J. McNeill, 716 Professional Bldg., Raleigh. 

Oklahoma:* Examination. Oklahoma City, June 2-3. Exec. 

Sec., Mrs. E. L. Haidek, 813 Braniff Bldg., Oklahoma City. 
Puerto Rico: Examination and Reciprocity. San Juan, March 
3. Acting Secretary, Dr. Herminio Mendez Herrera, Box 
9156, Santurce. 

Te-xas:* Examination and Reciprocity. Fort Wortli, June 
22-24. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., 
Fort Worth 2. 

Utah: Examination. Salt Lake City, July 8-10. Dir., Mr. 

Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 
Vermont: Examination and Reciprocity. Burlington, Jan. 

29-31. Sec., Dr. F. J. Lawliss, Richford. 

Wyoming: Examination and Reciprocity. Cheyenne, Feb. 2. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Arkansas: Examination. Little Rock, May 4-5. Sec., Dr. 

S. C. Dellinger, University of Arkansas, Fayetteville. 
Connecticut: Examination. New Haven, Feb. 14. Exec. 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New Haven 
10 , 

Florida: Examination. Miami, June 6. Sec., Mr. M. W. 

Emmel, University of Florida, Box 340, Gainesville. 
Kansas: Examination. Kansas City, June. Sec., Dr. L. C. 
Heckert, Pittsburg. 

Michigan: Examination. Aim Arbor and Detroit, Feb. 12-13. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., West 
Michigan Ave., Lansing. 

Oklahoma: Examination. Oklahoma City, Mar. 27-28. Exec. 

Sec,, Mrs. L. Haidek, 813 Braniff Bldg., Oklahoma City. 
Rhode Island: Examination. Providence, Feb. 18. Adminis¬ 
trator of Professional Regulation, Mr. Thomas B;’ Casey, 
366 State Office Bldg., Providence. 

Texas: Examination. April 1959. Certificates issued by rec¬ 
iprocity and waiver on the first and fifteenth of eadi 
month. Sec.,.BroJIaphael Wilson, 407 Perry-Brooks Bldg., 
Austin. 

Wisconsin: Examination. Madison, April 4. Final date for 
filing application is March 27. Milwaukee, June 6. Final 
date for final application is May 29. Sec., Mr. W; H. 
Barber, 621 Ransom St., Ripon. 

•Basic Science Certificate required. 
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College; formerly on the faculty of Harvard Med¬ 
ical Scliool in Boston; served as a battalion surgeon 
ill the 96fli qiiartennastcr battalion in Europe dur¬ 
ing World War II; from 1953 to 1956 chief of the 
section of clinical neurophysiology at the National 
lastitute of Neurological Diseases and Blindness in 
Betlicsda, Md.; on the staff of Jefferson Hospital; 
died in St. Luke’s and Children’s Medical Center 
Nov. 18, aged 41. 

Colcf, Irving Edwin, Corpus Christi, Texas, Detroit 
College of Medicine and Surgery, 1930; member of 
the Industrial Medical A.ssociation; interned at the 
Biittcrworth Hospital in Grand Rapids. Mich.; 
formerly practiced in Benton Harbor, Mich., where 
he was associated with the Mercy Hospital; died 
Nov, 4, aged 55. 

Cumblcr, George William ® New York City; Uni¬ 
versity and Bellevue Hospital Medical College, 
New York Citj’, 1920; specialist certified by the 
American Board of Internal Medicine; member of 
the American Rheumatism Association; fellow of 
the American College of Physieians; served as 
visiting physician. New York City Correction Hos¬ 
pitals, attending physician. Grasslands Hospital in 
Valhalla, N. Y., and St. Agnes Hospital in White 
Plains, N. Y., where he was chief of the ai'tlrritis 
clinic; chief of arthritis clinic. White Plains, (N. Y.) 
Hospital; died Nov. 14, aged 65. 

Cusick, Laurence Francis ® Nahant, Mass.; Har¬ 
vard Medical School, Boston, 1904; medical e.v- 
aminer in the Lynn district for 21 years; on the 
staffs of the Union Hospital and the Lynn Hos¬ 
pital, in L)Tm, where he died Nov. 3, aged 79. 

Davey, Byron Theodore, New York City; Univer¬ 
sity of Toronto Faculty of Medicine, Toronto, On¬ 
tario, Canada, 1905; an associate member of the 
American Medical Association; on the staff of the 
Midtown Hospital, where he died Nov. 6, aged 82. 

Der Brucke, Maurice G., Brookljm; Long Island 
College Hospital, Brooklyn, 1920; specialist certi¬ 
fied by the American Board of Obstetrics and 
Gynecology; fellow of the International College of 
Surgeons and the American College of Surgeons; 
associated with the Brooklyn Doctors Hospital, 
Coney Island Hospital, and the Caledonian Hos¬ 
pital, where he died Nov. 15, aged 60. 

Dewis, Edwin Grafing ® Asbury Park, N. J.; born 
in New York City in 1892; New York Homeopathic 
Medical College and Flower Hospital, New York 
City, 1918; member of the Industrial Medical As¬ 
sociation and the American Public Health Asso¬ 
ciation; veteran of World War I; served as presi¬ 
dent and secretary of the Association of Life n- 
surance Medical Directors, as secretary and Meas¬ 
urer of the Society for the Prevention of Asphyxia¬ 
tion Deaths, and vice-president of the .International 


Congress on Life Assurance Medicine and a mem¬ 
ber of its permanent international committee; for 
many years chief medical director of the Prudential 
Insurance Company of America, which he joined 
in 1920; died Nov. 9, aged 66. 

Eaton, Lealdes McKendree ® Rochester, Minn.; 
horn in Owaneco, Ill., Feb. 3, 1905; Rush Medical 
College, Chicago, 1932; interned at the Cook 
County Hospital in Chicago; in 1933 became a 
fellow in neurology in the Mayo Foundation and 
in 1936 a consultant in neurology on the staff of 
the Mayo Clinic, where he was chairman, of die 
sections of neurology and professor of neurology; 
specialist certified by the American Board of Psy- 
chiatry and Neurology, of which he was a director 
and examiner; president of the Association for Re¬ 
search in Nervous and Mental Diseases; in 1953 
president and formerly secretary of the Central 
Neuropsychiatric Association; member of the Amer¬ 
ican Neurological Association, the Alpha Omega 
Alpha honorary medical society, and the Nu Sigma 
Nu; fellow of the American Academy of Neu¬ 
rology; in 1956 chairman of the Section on Nervous 
and Mental Diseases of the American Medical As¬ 
sociation; member of the advisory board of the 
Myasthenia Gravis Foundation; author and cor 
author of more tiian 50 papers on various neu¬ 
rologic problems; editor of the book, “Clinical 
Examinations in Neurology,” written by members of 
the sections of neurology and published in 1956; 
died in the Methodist-Worrall Hospital Nov. 18, 
aged 53. 

Emerson, George Short ® Fitzwilliam, N. H.; Balti¬ 
more Medical College, 1897; served many years on 
the school boai'd and the Fitzwilliam new school 
was named for him; a member of the board of 
health for many years; a member of the staff of 
the Elliot Community Hospital in Keene; died 
Nov. 7, aged 87. 

Epstein, Harry Benjamin, Newark, N. J.; born in 
Elizabeth, June 20, 1872; New York University 
Medical College, New York City, 1896; also a 
graduate in pharmacy; an associate member of 
the American Medical Association; fellow of the 
American College of Surgeons; past-president of 
the Anatomical and Pathological Society of North¬ 
ern New Jersey and the Academy of Medicine 
of Nordrern New Jersey, of which he was a trustee; 
an honorary member of the Society of Surgeons 
of New Jersey; veteran of World War I; associated 
with the Presbyterian, Newark City, and Newark 
Betli Israel hospitals; served as medical director 
of the Jewish Childrens Home; author of "Wil¬ 
liam Shakespeare, M.D.”; died at liis home in East 
Orange Nov. 22, aged 86. 

Herron, Stanford Morton, Jackson, Tenn.; Univer¬ 
sity of Tennessee College of Medicine, Memphis, 
1919; member of the Tennessee State Medical As- 



-SV F^IpaiM sassauuax P 
‘stiiduiaiv ‘3uptp3l\ p aSapoD 
-jaATUQ i-uuax ‘uossiaTjf “uaijoiv pJoptJlS 

•98 paSB ‘ZZ •^°N 
4sna m auioii sui p paip i.;a'K 

P :.oinr. ‘.auioH suapiuD 
WP potpaui s. paA.tas g. 

>{.iBA\ais[ puT3 ‘XiJO 3in!A\aN ^f-r 

pa^BiDOSsr. ;i JCAV ppoM p uc.ia4aA | 

suoaSms P oip P/"T mSaioM P 

Pajsnu st:av aq lla!qA^ p ‘Xasiaf 
guioipaTA; 10 XuiapcDV V'-^^ Xasiaf N 
-uiiou » Ivnxs psDiSoioiIM po» 

.rSsai; J ^»o,3.ns J° “SaipO 

aiu 10 AVOTpi PoqBioossv papai^ UBOiiaiuv aqi 
?\rqu,a.S ipposs. U. u, opnp. S 

X^isjaAiiin q^oA ‘ZlSl OS , g„^£y^3jsda 

'IS P®®® 

poip Puaax u; pqdsoH Aiiunmmoo FHIH ^ 
to'Ujs aq4 p .xaqujaui u ‘sinaf^ ^ut5ui lo} qq I 
fo ?Soq aqj p ^aquiaui ^uiiq ioj paui^u s«a 

looqos Avail uiBinjAvz^ia ^qi 
uo LaX XuBui paAias iieSI 
-qpg ‘.-H -N ‘uiBqiiMzPd ® ?“qS aS-ioao 

■8S P^^’^ 

•8, AON I»»*°H n«WWK 

‘9261 ui paqsqqnd 

10 siaquiaui Xq ua^^uAV XoOp-inaN • • ' oqjoj 

Uno. 

-nau snouBA uo siadud 09 P rttiauisBAK' 

At nuB T0U4UB ‘.uoippunoa SP^-'O cpaqis^AJA 
Z p P “oq LsiApu %. p .xsqut^ui iuopcpo. 
-sy poipajy uBouauiy aq4 p sassasiQ F^“^gP j 
snoAiaK uo uoqaas aqi P uBuurcqo 9S6T 
-naw 40 XuiaPBoy uBoiiawy aq4 P "N 

BUisiq UM ain puB ‘X4apos poipaui XaBiouoq BqdlV 
rSaiun i^udrv ‘uop^ioossy lUOtSopina^ uc . 
Jamv am P^aq^^^ ^uoRBpossy oi.RBiqaXsdoinaN 
TBiSIo aiP P A4B4a.iaas Xpaiuioj puB 4uapisa4d 
Lrt 2i iisBasiQ pPaiM P"'’ 

-S^j04 uoT4Biaossv aq4 p luapisaid MamuiBxa put 
io?aaup B SBAV aq qai^ p ‘XSopmaN puB Xqpq. 

XS Vo piBog UBOuauiy aip Xq pagp-iaa 4sqBpads 
‘jgtSxuL p^ossajoid puB ^Sopinau p suopaas 
am lo uBUiiiBip SBAV aq aiaqAV oiuqo ^ H 

to^44BJS ain uo XSopmau ui 4UB4insuoa b ggei «! 
^puB?uoi4Bpunoa oXBiv aq4 ui ^Sop-xnau P ^,p 

B auxBoaq"^ C86T P ^oS’-’-PO P 

yoo-> au4 4B pauJa4Ui ^seei oSboujq asau D 

J»,?0K qsna 461 'S '<^>3 "lU ‘‘’”““'0'll, 

‘•uinjy ‘jpsaqoog ® uaxpua^aiy sappai 11041.3 

•99 paSB ‘6 ■‘^ojq pajp -OSOI ”! 
pauio( aq iPiqM ‘Bopauiy p Xuudiuoo aouBinsiq 

pquapnig Z P 1^, 

104 ;aa44iuiuioD puoi4BUia4P 4uauBuiiad S41 jo jaq 
-raaui B puB auioipaiq aaiiBinssy ajn uo ssaiSiioQ 


10 luapisaid-aaiA puB ‘sq 4 Baa U014 

IBUORBUiajUi J J joj Xiapog P 

-BixXqdsy p aoRoa ^ papaiy aauBins 

-sBai4 put’ aq4 P ^^uP^uas puB pap 

-UI aqa p ^fXZL ppoM p uBia4aA PoRBia 
-isaid SB ^"iJeoiiauiy aq4 puB uoRBpos 

-ossy ippaH ^ am p laquiaui ;8T6I ‘^qD 
-sy PFPUH Fg P JaAvoii puB aSagoo paipaiy 
qiox AvaM Fq^gH u, 

aiipBdoauJOH uiAvpa ‘siAvaa 

’ -09 paSB ‘SI -aoM pup uq uxaqAV‘iB 4 id 

aui PUB ‘TBitdsoH puuFI ‘^uuoa 
-soH UBitiopaiBO ^ ,^oojg aq; qqAV paiBiaossB 

Vo°So? So°2mv\, pu. S„oo3.„s 
isuoaSms P ^ ^ „t aq4 P Avogaj iXSopaauXo 
JO 0301100 l'”°B'"l'“’oa ™=!.omV OH 6=9 

puB sai-RajsqO 3 P ,„f^^ooig ‘piidsoH aSagoo 
Ssi 3 u4 HXi%oa -O oo«™w -ov-a .oa 
c -aom paip aq utaqAv ‘piidsoH UA^04pg^^ 

^ urfs auf uo PoRBiobssy paipaiq UBonauiy 
^rouiaii aiBioossB ub :co 6T ‘uputreQ ‘0RB4 
aqi JO 3 • -.j ,0 XgnoBa 04U010X jo Xgs 

;S™ ?S ”5-V-oool>.o..i ooua •^OAOa 


r / paSB ‘8 -AON P^IP uq u-taqA^ FuXa ui ‘jBgd 
®.U? am PUB iBixdsoH uopa uq4 P sjbis 
'T uo t?BaX 1C loj 4aiqqp uu-^l uip ui lamiun 

^2 ^Batpaut ;i06I ‘"“’sog ‘poips poipaiY piBA 

%rSm ® uauaiuBa ‘qaisna 

•29 paSB ‘11 -AON paip ‘-FgasoH 

l-r -K^) ‘suiBig ajniAV ‘auup sRUipxB jo jaiqa lo.utp 
.nlio Sn 40 laiqu sbav aq ataqAv "A 'N 

oSrui iBjidsoH sauSy -48 P«« ‘‘A 'N FgBqPA 

—0 

r^o'rr” ?.o“ »4 od o^ 

10 Sai UioRBiaossy lusRBU.naqg UBOiiaiuy aip 
^o laquiiui iauiaqiaK F»-tu3UI P P/'’°a 

a^ A^q pauRiaa 4sqB!aads tOoGT ‘^FO q-t^A 

-pn So ZZZh ® uuqiPA^ uSioao ‘laiqiuno 

‘ss puSB ‘1 ’Aoq 

oaip RBi.dsoH ‘^uiajq aig ipiAV pappossB sbav a.| 
lialiAv ' qaqq ‘xoq.nqi luquag ui paoROBid Xpauuoj 
-ual V spidBU puB.10 tn pqulsoH q4.u)Aua44«g 
am’ B p.ui.ia4uJ iuoRBiaossy paipaiq iBU4snpiq aijl 
jJiaqinu ^0S6T P”" 

410.1400 ’sBxax ‘jq=!-tqD ‘uFq’3^”F'I 

•II- paSB ‘81 'AON 

u)uioo iBoqiajq s uaipgqo puB s aqnq -45 ”! PFP 
qB4idsoii uosiagaf jo jgRs aip uo ‘-‘piq 'P^'^P'll 
HI ssaiqiuqg puB sasBOSiQ iBaiSopinaf,! jo F"4.3' 1 
OH )« X3oio,5.<M<tooo,. l«om!P Jo oo»« 

om )0 joup 9S61 01 C961 Hoil 'H “’4^ ui 
-inp ado.iiia u; uoipniBq .iD4SBUiio44cnT) q396 ' I • 

uoaS-ms iu)!iB44Bq B sB poA-tas 09 

-p.qq P-IBA-IBH JO XgnaBj aip uo Xpiaimoj -aS.ll D 


36e/4n 


siiivaa 


). -oq ‘601 ‘l^A 



Vnl. I(i9, No. 4 


D)iATUS 


171/399 


College; formerly on llio faculty of Harvard Med¬ 
ical School in Boston; sen'cd n.s a battalion surgeon 
ill flic 9Gfh quartermaster battalion in Europt> dur¬ 
ing World War II; from 1953 to 1956 chief of the 
section of clinical neurophysiology at the National 
Institute of Neurological Diseases and Blindness in 
Bethcscla, Md.; on the staff of Jefferson Hospital; 
died in St. LnVe’s and Children’s Medical Center 
Nov. 18. aged 41. 

Colcf, Irs’ing Edwin, Corpus Chri.sti, Texas, Dchoit 
College of Medicine and Surgery, 19.30; member of 
the Industrial Medical Association; interned at the 
Butferworth Ho.spital in Grand Rapids, Mich.; 
formerly praclicccl in Benton Harbor, Mich., where 
he was a.ssociatcd with the Mercy Hospital; died 
Nov. 4, aged 55, 

Ciimbler, George William @ New York City; Uni- 
versitj' and Bellcx'ue Hospital Medical College, 
New York City', 1920; specialist certified by the 
American Board of Internal Medicine; member of 
the American Rheumatism Association; fellow of 
the American College of Phy'sicians; served as 
visiting physician. New York City Correction Hos¬ 
pitals, attending physician. Grasslands Hospital in 
Valhalla, N. Y., and St. Agnes Hospital in White 
Plains, N. Y,, where he was chief of the artliritis 
clinic; chief of arthritis clinic, White Plains, (N. Y.) 
Hospital; died Nov. 14, aged 65. 

Cusick, Laurence Francis ® Nahant, Mass.; Har¬ 
vard Medical School, Boston, 1904; medical ex¬ 
aminer in the Lynn district for 21 years; on the 
staffs of the Union Hospital and the Lynn Hos¬ 
pital, in Lymn, where he died Nov. 3, aged 79, 

Davey, Byron Theodore, New York City; Univer¬ 
sity of Toronto Faculty of Medicine, Toronto, On¬ 
tario, Canada, 1905; an associate member of the 
American Medical Association; on the staff of die 
Midtown Hospital, where he died Nov. 6, aged 82. 

Der Brucke, Maurice G., Brooklym; Long Island 
College Hospital, Brooklyn, 1920; specialist certi¬ 
fied by' the American Board of Obstetrics and 
Gynecology; fellow of the International College of 
Surgeons and the American College of Surgeons; 
associated with the Brooklyn Doctors Hospital, 
Coney Island Hospital, and the Caledonian Hos¬ 
pital, where he died Nov. 15, aged 60. 

Dewis, Edwin Grafing ® Asbury Park, N. J.; born 
in New York City in 1892; New York Homeopathic 
Medical College and Flower Hospital, New York 
City, 1918; member of the Industrial Medical As¬ 
sociation and the American Public Health Asso¬ 
ciation; veteran of World War I; served as^ presi¬ 
dent and secretary of the Association of Life In¬ 
surance-Medical Directors, as secretary and Meas¬ 
urer of the Society for the Prevention of Asphyxia¬ 
tion Deaths, and vice-president of the Internationa 


Congress on Life Assurance Medicine and a mem¬ 
ber of its permanent international committee; for 
many years chief medical director of the Prudential 
Insurance Company of America, which he joined 
in 1920; died Nov. 9, aged 66. 

Eaton, Lcaldes McKendree ® Rochester, Minn.; 
born ill Owaneco, Ill., Feb. 3, 1905; Rush Medical 
College, Ciiicago, 1932; interned at the Cook 
County Hospital in Chicago; in 19.33. became a 
fellow in neurology in the Mayo Foundation and 
in 1936 a consultant in neurology on the staff of 
the Mayo Clinic, where he was chairman , of the 
sections of neurology and professor of neurology; 
specialist certified by the American Board of Psy¬ 
chiatry and Neurology', of which he was a director 
and e.xaminer; president of the Association for Re¬ 
search in Nervous and Mental Diseases; in 1953 
president and formerly secretary of the Central 
Neuropsychiatric Association; member of the Amer¬ 
ican Neurological Association, the Alpha Omega 
Alpha honorary medical society, and the Nu Sigma 
Nu; fellow of the American Academy of Neu¬ 
rology; in 1956 chairman of the Section on Nervous 
and Mental Diseases of the American Medical As¬ 
sociation; member of the advisory board of the 
Myastlienia Gravis Foundation; author and co¬ 
author of more than 50 papers on various neu¬ 
rologic problems; editor of the book, "Clinical 
Examinations in Neurology,” written by ihembers of 
the sections of neurology and published in 1956; 
died in the Methodist-Worrall Hospital Nov. 18, 
aged 53. 

Emerson, George Short ® Fitzwilliam, N. H.; Balti¬ 
more Medical College, 1897; served many years on 
the school board and the Fitzwilliam new school 
was named for him; a member of the board of 
health for many years; a member of the staff of 
the Elliot Community Hospital in Keene; died 
Nov. 7, aged 87. 

Epstein, Harry Benjamin, Newark, N. J.; born in 
Elizabedi, June 20, 1872; New York University' 
Medical College, New York City, 1896; also a 
graduate in pharmacy; an associate member of 
the American Medical Association; fellow of the 
American College of Surgeons; past-president of 
tlie Anatomical and Pathological Society of North¬ 
ern New Jersey and the Academy of Medicine 
of Nortliern New Jersey, of which he was a trustee; 
an honorary member of the Society of Surgeons 
of New Jersey; veteran of World War I; associated 
witli the Presbyterian, Newark City', and Newark 
Beth Israel hospitals; served as medical director 
of the Jewish Children’s Home; autlior of “Wil¬ 
liam Shakespeare, M.D.”; died at his home in East 
Orange Nov. 22, aged 8^ 

Herron, Stanford Morton, Jackson, Tenn.; Univer¬ 
sity of Tennessee College of Medicine, Memphis, 
1919; member of the Tennessee State Medical As- 
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Arthur, William John, Merriam, Kan.; University 
of Kansas School of Medicine, Kansas City, Kan., 
1953; interned at the Memorial Hospital in Soudi 
Bend, Ind.; served a residency at the University of 
Kansas Medical Center in Kansas City, Kan., and 
the Veterans Administration Hospital in Kansas 
Cit}% Mo.; died Nov. 16, aged 39. 

Bassett, Henry Linn, Yardley, Pa.; Jefferson Med¬ 
ical College of Philadelphia, 1901; an associate 
member of the American Medical Association; in 
1953 was cited by the Bucks County Medical So¬ 
ciety for 50 j^ears of service; for many years on the 
staff of the Mercer Hospital in Trenton, N. J., 
where he died Nov. 29, aged 84. 

Berg, Nathaniel @ Long Island City, N. Y.; 
L. R. C. P., Edinburgh, L. R. C. S., Edinburgh, and 
L. R. F. P. & S., Glasgow, Scotland, 1937; veteran 
of World War II; died Nov. 26, aged 47. 

Bemheim, Bertram Moses, Baltimore; born in Pa¬ 
ducah, Ky., Feb. 15, 1880; Johns Hopkins Univer- 
sit)' School of Medicine, Baltimore, 1905; associate 
professor emeritus of surgery at his alma mater; 
an associate member of the American Medical As¬ 
sociation; member of the founders group of the 
American Board of Surgery; a founder of the Amer¬ 
ican College of Surgeons; during World War I 
served overseas witli Johns Hopkins Base Unit, 
captain and later major in the medical corps of 
the U. S. Army, American Expeditionary Force; 
received a citation for his work with combat troops 
during the fighting around Chateau Thierry in the 
summer of 1918; served on the staffs of the Johns 
Hopkins, Union Memorial, and West Baltimore 
General hospitals, the Hospital for Women of Mary¬ 
land, and the Church Home and Infirmary; the 
Norton Medical Award for 1947 was given to him 
for his book “A Surgeon’s Domain”; the award was 
made for the best book by a professional man 
written for the lajman; autlior of “Surgery of the 
Vascular System,” published in 1913, “Blood Trans¬ 
fusion, Hemorrhage and the Anemias,” 1917, 
“Passed as Censored,” 1918, “Medicine at tlie 
Crossroads,” 1939, “Adventure in Blood Trans¬ 
fusion,” 1942, and “Tire Story of tlie Johns Hopkins,” 
1948; died in the Union Memorial Hospital Nov. 
28, aged 78. 

Bilek, George James ® Chicago; Indiana Univer¬ 
sity School of Medicine, IndianapoHs, 1929; on die 
staff of the Evangelical Hospital; served during 
World War II; died Nov. 28, aged 55. 

(Jj) Indicates Member of the American Medical Association. 


Bisson, Napoleon ® WaterHlle, Maine; Baltimore 
Medical College, 1907; fellow of the American 
College of Surgeons; veteran of World War I; dur¬ 
ing World War II medical examiner for Kennebec 
County and the examining physician for Waterville 
area Selective Service draft board; member of the 
staffs of Sisters’ and 'Thayer hospitals; a director of 
the Federal Trust Company; Knight of St. Gregor)' 
of the Roman Catholic Church; died Nov. 5, 
aged 76. 

Boettcher, Heinz Hans Otto, Terrell, Texas; Uni- 
versitat Leipzig Medizinische Fakultat, Saxony, 
Germany, 1937; resident on the staff of the Tenell 
State Hospital; died near Ludlow, Okla., Nov, 8, 
aged 45. 

Bondoc, Jose Ma, Richmond, Ind.; University of 
Santo Tomas Faculty of Medicine and Surgery, 
Manila, P. I., 1943; interned at the Quincy City 
(Mass.) Hospital; resident surgeon at the Richmond 
State Hospital; died in the Reid Memorial Hos¬ 
pital Nov. 3, aged 40. 

Budlong, Lewis Stanley, Watertown, N. Y.; Uni¬ 
versity and Bellevue Hospital Medical College, 
New York City, 1899; an associate member of the 
American Medical Association; on the staffs of'the 
House of the Good Samaritan and Mercy hospital; 
died in the Jefferson County Sanatorium and Hos¬ 
pital for Chronic Diseases Nov. 2, aged 80. 

Bush, David Hardman, Mount Sterling, Ky.; Uni¬ 
versity of Louisville (Ky.) Medical Department, 
1898; an associate member of the American Med¬ 
ical Association; served as state senator; on the 
staff of Mary Chiles Hospital; died Nov. 7, aged 86. 

Butzin, Theodore Arzt, Beverly Hills, Calif.; Uni¬ 
versity of Minnesota Medical School, Minneapolis, 
1928; died Nov. 14, aged 63. 

Carter, John William, Syracuse, N. Y.; Sy'racuse 
University College of Medicine, 1927; interned at 
the Crouse-Irving Hospital in Syracuse, and St. 
Michael’s Hospital in Newark, N. J.; veteran of 
World War I; alderman in die Sixth Ward for two 
terms; on the staffs of St. Joseph’s and Onondaga 
General hospitals; a physician for the New York 
State Athletic Commission many years; died Nov. 
11, aged 59. 

Chatfield, Paul Oakes, Philadelphia; Johns Hopkins 
University School of Medicine, Baltimore, 1943; 
interned at Johns Hopkins Hospital in Baltimore; 
assistant professor of neurology at Jefferson Medical 
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College; formerly on the faculty of Harvard Med¬ 
ical School in Boston; ser\’ed as a battalion surgeon 
in the 96th quartermaster battalion in Europe dur¬ 
ing World War II; from 1953 to 1956 cbief of the 
section of clinical neurophysiology at the National 
Institute of Neurological Diseases and Blindness in 
Bethesda, Md.; on the staff of Jefferson Hospital; 
died in St. Luke’s and Children’s Medical Center 
Nov. 18, aged 41. 

Colef, Irving Edwin, Corpus Christi, Te.vas; Deh oit 
College of Medicine and Surgery, 1930; member of 
the Industrial Medical Association; interned at the 
Butterworth Hospital in Grand Rapids, Mich.; 
formerly practiced in Benton Harbor, Mich., where 
he was associated with the Mercy Hospital; died 
Nov. 4, aged 55. 

Cumbler, George William ® New York City; Uni- 
versitj' and Bellevue Hospital Medical College, 
New York City, 1920; specialist certified by the 
American Board of Internal Medicine; member of 
die American Rheumatism Association; fellow of 
the American College of Phj'sicians; served as 
visiting physician, New York City Correction Hos¬ 
pitals, attending physician. Grasslands Hospital in 
Valhalla, N. Y., and St. Agnes Hospital in White 
Plains, N. Y., where he was chief of tiie arthritis 
clinic; chief of ardiritis clinic. White Plains, (N. Y.) 
Hospital; died Nov. 14, aged 65. 

Cusick, Laurence Francis ® Nabant, Mass.; Har¬ 
vard Medical School, Boston, 1904; medical ex¬ 
aminer in the Lynn district for 21 years; on the 
staffs of the Union Hospital and the Lynn Hos¬ 
pital, in L^mn, where he died Nov. 3, aged 79. 

Davey, Byron Theodore, New York City; Univer¬ 
sity of Toronto Faculty of Medicine, Toronto, On¬ 
tario, Canada, 1905; an associate member of the 
American Medical Association; on the staff of the 
Midtown Hospital, where he died Nov. 6, aged 82. 

Der Brucke, Maurice G., Brooklyn; Long Island 
College Hospital, Brooklyn, 1920; specialist certi¬ 
fied by the American Board of Obstetrics and 
Gynecology; fellow of the International College of 
Surgeons and the American College of Surgeons; 
associated with the Brooklyn Doctors Hospital, 
Coney Island Hospital, and the Caledonian Hos¬ 
pital, where he died Nov. 15, aged 60. 

Dewis, Edwin Grafing ® Asbury Park, N, J.; born 
in New York City in 1892; New York Homeopathic 
Medical College and Flower Hospital, New York 
City, 1918; member of the Industrial Medical As¬ 
sociation and the American Public Health Asso¬ 
ciation; veteran of World War I; served as presi¬ 
dent and secretary of the Association of Life In¬ 
surance Medical Directors, as secretary and treas¬ 
urer of the Society for the Prevention of Asphyxia¬ 
tion Deaths, and vice-president of the International 


Congress on Life Assurance Medicine and a mem¬ 
ber of its permanent international committee; for 
many years chief medical director of the Prudential 
Insurance Comjrany of America, which he joined 
in 1920; died Nov. 9, aged 66. 

Eaton, Lealdes McKendree ® Rochester, Minn.; 
born in Owaneco, Ill., Feb. 3, 1905; Rush Medical 
College, Chicago, 1932; interned at the Cook 
County Hospital in Chicago; in 1933 became a 
fellow in neurology in the Mayo Foundation and 
in 1936 a consultant in neurology on the staff of 
the Mayo Clinic, where he was chairman. of the 
sections of neurology and professor of neurology; 
specialist certified by the American Board of Psy¬ 
chiatry and Neurology, of which he was a director 
and examiner; president of the Association for Re¬ 
search in Nervous and Mental Diseases; in 1953 
president and formerly secretary of the Central 
Neuropsychiatric Association; member of the Amer¬ 
ican Neurological Association, the Alpha Omega 
Alpha honorary medical society, and the Nu Sigma 
Nu; fellow of the American Academy of Neu¬ 
rology; in 1956 chairman of the Section on Nervous 
and Mental Diseases of the American Medical As¬ 
sociation; member of the advisory board of the 
Myasthenia Gravis Foundation; author and co¬ 
author of more than 50 papers on various neu¬ 
rologic problems; editor of the book, “Clinical 
Examinations in Neurology,” written by members of 
the sections of neurology and published in 1956; 
died in the Methodist-Worrall Hospital Nov. 18, 
aged 53. 

Emerson, George Short ® Fitzwilliam, N. H.; Balti¬ 
more Medical College, 1897; served many years on 
the school board and the Fitzwilliam new school 
was named for him; a member of the board of 
health for many years; a member of the staff of 
the Elliot Community Hospital in Keene; died 
Nov. 7, aged 87. 

Epstein, HaiTV Benjamin, Newark, N. J.; bom in 
Elizabeth, June 20, 1872; New York University 
Medical College, New York City, 1896; also a 
graduate in pharmacy; an associate member of 
the American Medical Association; fellow of the 
American College of Surgeons; past-president of 
the Anatomical and Patlrological Society of North¬ 
ern New Jersey and the Academy of Medicine 
of Northern New Jersey, of which he was a trustee; 
an honorary member of the Society of Surgeons 
of New Jersey; veteran of World War I; associated 
widi the Presbyterian, Newark City, and Newark 
Beth Israel hospitals; served as medical director 
of the Jewish Children’s Home; autlior of “Wil¬ 
liam Shakespeare, M.D.”; died at his home in East 
Orange Nov. 22, aged 86. 

Herron, Stanford Morton, Jackson, Tenn.; Univer¬ 
sity of Tennessee College of Medicine, Memphis, 
1919; member of the Tennessee State Medical As- 
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sociation; secretary of tire Madison County Tuber¬ 
culosis Association and the Consolidated Medical 
Assembly of West Tennessee; past-president and 
secretary of the Tennessee Tuberculosis Associa¬ 
tion and for many years a member of the board; 
twice served as president of Jackson Rotary and 
was past Rotary District governor; on the staffs of 
the Jackson-Madison County General Hospital and 
tire Webb-Williamson Hospital, where he died 
Oct. 22, aged 67. 

Scott, Edgar Leonard, Chattanooga, Tenn.; 
Meharry Medical College, Nashville, 1932; on the 
staff of the Carver Memorial Hospital, where he 
died Oct. 21, aged 52. 

Johnston, Frank, Milton, Ill.; Missouri Medical Col¬ 
lege, St. Louis, 1897; member of the staff of Illini 
Hospital in Pittsfield; died in Winston-Salem, N. C., 
Oct. 23, aged 85. 

Julius, Abraliam J., New York City; Long Island 
College Hospital, Brooklyn, 1922; died in tlie Vet¬ 
erans Administration Hospital Oct. 14, aged 59. 

Kearney, Elmer Frank ® Oregon, Mo.; Barnes Med¬ 
ical College, St. Louis, 1906; past-president of die 
school board; veteran of World War I; served as 
probate judge and dien magistrate judge in Holt 
County since 1939; died in die Veterans Adminis¬ 
tration Center, "Wadsworth, Kan., Oct. 22, aged 78. 

King, Wessie Price, Weston, Va.; University of 
Maryland School of Medicine, Baltimore, 1891; an 
associate member of the American Medical Asso¬ 
ciation; for many years physician and surgeon for 
the Baltimore and Ohio Railroad; on the staff of 
the Weston City Hospital; died Nov. 8, aged 88. 

Koch, George William (S) Anaheim, Calif.; Rush 
Medical College, Chicago, 1904; for many years 
practiced in Sioux City, la.; served on the staff of 
St. Joseph Hospital in Orange; died in the Ana¬ 
heim Memorial Hospital Oct. 22, aged 79. 

Kotanchik, Walter Edward ® Shamokin, Pa.; Jeffer¬ 
son Medical College of Philadelphia, 1933; in¬ 
terned at the Williamsport (Pa.) Hospital; served a 
residency at the Brooklyn Eye and Ear Hospital; 
veteran of World War II; died in the Geisinger 
Memorial Hospital, Danville, Oct. 23, aged 55. 

Lamb, William Paul, East Orange, N. J.; University 
and Bellevue Hospital Medical College, New York 
City, 1904; for many years assistant medical direc¬ 
tor of the Prudential Insurance Company; died 
Nov. 6, aged 78. 

Lawton, William Henry ® Colonel, U. S. Air Force, 
retired. Fort Pierce, Fla.; bom in Garnett, S. C., 
Nov. 19, 1897; George Washington University 
School of Medicine, Washington, D. C., 1927; 
service member of the American Medical Associa¬ 


tion; member of die Aero Medical Association; 
specialist certified by the American Board of Pre¬ 
ventive Medicine; served in tlie U. S. Army from 
1928 to 1949, when he transferred to the U. S. Air 
Force; was awarded the Legion of Merit; in No¬ 
vember, 1958, was awarded the McLester Award 
by the Association of Military Surgeons of the 
United States for work in nutrition; died in the 
USAF Hospital, Palm Beach Air Force Base, Nov. 6, 
aged 60. 

Longbrake, Pearl Duette ® Marysville, Ohio; Ohio 
Medical University, Columbus, 1897; died in die 
Memorial Hospital Oct. 24, aged 83. 

McCarthy, John Anthony ® Braintree, Mass.; Tufts 
College Medical School, Boston, 1930; service mem¬ 
ber of the American Medical Association; member 
of tlie American College of Chest Pliysicians; vet¬ 
eran of World War I; formerly associated with the 
Veterans Administration in Boston; died in the 
Quincy City (Mass.) Hospital Oct. 28, aged 61. 

McDougal, Clyde Cameron, Westport, Conn.; Uni¬ 
versity of Buffalo School of Medicine, 1932; served 
on the faculty of New York Medical College, 
Flower and Fifth Avenue Hospitals in New York 
City, where he formerly practiced and where he 
was associated with Morrisania and Columbus 
hospitals; died in the Veterans Administration 
Hospital, New York City, Oct. 9, aged 63. 

Marcus, Isaac Horatio, Brooklyn; University and 
Bellevue Hospital Medical College, New York City, 
1908; served on the staff of the Unity Hospital; died 
in the Long Island College Hospital Oct. 11, aged 
73. 

Martin, Aaron Wise ® Hillsville, Va.; George 
Washington University School of Medicine, Wash¬ 
ington, D. C., 1912; died Aug. 30, aged 79. 

Mendel, Max Louis, Vicksburg, Miss.; Rush Medi¬ 
cal College, Chicago, 1907; veteran of World 
War I; for many years practiced in Chicago'/ where 
he was on the staffs of the Englewood and Illinois 
Central hospitals and head of the medical depart¬ 
ment of the Chesapeake and Ohio Railroad; charter 
member of the University of Chicago Phi Gamma 
Delta fraternity and was a member of Nu Sigma Nu 
medical fraternity; member of the Illinois State 
Medical Society; died Oct. 18, aged 76. 

Meyer, Selma E., Keu' Gardens, N. Y.; Friedrich- 
Wilhelms-Universitiit Medizinische Fakultiit, Ber¬ 
lin, Prussia, 1917; died Oct. 14, aged 77. 

Michael, Guy H., Parsons, W. Va.; bom Jan. 1, 
1896; St. Louis College of Physicians and Surgeons, 
1922; past-president and secretary of the Barbour- 
Randolph-Tucker Counties Medical Society; an 
associate member of the American Medical Asso¬ 
ciation; honorary life member, served as a member 
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of tlic council, and pasl-N-icc-picsidonl of the West 
Virginia Slate Medical Association; veteran of 
World Wav I; served as mayor of llelington; for 
six years a member of (he Tucker County Board of 
Education; formerly county health officer; a charter 
aicmher of the Parsons Lions Club; superintendent 
of the Tucker Countv Hospital; died Nox’. 2, aged 
62. 

Mock, Lewis Emmett, Mountain City, Tenn.; Uni- 
versit)' of Tennessee Medical Department, Nash¬ 
ville, 1906; died Sept. 10, aged 8.3. 

Moore, Darius Carrier, Beaver, Pa.; Jefferson Medi¬ 
cal College, Philadelphia, 1903; an associate mem¬ 
ber of the American Medical Association; served as 
a member and president of the hoard of directors 
of Monaca (Pa.) First National Bank; died Oct. 29, 
aged 79. 

Moore, Wallace P. @ Memphis, Tenn.; Memphis 
Hospital Medical College, 1902; served as city and 
county healtlr officer, and county jail physician; 
died Nox'. 2, aged 77. 

Myers, Lotta Wright, Nexv York City; IVomans 
Medical College of the Nexv York lnfirmai 7 for 
M''omen and Children, Nexv York City, 1897; an 
associate member of the American Medical Asso¬ 
ciation; died in the Roosevelt Hospital Oct. 5, 
aged 90. 

Perkins, Edxx’ard Carter ® Hartford, Conn.; Co¬ 
lumbia University College of Physicians and Sur¬ 
geons, Nexv York City, 1910; for many years a 
medical missionary in China; died in the Mitchell 
Convalescent Hospital, M'est Hartford, Oct. 30, 
aged 82. 

Perry, Robert Jackson ® Springville, Tenn.; Uni¬ 
versity of the South Medical Department, Sexvanee, 
1905; died Nov. 1, agech90. 

Raphael, Joseph, Brooklyn; Long Island College 
Hospital, Brooklyn, 1904; formerly on the faculty 
of his alma mater; an associate member of the 
American Medical Association; felloxv of the Amer¬ 
ican College of Surgeons; serx^ed as secretary of the 
Medical Society of the County of Kings as xvell as 
member of the board of trustees and former chair¬ 
man of the Workmen’s Compensation Commission; 
veteran of World War I; consulting surgeon at 
Kings County, Caledonian, and Jexvish hospitals; 
died in the Brooklyn Hospital Oct. 11, aged 80. 

Richards, John Harold ® Nexv York City; Cornell 
University Medical College, Nexv York City, 1905; 
formerly on the faculty of his alma mater and the 
Nexv York Polyclinic Medical School and Hospital; 
served on die staffs of Bellevue and Nexv York hos¬ 
pitals; died in the Westchester division of die Nexv 
York Hospital in Mdiite Plains Oct. 27, aged 78. 


Sawyer, Earle Dexvey ® Wenatchee, Wash.; Tufts 
College Medical School, Boston, 1907; died Oct. 24, 
aged 74. 

Scliniidhofcr, Max ® Chicago; Jenner Medical Col¬ 
lege, Chicago, 1913; medical examiner at 5th Aimy 
headquarters; died in the Illinois Masonic Hospital 
Nov. 11, aged 74. 

Schmitt, Alton Joseph ® Sheboygan, Mfis.; Univer¬ 
sity of Wisconsin Medical School, Madison, 1931; 
serx'ed an internship at the Long Island College 
Hospital in Brooklyn, xxdiere he served a residency; 
died in Chicago Nov. 7, aged 54. . 

Schultz, J. Albert ® Albert Lea, Minn.; Rush Medi¬ 
cal College, Chieago, 1902; died in the Naex'e Hos¬ 
pital Oct. 31, aged 81. 

Scott, Ernest Winfield, Ormond Beach, Fla.; Uni- 
x'ersity of Virginia Department of Medicine, Char¬ 
lottesville, 1907; formerly associated xx'ith the U. S. 
Public Health Service; served as assistant medical 
director of the Equitable Life Insuranee Company; 
died Sept. 30, aged 73. 

Smith, Morris, Nexv York City; Long Island College 
Hospital, Brooklyn, 1913; an associate member of 
the American Medical Association; died Sept. 28, 
aged 75. 

Stutsman, Carl, Burlington, loxva; Northxvestern 
University Medical School, Chicago, 1893; served 
as city health officer; on the staffs of the Burlington 
and Mercy hospitals; died Oct. 27, aged 90. 

Thom, James Alexander, Baton Rouge, La.; Medi¬ 
cal Department of Tulane University of Louisiana, 
Nexv Orleans, 1912; member of the Louisiana State 
Medical Society; on the staff of the Baton Rouge 
General Hospital, xx'here he died Oct. 30, aged 76. 

Younkin, J. Noble, Chesterfield, Ind.; American 
Medical College, St. Louis, 1901; x'eteran of World 
War I; died Oct. 26, aged 83. 

Viktoryn, John Wenceslaus, Cleveland; Western 
Reserve University School of Medicine, Cleveland, 
19.32; X'eteran of World War II; on the staff of 
St. Alexis Hospital, xx'here he served an internship 
and residency; died Oct. 22, aged 53. 

Weber, Henry Charles ® Captain, U. S. Navj', re¬ 
tired, Drexel Hill, Pa.; Marquette University School 
of Medicine, Milxx'aukee, 1914; entered tlie U. S. 
Navy June 29, 1921; retired March 1, 1947; special¬ 
ist certified by the American Board of Ophthalmol¬ 
ogy and the American Board of Otolarjmgology; 
member of the American Academy of Ophthalmol¬ 
ogy and Otolaryngology; felloxv of die American 
College of Surgeons; serx'ed on the staff of the 
Halifax District Hospital in Daytona Beach, Fla.; 
died in the U. S. Naval Hospital, Bethesda, Md., 
Oct. 30, aged 71. 
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BRAZIL 

Biopsy of the Endometrium.—Dr. N. M. Fonseca 
{Anais hrasileiros de ginecologki, vol. 46, 1958) 
studied endometrial biopsy specimens of 500 cur- 
rettements to ascertain whether the results of the 
biopsy could be used as a test of ovarian function. 
This use is based on the demonstration by Hitsch- 
mann and Adler of the cyclic modifications of the 
endometrium and on the evidence accumulated by 
Schroeder of the correlation between the ovarian 
and the endometrial cycles. This study permitted a 
tentative classification of the alterations under tlie 
following headings: (1) simple diffuse hyperplasia, 
200 cases; (2) cystic diffuse hyperplasia, 80; (3) hy¬ 
perplasia of the glands, 63; (4) hyperplasia of tlie 
stroma, 5; (5) circumscribed hyperplasia, 15; (6) 
mixed endometrium, 53; (7) hyperplastic mixed 
endometrium, 33; and (8) posthyperplastic secretory 
endometrium, 23. The late proliferative, the per¬ 
sistent secretory, and the atrophic types of endo¬ 
metrium were not included in this series. These 
types of endometrium can only be diagnosed on the 
basis of clinical data not always available to the 
pathologist. 

The author concluded that biopsy of the endo¬ 
metrium should be performed, as far as possible, at 
the end of the menstrual cycle. The existence of a 
secretory endometrium at the end of the cycle, in 
a eumenorrheic patient, signifies, in nearly all cases, 
that there was ovulation and that the ovary func¬ 
tioned normally during the cycle. The existence of 
a physiopathological endometrium strongly suggests 
a functional disturbance of the ovary'. The single 
biopsy of tlie endometrium, as with other functional 
tests of the ovary, is not sufficient for the determi¬ 
nation of ovarian function. In order to assess die 
functional state of the ovary, it is necessary to take 
an endometrial biopsy specimen together with other 
functional tests of the ovary. The accuracy of die 
funcdonal evaluation will increase with the number 
of tests used. The cases with hyperplasia repre¬ 
sented 62.5% of the total, if the persistent secretoiy', 
the late proliferative, and the atrophic types of 
endometrium were excluded. 

Cardiovascular Syphilis.—Dr. M. de Brito Avila and 
co-workers presented to the Associa 9 ao Paulista de 
Medicina a report of 196 patients v'itli cardiovascu¬ 
lar syphilis found among 9,200 syphilitic padents 
discovered through a serological sun'ey of 331,939 

The items in these Iclteis are contrihulcd by regular correspondents 
in the vtirious foreign countries. 


industrial workers of Sao Paulo. The cardiovascular 
localization was found most frequently among pa¬ 
tients between 36 and 55 years of age (132 patients, 
or 67.3%). Among the 196 patients, 0.7% had an 
uncomplicated aortitis and 1.4% a complicated 
aortitis. Uncomplicated aortitis was more frequent 
than aortic insufficiency and aortic aneurysm among 
patients in the age group 36 to 55 years (38.5%, 
23.3%, and 20.0% respectively). Tire frequency of 
uncomplicated aortitis diminished with the age 
while that of aortic insufficiency and aortic aneu¬ 
rysm increased among patients 56 or over (10.7%, 
27.2%, and 33.3% respectively). 

Cardiovascular syphilis was more frequent among 
men than among women (2.5:1), and uncomplicated 
aortitis and aortic aneurysm were more frequent 
among women (40.9% and 18.1% respectively) than 
among men (32.1% and 11.4%). Aortic insufficiency 
was more frequent among men than among women 
(56.8% and 40.9%). No significant difference was 
found in uncomplicated aortitis in white and col¬ 
ored patients (32.8% and 34.0%). The frequency of 
cardiovascular syphilis in younger age groups was 
higher in colored than in white -patients. Most 
patients had their cardiovascular syphilis diagnosed 
from 11 to 30 years after the initial lesion. Uncom¬ 
plicated aortitis was found with highest frequency 
in the second decade of the infection, while the 
highest frequency of aortic insufficiency and aortic 
aneurysm was found in the third decade. Of the 
196 patients with cardiovascular syphilis, 23% also 
had involvement of the central nervous system. Of 
these patients 24% showed symptoms interfering 
with their professional activity. 


ITALY 

Liver Regeneration After Hepatectomy.—A. Da- 
gradi and co-workers (Chirtirgia e pafologia speri- 
mentale, vol. 6,1958) used rats in a study of hepatic 
regenerative phenomena because these animals sur¬ 
vive the removal of 67% of the liver. Hepatic 
regeneration in rats takes place for one week after 
subtotal resection. A premitotic period of regenera¬ 
tion lasts 24 hours; a mitotic period lasts till tlie 
end of. the third day; and a postmitotic period lasts 
until tlie end of the quantitative recovery of the 
liver. The postmitotic period may be further sub¬ 
divided into a slow revival during the second week 
of the regenerative process which is related to the 
recovery' of the body-weight of the animal, which 
falls in the first iveek because of undemutrition 
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caused by the operation and not by a specific 
regenerative slinudns. The fundamental process of 
liver regeneration lies in nucleic acid synthesis and 
cellular di\’ision. Its cause may be a decrease of the 
substance produced by the hepatic cells which 
normally inhibits proliferation. 

Heparin Hypersensitivity.—^P. Ottaviani and co- 
workers (Progresso vicclico. Sept. 15, 1958), having 
studied the heparin hypersensitivity syndrome, 
pointed out that it is characterized by localized 
allergic manifestations, pulmonary edema, and car¬ 
diovascular failure which may result in shock. Us¬ 
ing various heparin preparations in guinea pigs the 
authors found that the antigenic property of hepa¬ 
rin is due to the drug itself and cannot be referred 
to other substances contained in various heparin 
preparations. In patients in whom heparin therapy 
is necessary, the treatment can be started again 
after specific desensitization. 

Renal Function After Nephrectomy.—P. Zucchelli 
and co-workers (Riforma inedica, \’ol. 43, Oct. 25, 
1958) studied renal function after the removal of 
one kidney in 19 patients. Glomerular filtration ex¬ 
ceeded 100 cc. per minute only in patients who had 
been operated on at least six months earlier. The 
compensator}' adaption of the flow of plasma par¬ 
alleled the return of glomerular filtration. 

NORWAY 

Treatment by Manipulation.—A series of discussions 
reported in Nordisk mcdicin for Sept. 25 showed 
how much is being done by orthopedists and other 
physicians to rescue manipulative treatment from 
die various healing cults, to study its basic princi¬ 
ples, and to exploit what is best in it under scien¬ 
tific safeguards. The discussions were prompted by 
a study by Dr. E. H. Schiotz that ran serially in 
Tidsskrift for den norske liegeforenning. In January, 
1937, the national healUi insurance autliorities de- 
'cided to defray some of the charges of tire practi¬ 
tioners of manipulative treatment. They must, 
however, have been duly recognized as such by a 
board of examiners, and tire physician recommend¬ 
ing manipulative treatment to the patient must be 
a specialist in orthopedics, neurology, or rheuma¬ 
tology. To be recognized as such, the manipulative 
practitioner must have had at least tliree years 
training in this field, and he must have satisfied a 
board of examiners on which the medical profession 
was substantially represented. 

Statiu‘e_ of Norwegians.—Professor A. Sundal ( Nas- 
jonalforeningen mot tuberkidosen for foJkeheJsen, 
vol. 48, 1958) presented figures showing tliat im¬ 
provement of environment has not only reduced in¬ 
fant mortality but has also added to individual 


weight and stature. In 1900 there were 81 deaths 
during the first year of life per 1,000 live births, 
whereas the corresponding figure for 1954 was 
21.4. In 1956 17,000 children between the ages of 
0 and 15 in Bergen were compared with K.OOO 
children in Oslo who were the same age in 1931. In 
the matter of height and weight the lO-year-old 
boys and girls in Bergen were equal to tlie ll’A- 
year-old boys and girls of Oslo. Tliis upward shift of 
stature wa^ also demonstrable in military draftees, 
for between 1910 and 1949 the mean height of 
recruits increased from 171 to 175.6 cm. (5 ft. 
7 in. to 5 ft. 9 in.). Much of the credit for this 
change belongs to tire child welfare stations in 
operation during the last 40 years. 

Trichinosis.—Dr. T. Flatmark {Tidsskrift for den 
norske Isegeforening, Sept. 1, 1958) stated that the 
German invasion of Norway in 1940 led to out¬ 
breaks of trichinosis in tliis country and to sanitary 
measures which are still in force. In the autumn of 
1940, 668 German soldiers and 10 Norwegian civil¬ 
ians fell ill, but there was only one death (a Ger¬ 
man) and 67% of all the cases were moderately 
severe or mild. Strict preventive measures are now 
enforced. In 1943 serologic tests for trichinosis in 
15 German soldiers who had eaten a polar bear 
proved positive, giving support to the opinion that 
60% of such bears were thus infected. Mdiile trich¬ 
inosis in man has become rare in Norway, the 
demonstration of tliis disease in swine is impressive, 
with as many as 66 such cases in one county be¬ 
tween 1940 and 1954. The total for the country as 
a whole was 332 cases in swine publicly or privately 
slaughtered in the same period. Flatmark suggested 
that trichinosis in Norivegians may be less rare 
than is suspected, since it is likely to run a mild 
course and thus escape detection. 

Norwegian Medical Society.—Just 125 years ago an 
epidemic of cholera stirred 16 men, including 2 
apothecaries, to meet it by banding themselves to- 
gedier into a body designed to combat it. Tlie 
membership of this medical society was not 
numerically impressive, but when it celebrated its 
50th birthday it could boast a membership of 192. 
Now it has soared to about 500. At first the modest 
ambition of tliis body was to act as a discussion club 
and to air the opinions of its members on current 
medical problems, and its earlier records reveal a 
certain, and doubtless inewtable, ambiguity of out¬ 
look and paucity of scientific data. At present the 
Norwegian Medical Societ}' has become tlie forum 
before which scientific data are carefully scruti¬ 
nized. In tlie presence of King Olav, tlie chairman 
of the Society, Professor H. A. Salvesen, outlined 
tlie achievements made by medical science in tlie 
past 25 years. In no other 25-year period in the 
Iiistor}' of man has such progress been made as 
in tlie last quarter of a century. 
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Interval Operation for Cholecystitis.—Hertzberg 
and Nilssen {Journal of the Oslo City Hospitals, 
vol. 8, September, 1958) discussed the compara¬ 
tive merits of immediate operation for acute 
cholecj'stitis and conservative treatment followed 
by operation later. Tlieir material consisted of 406 
unselected patients treated in the 11-year period 
1945-1955 at Ullevaal hospital with a mortality of 
7.4% (30 deatlis). There were no deaths among 
tlie 77 patients under the age of 50. The most fre¬ 
quent but least serious complication was pancreati¬ 
tis, observed in 131 patients; rupture of tlie gall¬ 
bladder wth peritonitis occurred in 20; and stones 
of the common bile duct •with persistent cholangitis 
and jaundice in 23. Interval cholecystectomy was 
performed on 123 patients with an average age of 
55 witli no deatlis. Tliere were 169 patients until an 
average age of 57 who refused tlie recommended 
operation. Questionnaires subsequently addressed to 
them yielded data about 106 of them. Among them 
were 2 who had died of their disease, 9 who had 
been operated on elsewhere, 58 who still had symp¬ 
toms, and 37 who had become symptom-free. It 
was concluded that immediate operation might be 
preferable after the ages of 60 or 70. A disadvan¬ 
tage of interval operation was that many patients 
who were advised to have it did not do so. Peni¬ 
cillin alone or with streptomycin and broad- 
spectrum antibiotics seemed to be about equally 
effective in reducing mortality. Vital indications 
may warrant immediate operation in the acute 
stage of the disease. 


SWEDEN 

Histamine Determination.—Duner and Pernow 
(Scandinavian Journal of Clinical and Laboratory 
Investigation, vol. 10, 1958) reported a modified 
technique for determination of histamine in the 
blood, based on their earlier method for extracting 
histamine from the urine. Hie content of histamine 
in serum ranged from 0.6 to 2.8 meg. per 100 ml. of 
blood (mean 1.29). The corresponding values for 
blood cells were 1.0 to 4.6 (mean 2.66). The spec¬ 
ificity of the method was studied by passing mix¬ 
tures of histamine and other smooth-muscle-stimu¬ 
lating agents such as acetylcholine, 5-hydroxytryp- 
tamine (5 HT), substance P, and potassium through 
the Amberlite IRC-50 column. At the subsequent 
biological assay of the eluates, 5 HT and potassium 
were found in the same fractions as the histamine. 
Because of this finding the earlier mediod for e.x- 
traction and determination of liistamine was modi¬ 
fied by a treatment of the eluates with alcohol 
acetone in order to precipitate the salts, and by ad¬ 
dition of dihydroergotamine to the bath-fluid in 
order to make the intestine insensitive to 5 HT. 
Administration of antihistaminic promethazine ren¬ 
ders die biological assay of histamine impossible 


because of excretion of promethazine in the urine, 
but the promethazine can be eliminated by extrac¬ 
tion with etlier. The excretion of histamine in the 
urine was found not to be influenced by oral ad¬ 
ministration of promethazine. 

Enzyme Patterns in Serum and Tissue Extracls.- 
The proportions of serum glutamic-oxalacetic trans¬ 
aminase (SGO-T), serum glutamic-pyruvic trans¬ 
aminase (SGP-T), and serum lactic dehydrogenase 
(SLD) in patients with acute myocardial infarction 
were found by S. Linde (Scandinavian Journal of 
Clinical and Laboratory Investigation, vol. 10,1958) 
to be about the same as those of these enzymes in 
muscle extracts. Linde reported on the maximal in¬ 
crease in the serum enzyme activities in 32 patients 
with myocardial infarction and compared it with 
tlie enzyme aetivities in striated muscles from 10 
healthy human beings and noted that the propor¬ 
tions corresponded fairly well. The relative propor¬ 
tions between the serum enzyme activities in 22 
patients with epidemic hepatitis did not correspond 
to the enzyme activities in hepatic tissues from 10 
healthy human beings, where the SCP-T activity is 
much less than the SGO-T actmty. In eight rabbits 
in which hepatic damage was produced xvith car¬ 
bon tetrachloride and in human beings with hepatic 
injury due to acute alcoholic intoxication the pro¬ 
portions between the different serum enzymes were 
about the same as in hepatic tissue. 

The Blood-Brain Phenomenon.—Ricardo Edstrom in 
Acta psychiatrica et neurologica scandinavica (vol. 
33, 1958) stated that since there seems to be a vir¬ 
tual lack of extravascular, extracellular space within 
the brain, it had been suggested that the well- 
knoxxm restriction to transport from the blood may 
not need the assumption of a specific blood-brain 
barrier. The restriction may merely be a combined 
effect of the obstacles offered by a normal capillary 
wall and the closely adjacent cell membranes. The 
transfer tlius takes place from the blood directed 
into the intracellular space and not to an extra¬ 
cellular, extravascular space, as is the case in other 
organs. 

Pneumoencephalographic Studies in Epileptics.— 
Tlie occurrence of pneumoencephalographic signs 
of atrophy was investigated by B. Falk and co¬ 
workers (Acta psychiatrica et neurologica scandi¬ 
navica, vol. 33, 1958) in two groups of ambulant 
epileptics. The disease had been of long duration 
in most patients, and the frequency of fits had been 
moderate to low. In 20 patients xvith central epi¬ 
lepsy 5 showed slightly widened lateral ventricles. 
No definite dilatation of sulci was found. In 25 
patients with temporal lobe epilepsy 4 showed a 
slight dilatation of the lateral ventricles, and the 
gyri in various parts of the cortex were more or 
less dilated in 11. The temporal horns showed a 
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5 ligi\t dilatation in d. Tlie frcqncnc\’ of grand mal 
soizvircs did not in tiio cases reported seem to have 
any relation to the f>cciirrcncc of atroplij' as evi¬ 
denced by pncumocnccphalograpiiy. 


Asjinptomntic Myocarditis.—In order to determine 
the possible presence of as\anptoinalic myocarditis 
after Asian influenza, Levander and lligncr (Militiir 
Utihoviird, vol. 2,195S) examined 85 conscripts who 
were apparently in excellent health by electrocar¬ 
diography in the recumbent and the erect position 
two to six weeks after the onset of Asian influenza; 
75 who Iiad not been ill were used r)s controls. 
Tliree of tlic patients showed changes in die S-T 
segment and T-waves strongly suggesting myocar¬ 
ditis or pcrimyocarditis while the controls did not 
show these changes. No other subjective or objective 
cardiac ssTuptoms were observed in these three pa¬ 
tients. Radiography of the heart did not rex-eal any 
abnomialits' and physical working capacity was 
normal. In one patient the electrocardiographic 
changes disappeared widiin two weeks. A relation¬ 
ship behveen myocarditis and influenza in this pa¬ 
tient was suggested. In the other two patients the 
electrocardiographic changes persisted but showed 
a tendency to regress during an observation period 
of 11 weeks, their relation to the preexisting in¬ 
fluenza being therefore doubtful. 

A relatively high frequency coronary sinus rhythm 
was obserx'ed in one of the patients, and in the 
control group one of the men showed a low' fre¬ 
quency ventricular pacemaker of tiie passive type. 
The ECGs taken in the erect position revealed 
pathological changes which xvere more marked tlian 
those shown in the ECGs taken in die recumbent 
position. ECGs taken in the erect position were 
recommended as a valuable and simple supple¬ 
mentary’ method of examination. These findings 
support the view expressed by earlier workers tli^ 
asymptomatic myocarditis is not uncommon and 
should be kept in mind. 


Acute Intermittent Porphyria.— Nettelbladt and 

Nisell {Opuscida Medico, vol. 3, 1958) reported a 
series of 24 patients with porphyrinuria, 13 of whom 
had acute intermittent porphyria. All of them sut- 
fered from abdominal pain and in all but one dar' 
urine was passed. Most of the attacks were benign 
with spontaneous recovery’, but in two the couree 
was protracted. Precipitating factors in some ot the 
attacks were ingestion of barbiturate, infectmn, an 
pregnancy. In the same issue Gosta von Reis re¬ 
ported that among these 13 patients 7 had psychic 
changes, 4 showing hysterical symptoms ana - 
oh'gophrenia. Neurological symptoms were oun 
in seven patients, four showing signs 
neuron lesions and two severe motor is r 
including tetraplegia and diaphragmaric 1 ■ 

Landry’s ascending paralysis was not o serve , 
three patients had epileptic seizures. 


Chemotherapy in Cancer—S. Kallner {Opuscida 
Mcdica, vol. 3, 1958) stated that conventional 
methods of treating cancer show a low' cure rate, 
but busulfan has given good results in patients w’ith 
granulocytic leukemia. The results of treatment of 
cancer with ethy'leneimine quinone have varied 
markedly, but in some patients the primary tumors 
and metastases decreased or disappeared. Striking 
effects were particularly noted in some patients 
W’ith pulmonary’ carcinoma. 

Staphylococcic Infections in a Hospital.—An epi¬ 
demic of staphylococcic infection occurring on the 
neurosurgical ward of Sodersjukhuset Hospital in 
Stockholm w'as described by Ragnar Fryldiolm 
(Opuscida Medico, vol. 3, 1958). Of five who had 
had brain surgery, only one survived. A separation 
into clean and infected w’ards w’as recommended. 
Patients treated witli antibiotics were regarded as 
potential carriers of infection. Propby’lactic anti¬ 
biotic therapy was no longer used. In a general 
surgical ward Forsgren and Varenius (same issue) 
found diat about 50% of tlie w'ard personnel were 
nose and throat carriers of Staphy’lococcus pyogenes 
var. aureus. Of tliese carriers 31% had staphy’lococci 
witli antibiograms and phage patterns that were 
identical with those of six patients who developed 
staphylococcic infections in the hospital. In the 
floor dust and room air around tlie patients iden¬ 
tical staphylococci xvere found. A reduction in the 
use of antibiotic therapy and general hygienic 
measures formerly routine w’as adopted and tw’O 
months later no new infection had occurred among 
the patients and the original pathogenic phage 
types could no longer be found among the person¬ 
nel or on the premises. 

Treatment of Tuberculosis.—Dahlstrom and Uggla 
(Opuscida Medico, vol. 3, 1958) stated tliat tire 
negative attitude tow’ards the use of ACTH and 
cortisone in tuberculosis was based on results of 
animal experiments. Tire authors made a controlled 
investigation on 15 patients who W’cre treated with 
cortisone and specific chemotherapeutic agents. 
They obtained good results and they emphasized 
tliat an absolute prerequisite for using cortisone in 
the treatment of tuberculosis was simultaneous and 
efficient chemotherapy. 

Staphylococcic Septicemia.—Georg Matell (Opus- 
cuia Medico, vol. 3, 1958) successfully treated two 
patients who had staphylococcic septicemia rvith 
liberal use of antibiotics, causing metastatic pneu¬ 
monia. He believed tire development of resistant 
strains of staphy’lococci had changed the clinical 
findings in severe staphy’lococcic infections, and 
tlrese had supplanted pneumococcic infecfa'ons as 
tire terminal illness in elderly patients. Staphylococ¬ 
cic septicemia in its classical form has become rare. 
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Tlie prognosis o£ tlie classical form was probably 
much better tiian was generally believed. Tlie two 
patients reported, a 30-year-old woman and a 
46-year-old man, both with severe sepsis after 
incision of carbuncles and with pulmonary involve¬ 
ment, were cured, one with terramycin and oxytetra- 
cycline and the otlier with oxytetracycline and 
erythromycin in combination with oleandomycin 
tetracycline. 

UNITED KINGDOM 

Salicylates and Gastrointestinal Hemorrhage.—In a 
series of 103 patients witli hematemesis and/or 
melena, 55 had taken salicylates within the preced¬ 
ing 72 hours, compared with only 17 of 103 pa¬ 
tients complaining of dyspepsia but not of gastro¬ 
intestinal bleeding, according to Alvarez and Sum- 
merskill {Lancet 2:920, 1958). There was an even 
more striking difference between the two groups as 
regards the taking of salicylates in the 24 hours pre¬ 
ceding hemorrhage or the onset of dyspeptic symp¬ 
toms: 49 of those with bleeding, and only 7 of 
those complaining of dyspepsia. Occult blood loss 
in the stools occurred during periods of taking sali¬ 
cylates in about 50% of patients with peptic ulcer 
or x-ray negative dyspepsia and in a comparable 
percentage of controls. Botli soluble and insoluble 
aspirin caused occult bleeding, but nonsalicylate 
analgesics (e. g., plienacetin) did not influence the 
occult blood content of the feces. 

A Hazard of Needling.—Gibson and Norris (Lancet 
2:983, 1958) reported that when a hollow needle 
is thrust through the skin, it cores out a fragment of 
tissue in 69% of cases. The size of the needle has 
little to do wth it, except that the core of skin is 
roughly proportional to the size of the needle's 
lumen. It is agreed, however, tliat if skin prepara¬ 
tion is thorough, there is no reason to condemn the 
routine use of open-ended injection needles. 

Prostatic Cancer.—The cytological examination of 
smears can be a valuable aid in the diagnosis of 
carcinoma of the prostate, according to Joseph 
Bamforth (Ann. Roy. Coll. Surgeons England 23: 
248, 1958). Of 513 specimens he received for ex¬ 
amination from different sources, 177 proved to be 
inadequate as they did not contain sufficient pros¬ 
tatic epitlielial cells for critical examination. Of the 
remaining 336 examined by cytology, 176 were re¬ 
ported as negative and 160 as positive or “suspi¬ 
cious.” Of the latter 70 were confirmed by histologi¬ 
cal examination or by the development of metas- 
tases detected radiologically, and 90 were classi¬ 
fied as undetermined. Most of these were regarded 
on clinical grounds as being definite cases of car¬ 


cinoma. In some tliere were high values for serum 
acid phosphatase. Some might be cases of latent 
carcinoma. 

Artificial Insemination.—Tlie Eugenics Society has 
set up an A. I. D. council to consider the present 
status and genetic, medical, legal, and social po¬ 
tentialities of artificial insemination by a donor. 
Mdiat the council has in mind is the maintenance of 
a permanent committee which will at all times 
have a record of available data on such cases in 
this country, witli all medical and scientific informa¬ 
tion relevant thereto. The following opinion has 
been expressed by tlie solicitor of the Medical Pro¬ 
tection Society: “Although artificial insemination 
must by its very nature provide a source of legal 
complications affecting questions of legitimacy, in¬ 
heritance, nullity, and divorce, it should not involve 
a doctor in any difficulty so long as he acts witli 
care and discretion. The practitioner asked to carry 
out artificial insemination will be faced with no 
legal problem “if the donor is to be the husband 
(A. I. H.). If the donor is to be someone other 
tlian the husband (A. I. D.), tlie position should be 
fully explained to the husband and the wife, and 
a request and consent in uniting signed by both 
should be obtained.” 

Hospital Costs.—A new method of accounting was 
used in about 200 of the hospitals in the National 
Health Service (Hospital Costing Returns for Year 
Ended 31st March, Her Majesty’s Stationery Office, 
1958). Under the new system the costs are analyzed 
by departments, such as wards, works and main¬ 
tenance, medical services, laundry^ and administra¬ 
tion. Hospital outpatient expenditure is now listed 
separately, whereas formerly it was estimated on 
the assumption that five outpatient attendances rep¬ 
resented one inpatient day. The new estimates show 
that the average cost of an outpatient attendance 
in England and Wales is $2.40. In provincial teach¬ 
ing hospitals it is nearly $2.60, and in the London 
teaching hospitals it is $3.03. The average cost 
of a new outpatient in the three ty^ies of hos¬ 
pitals is $7.40, $7.50, and $12.60 respectively. The 
higher cost in London teaching hospitals is not 
because more elaborate diagnostic techniques are 
used, or that salaries are higher, but because the 
outpatient attendances are lower. Of the London 
teaching hospitals, St. George’s Hospital has the 
highest inpatient cost, $109.50 per week, compared 
with $80.20 for tlie average London hospital, and 
$94 for the London teaching hospital. 

Institute of Orthopedics.—A new research block for 
the Institute of Orthopedics was opened at Stan- 
more, where the rural branch of the National Ortho¬ 
pedic Hospital is situated. The opening ceremony 
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was performed by Sir Horn )' Dale, of the Wellcome 
Trust, which contributed $120,000 toward the 
building. The institute was established in 1946 in 
the Royal National Orthopedic Hospital in London, 
where it occupied one of the floors. A metabolic 
unit was added in 1951, and a department of bio¬ 
chemistry in 1952. Laboratories for pathology and 
clinical research and an orthopedic museum were 
subsequently incorporated. The opening of the 
new block at Stanmorc completed the institute’s 
building program. The department of biochemistry 
is heacled by Dr. P. Ithrlkcr, who is examining 
enzymes associated with the breakdowm of hya¬ 
luronic acid and chondroitin sidfatc. Dr. C. Lack, 
who directs the division of clinical pathology and 
bacteriolog}', is studying plasminogen, the prepara¬ 
tion and irroperties of staphylokinasc, serologic tests 
for staphylococcic infection, and the mechanism 
whereby cartilage is destroyed in suppurative 
arthritis. Dr. Angus McPherson is studying \’iscero- 
somatic spinal reflexes; Dr. Hubert Sissons is study¬ 
ing bone disorders and muscle atrophy; and Dr. 
John Scales is examining the fate of metallic im¬ 
plants in the body, the design of prostheses, and 
the applications of plastics in orthopedics. 

Control of Pain.—Although phenol achieved noto¬ 
riety in a recent court case as a cause of damage 
to tire spinal cord, Brown claims that if it is dis¬ 
solved in anhydrous glycerol, or in the contrast 
agent iophendylate, and injected intraspinally, it 
relieves intractable pain clue to spinal cord irrita¬ 
tion without causing any apparent harm (Lancet 
2:975,1958). He injected intraspinally 2 ml. of a 5% 
solution of phenol in one of the solvents at the level 
of the roots carrying pain from a malignant lesion. 
By accurate positioning of the patient the hyper¬ 
baric phenol solution was concentrated at the 
chosen level and kept there for about 30 minutes. 
In the lumbar and sacral regions injection and 
positioning xvere relatively easy, but in the mid- 
thoracic and cervical regions fluoroscopy was re¬ 
quired. Treatments were given every two days. 
Pain was relieved within 20- minutes by this 
procedure. Sensation of touch, pinprick, vibration, 
proprioception, temperature, and tendon and mus¬ 
cle pain were unimpaired. Immediately after tire 
injection a sensation of coldness was followed by 
analgesia and weakness of the affected limb, which 
lasted for about 20 minutes, tlien motor power and 
sensation gradually recovered over the next 24 
hours. Superficial and deep reflexes vanished and 
did not return. White resting muscle tone was per¬ 
manently greatly reduced, voluntary motor power 
was unaffected. 

Fifty-five patients witli severe intractable pain 
were treated by this method. Of 38 with pain due 
to cancer, 30 were relieved, but in only 5 of 17 


patients with pain of nonmalignant origin rvas anal¬ 
gesia obtained. Although no local reaction to the 
injected phenol was seen at the autopsy of some 
of the cancer patients, four had a well-marked 
arachnoiditis when the spinal cord was exposed 
two to four weeks after treatment. So far, however, 
no patient has shown any clinical evidence of ad¬ 
hesive or obliterative arachnoiditis. Tire site of the 
action of the phenol appeared to be the posterior- 
root ganglion or the region of the proximal neuro- 
ganglionic junction. The patients have been under 
observation for periods up to 21 months. A much 
longer follow-up period is required to exclude the 
jrossibility of serious delayed neurological compli¬ 
cations, which may take months, or even years, to 
develop, and once established cannot be reversed. 
For tins reason Brown suggested that for the time 
being intraspinally administered phenol should be 
used mainly for treating the pain of malignant 
disease. 

Mass Radiography.—Tlie Corporation of Glasgow 
published the results of its mass radiography cam¬ 
paign, during which 714,915 people or 76% of the 
towm’s population were x-rayed. In five weeks 
2,755 cases of active pulmonary tuberculosis or 3.8 
per 1,000 in those examined were detected. A 
further 5,379 cases of tuberculosis of doubtful 
activity were brought to light. Tire detection rate 
was greater in men than in women (4.8 to 2.8 per 
1,000), due to the high incidence of the disease in 
older men. In the last 20 years tuberculosis has 
been diagnosed mainly in the young adult and has 
largely escaped detection in middle-aged and 
elderly persons. It is remarkable tliat such a large 
number of people were x-rayed. The success was 
attributed to good publicity and a short but inten¬ 
sive campaign, which was directed by a special 
committee, including newspaper and cinema men 
and representatives of tire BBC. A million pieces 
of publicity material, including 100,000 posters, 
were issued. Every bus and streetcar and nearly 
every shop carried a poster. Competitions were 
organized and prizes offered, although the serious 
side, with a full explanation of the campaign, was 
not neglected. Press, radio, and cinema were used 
to impress on the people of Glasgow the impor¬ 
tance of the project. It was thought tlrat if more 
units had been available over 807o of the popula¬ 
tion would have been x-rayed. Among the 6,576 
contracts x-rayed after the campaign only 17 new 
cases of tuberculosis were found. The total cost of 
the scheme was $320,000 or 44 cents per person 
examined. The cost of detecting a new and active 
case of tuberculosis was about $125. Publicity cost 
$47,600 or 6.7 cents per film. The organizers be¬ 
lieved that the cost of the campaign was well 
justified. 
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POSTMORTEM DIAGNOSIS OF 
INSULIN SHOCK 

To the Editor:—In the article by Birkinshaw and 
co-workers (Investigations in a Case of Murder by 
Insulin Poisoning, Brit. M. J. 2:463-468 [Aug. 23] 
1958) discussed in the Foreign Letters section of 
The Jouba’al (168:811 [Oct. 11] 1958) detection, 
identification, and quantitation of insulin were in¬ 
geniously achieved in tissue e.xtracts from sites of 
needle marks in the victim’s buttocks. However, in 
spite of large amounts of insulin in the body of the 
victim, paradoxically, not hj'poglycemia but a hy¬ 
perglycemia of 210 mg. per 100 ml. was demon¬ 
strated about six hours after death. Postmortem 
chemistry, so far, has been applied mainly as aid in 
autopsy diagnosis of diabetes mellitus (Hamilton- 
Patterson and Johnson, /. Path. & Bact. 50:473-482 
[Ma>’] 1940; Tonge and Wannan, M. J. Australia 
1:439-447 [April 2] 1949; and Naumann, Am. ]. Clin. 
Path. 20:314-324 [April] 1950) but rarely of insulin 
shock. Proof of antemortem insulin eflrect by post- 

Postmortem Cerebrospinal Fluid Glucose Level, Determined 
by the Folirt-Wu Method, One to Ten Hours After Death 

Levels, Mg.noo Ml. 
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mortem glucose values is difficult, since glycolysis 
soon after death lowers glucose concentrations 
except in the inferior vena cava and right heart 
blood, where it may greatly increase by diffusion 
of glucose liberated through glycogenolysis in the 
liver. Postmortem glycolysis, but less marked and 
erratic, is present also in the cerebrospinal fluid, 
which is subject neither to interference by clotting 
nor to that by non-sugar-reducing substances. Tire 
decrease of cerebrospinal fluid glucose (see table) 
shows the main drop in concentration after the first 
hour post mortem and irregular rise between the 
3rd and lOth hour. 

Based on several articles (Naumann, Arch. Path. 
47:70-77 [Jan.] 1949; Am. ]. Clin. Path. 26:495-505 
[May] 1956; Queries and Minor Notes, J. A. M. A. 
157:780 [Feb. 26] 1955; Proc. Soc. Exper. Biol. & 
Med. 98:16-18, 1958), a presentation of conditions 
and criteria for tlie postmortem diagnosis of insulin 


shock may be made as follows; 1. Only cerebro¬ 
spinal fluid, except in patients with meningitis, and 
not blood should be used for postmortem glucose 
level determinations, especially when an insulin 
reaction is suspected for reasons given above. 
2. Glucose values found must be low enough-507e> 
or less of lower ranges observed after death (see 
table)—and analytical errors small enough by dupli¬ 
cate determinations of concentrated solutions to 
prevent misinterpretation due to chance variation. 
.3. Cerebrospinal fluid glucose levels of 30 ± 0.5 
mg. per 100 ml. or less in the third hour may be 
considered presumptive evidence of insulin shock, 
provided specimens are analyzed promptly. 4. Val¬ 
ues of specimens taken later than three hours after 
death are diflicult to interpret but if low enougli 
may be considered confirmatory evidence of insulin 
shock. 

In the case of Birkinshaw and co-workers the 
specimen of “mixed heart blood” presumably con¬ 
tained right heart blood with high glucose level due 
to diffusion of glucose derived from liver glycogen. 
Although conclusive evidence of insulin effect could 
not liave been secured six hours after death, a low 
cerebrospinal fluid glucose value, nevertheless, may 
have served as corroborative evidence. In one of my 
own cases of death due to accidental overdose of 
insulin, tlie cerebrospinal fluid glucose level was 
found to be 19 mg. per 100 ml. three hours after 
death, a result consistent with a postmortem diag¬ 
nosis of insulin shock. 

Hans N. Naumann, M.D. 

Kennedy V. A. Medical Teaching 
Group Hospital 

Memphis 15, Tenn. 

ASSOCIATION OF CHOLELITHIASIS, HIATUS 
HERNIA, AND DIVERHCULOSIS COLI 

To the Editor:—In The Joubnal (168:257-261 [Sept. 
20] 1958) Foster and Knutson gave some interesting 
data regarding the frequency of occurrence of the 
association of cholelithiasis, hiatus hernia, and 
diverticulosis coli in a hospital population. Tliis 
frequency was found to be far greater tlian that 
calculated as due to random coincidence. In this 
calculation, however, there seem to be some pos¬ 
sible errors which could partly or wholly account 
for the results of the study. 
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Firet, there is a possibility of error due to differ¬ 
ences in probability of admission to hospital for 
patients with the triad and patients with the single 
conditions, ^^^e believe it to be generally agreed 
that the three single conditions under study may 
occur without giving rise to sj’mptoms. This implies 
that some patients with one or more components of 
the triad are not referred to hospital. Even when 
ideal conditions exist and all patients u’ith symp¬ 
toms of at least one of the components seek medical 
advice and arc referred to hospital, those without 
s}inptonis will stay behind. This also implies that 
occurrence of two or three components of the triad 
in the same patient could give this patient an in¬ 
creased probability of admission to hospital, simply 
because of the increased probabilit)' of sj’inptoins. 
It also seems to be generally agreed that the three 
components can give rise to similar symptoms. 
Therefore hospital admission of piatients with symp¬ 
tomless components in association with one or two 
otlier components with symptoms will imply a high 
probability that also the symptomless component is 
detected. This will certainly be the case when doc¬ 
tors start assuming an etiological association be¬ 
tween tlie components of the triad and when find¬ 
ing one of the components make the necessary 
radiologic examinations to detect the other com¬ 
ponents. Therefore, even if no association e.xists 
between the components of the triad, the frequency 
of occurrence of the triad in a hospital population 
is likely to be greater than random coincidence as 
calculated by multiplication of the frequencies of 
the single diseases in the hospital population. Tliis 
\rill be the case even under the ideal conditions 
mentioned before (Berkson, J. Biometrics Bull. 
2:47,1946). 

Second, there is a possibility of error due to 
selection of the patients subjected to tire different 
radiologic examinations. Wien only the hospital 
population under investigation (the 2,020 patients 
studied) is considered, tlie calculation of the P 
values of the different diseases is hard to under¬ 
stand. Tlie method of estimating the P values, 
applied by Foster and Knutson, is valid only under 
the assumption that the choice between the three 
radiologic examinations has been made strictly at 
random. The article does not give the impression 
that this lias been tlie case. Tlie question arises as 
to why 713 patients were subjected to all tliree 
radiologic examinations. Possibly the answer to this 
question is that various symptoms motivated more 
extensive radiologic examination. If tliat is so, it 
may be less surprising to find a high incidence of 
double and triple assoeiations among patients so 
selected. 

Third, there is a possibility of error due to age 
differences in the incidence of the three diseases. 
As the incidence of the three components is known 


to rise with increasing age, the high incidence of 
the triad might be partly due to this. The fact that 
the mean age of tlie patients widi the triad was 
found to be higher than the mean ages of tlie 
patients with one of the components is in accord¬ 
ance with this assumption. Such association, how¬ 
ever, lacks biological significance. 

The study of Foster and Knutson has the merit 
that it draws attention to the difficulties facing the 
surgeon when trying to evaluate the proper therapy 
in eacli single case of a double or triple association. 
It is a pity, however, that the autliors have not 
investigated their material from the selection point 
of view. Their view on possible etiological factors 
in the association of the three diseases is very 
valuable. It seems, however, that the association of 
the three components of the triad cannot be proved 
on the basis of the statistical data presented. 

Willem van der Linden, M.L. 
Surgical Clinic 
Centrallasarettet 
Ostersund, Sweden. 

A. Taube, F.K. 

University of Uppsala 
Ostersund, Sweden. 

To the Editor:—! am pleased that doctors van der 
Linden and Taube have critically analyzed our fig¬ 
ures and believe that their statements are well 
worth publishing. Our study was not primarily 
oriented to statistics but designed rather to alert 
clinicians as to the frequency of the triple associa¬ 
tion. To further amplify our viewpoint, I shall 
comment on the salient points raised in the critique. 

A series of cases studied by x-ray could not read¬ 
ily be obtained outside a clinic or hospital popula¬ 
tion. The approximate 15% asymptomatic patients 
with the triad would not heavily weight a non¬ 
hospital population in favor of chance. The inci¬ 
dence of the respective single conditions in our 
series is not significantly greater than those of any 
other report. Hence, the probability value obtained 
by multiplication of the percentages should be 
acceptable. The 713 patients having all three roent- 
genographic studies happened to fall in this cate¬ 
gory on the basis of the usual indications as deter¬ 
mined by several examiners. This was not a study 
to find the triad cases but largely a retrospective 
calculation. 

We would be happy if others would attempt to 
test our conclusions. It would be interesting to see 
the results of an ideal statistical stud)'. 

James J. Foster, M.D. 

1746 K Street, N. W. 

Washington 6, D. C. 
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FREEDOM FOR THE PROFESSIONS 

To the Editor:—On June 14, 1958, Rear Adm. H. G. 
Rickover gave an address to the graduating class of 
tlie Stevens Institute of Technology in which he 
paid some very handsome compliments to the pro¬ 
fessional principles under which tire American Med¬ 
ical Association operates. In particular, he noted the 
ad\’antages of a fee for service, in preference to 
salar>', in compensation of professional personnel. 
He pointed out that this is one of the strong meth¬ 
ods of resisting the lay control of professional acts 
by administrators. In general, he is advising those 
who would make a full-fledged profession of engi¬ 
neering to follow the medical example. 

Some weeks ago the Manchester Guardian called 
attention to tire fact that physicians were leaving 
East Germany in large numbers, because tlie East 
German government had denied their children the 
right to be admitted to the universities, since they 
were not members of the working classes. In the 
issue of Sept. 25, 1958, it appears that the East 
German government has backed down in the face 
of a great shortage of physicians. They now offer 
to give tire children of physicians rights equal to 
those of workers and farmers in obtaining entrance 
to tire universities and technical colleges. 

It was also noted that physicians will be allowed 
to carry on their independent practices, and there 
will be no compulsion to work on state panels. 
Physicians will now be allowed to travel freely in 
West Germany to attend congresses and meetings. 
They will be allowed to practice their profession, 
irrespective of whetlier they bind themselves to fol¬ 
low the precepts of dialectical materialism. This is 
an example of the strength of a strong professional 
organization. 

William S. McCann, M.D. 

260 Crittenden Blvd. 

Rochester 20, N. Y. 


TORT LIABILITY OF CHARITABLE 
HOSPITALS TO PATIENTS 

To the Editor;—Although the review on “Tort Lia- 
bilitj' of Charitable Hospitals to Patients” in The 
Journal (168:788-789 [Oct. 11] 1958) provides a 
valuable survey of tlie law in the several states, 
it may be prudent to bring attention to an inac- 
euracy which appears in tlie state-by-state schedule 
appended to the digest. New Jersey is there rep¬ 
resented as a jurisdiction which supports “full 
liabiliti'.” For autliority, the collator cites Collopy 
V. Neioard Eye & Ear Infirmary, 141 A. (2d.) 276 
(1958). 
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The Collopy case was decided April 28, 1958, 
and it is true that the Supreme Court of New Jer¬ 
sey there rejected tlie fonner New Jersey mle, 
which for 33 years had denied recovery to patients 
damaged through the negligence of the agents of 
a charitable hospital. Three months later, however, 
July 22, 1958, the governor of New Jersey signed 
into law an act of the legislature which restored, 
in part, the earlier New Jersey judicial rule of 
charitable immunity, providing as follows: 

1. No nonprofit corporation, society or association or¬ 
ganized exclusively for religious, charitable, educational or 
hospital purposes shall, except as is hereinafter set fortli, 
be liable to respond in damages to any person who shall 
suffer damage from the negligence of any agent or servant 
of such corporation, society or association, where such per¬ 
son is a beneficiary ... of such nonprofit corporation, so¬ 
ciety, or corporation; . . . Chapter 131, P.L. 1958. 

The mentioned exception permits recovery 
against “any nonproflt corporation, society or asso¬ 
ciation organized exclusively for hospital purposes 
... to an amount not exceeding $10,000.00 . . .” 
By e.\press language, tlie statute e.xpires June 30, 
1959. “Full liability” of charitable hospitals in New 
Jersey for the negligence of agents is not, then, 
the cm'rent law. Although liability does clearly 
exist, no recovery can exceed $10,000. 

A/Vron Hardy Ulm 
8 East 79th Street 
New York 

THE FAMILY DOCTOR 

To the Editor:—In the correspondence section of 
The Journal, Dec. 6, 1958, page 1929, an interest¬ 
ing letter by Dr. Leo J. DeBacker appears in refer¬ 
ence to an article by Dr. Wheatley. Both doctors 
suggested remedies for the deplorable situation of 
boredom in which some pediatricians seem to find 
themselves. It is remarkable to me that an obvious 
solution has not occurred to either author. It seems 
self-evident that our medical school faculties should 
orient themselves more strongly to inducing young 
men to go into the field of general practice rather 
than glamorizing the specialties. Rather than the 
pediatrician being the family doctor of the future, 

I believe that tlie family doctor is the qualified man 
in the present and the future. If any young medical 
student will switch his interest from pediatrics to 
general practice, I can guarantee he may get tired, 
but never bored. 

Robert E. Quinn, M.D. 

1530 Highmarket St. 

Georgetown, S. C. 
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INTERNAL MEDICINE 

Acute Myocardial Ischaemia: Significance of Plas- 
nia-Transaminase Activity. A. J. Goble and E. N. 
O’Brien. Lancet 2:873-877 (Oct. 25) 1958 [London]. 

Tlie authors performed serial estimations of 
glutamic oxalacetic transaminase activity of plasma 
(P, G. O. T.) with the aid of a modification of Kar¬ 
men’s spcctrophotomctric method in 25 normal 
persons and in 20 patients with a history of angina 
pectoris or previous myocardial infarction who 
were at rest and free from pain in the cardiac de¬ 
partment of the Royal Melbourne Hospital in Mel¬ 
bourne, Australia. Serial estimations of P. G. O. T. 
activit)’ also were carried out in the same liospital 
in 18 patients with severe attacks of cardiac pain 
unassociated u'ith clinical and electrocardiographic 
evidence of recent myocardial infarction. In tlie 
23 nonnal persons and in the 20 patients witli 
known ischemic heart disease who were resting 
and free from pain, tlie individual maximum range 
of serial P. G. 0. T. levels was 10 units or less with 
one e.xception. Rises of P. G. O. T. levels beyond an 
individual highest-to-lowest range limit of 15 units 
were therefore regarded as abnormal, and between 
10 and 15 units as pirobably abnormal. Of the 18 
patients with severe attacks of typical cardiac pain, 
10 had isolated attacks of pain and 8 had repeated 
attacks of pain extending over more than 2 weeks; 
4 of the 10 patients and all the 8 patients had in¬ 
creased P. G. O. T. levels. A single rise in P. G. O. T. 
.ictivity occurred in the 4 patients, and irregular 
or repeated rises in P. G. O. T. levels were observed 
in the S patients. Tlie patterns of P. G. O. T. activity 
thus indicated single episodes of necrosis in some 
patients with isolated attacks of pain and similar 
but repeated episodes in those with attacks of pain 
recurring for weeks. There was a subsequent rise 
in the erythrocyte sedimentation rate in 11 of these 
12 patients. In none of the 18 patients did the 
temperature rise, or leukocytosis, persistent fall in 
blood pressure, or cardiac failure occur. The elec- 
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trocardiograms obtained from these patients re¬ 
vealed depression of the S-T segments or inversion 
of T waves, whether necrosis was demonstrable or 
not. The severity and duration of pain, associated 
dyspnea, sweating, and temporary fall in blood 
pressure, and electrocardiography proved to be 
unreliable guides to necrosis associated with severe 
myocardial ischemia. 

Plasma-glutamic-oxalacetic-transaminase activity 
is a sensitive index of myocardial necrosis. A new 
descriptive terminology is both possible and neces¬ 
sary, recognizing that cardiac pain, irrespective 
of its duration or severity, indicates myocardial 
ischemia, that rises of erythrocyte sedimentation 
rate and P. G. O. T. levels indicate myocardial 
necrosis, and that electrocardiographic changes in¬ 
dicate the localization of the myocardial ischemia 
or necrosis. It should also be recognized that re¬ 
peated small attacks of myocardial necrosis may 
summate to produce the electrocardiographic pat¬ 
tern of transmural myocardial infarction. 

Successful Treatment of Quinidine and Procaine 
Amide Intoxication: Report of Three Cases. F. Was- 
.serman, L. Brodsky, M. M. Dick and others. New 
England J. Med. 259:797-802 (Oct. 23) 1958 
[Boston]. 

Studies made by the autlmrs in laboratory animals 
bad demonstrated the efficacy of molar sodium 
lactate in reversing toxic electrocardiographic and 
blood pressure changes resulting from quinidine 
and procainamide. They report on 3 patients whose 
histories illustrate the successful clinical applica¬ 
tion of their obseiwations on animals. Toxic effects 
from quinidine and procainamide are relatively 
uncommon, but they may result from increased 
sensitirdty to the drugs or from overdosage. The 
electi-ocardiographic changes of quinidine and pro¬ 
cainamide intoxication consist of sinoatrial slowing, 
followed by sinus pauses, sinus arrhytlimias, pro¬ 
gressive QRS widening, prolongation of the P-R 
and Q-T intervals, RS-T-segment depression and 
T-wave changes; in addition defects of interatrial 
conduction, leading to partial or complete inter¬ 
atrial block, have been observed. A late manifesta¬ 
tion consists of an atrioventricular nodal rhj'tlim 
that terminates in either ventricular fibrillation or 
ventricular standstill. More commonly recognized 
clinical signs and symptoms of into.xication with 
quinidine or procainamide are nausea, vomiting, 
diarrhea, vertigo, tinnitus, and hj’potension. At¬ 
tempts have been made to correlate plasma quini- 
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dine levels with therapeutic effects and toxic 
manifestations. The presence of congestive heart 
failure and renal impairment appears to increase 
the likeliliood of cardiotoxicitj^ from quinidine at 
lower plasma concentrations. 

The first of the 3 patients, who had a plasma 
quinidine level of 5.1 mg. per liter, became hypo¬ 
tensive, and sinus bradycardia developed. The sec¬ 
ond patient with congestive heart failure, acidosis, 
and azotemia secondary to renal insufficiency 
showed severe electi'ocardiographic and clinical 
signs of quinidine intoxication witli a plasma 
quinidine level of 6.3 mg. per liter. The observation 
of others that sodium lactate administration abrupt¬ 
ly decreases the plasma quinidine concentration 
may explain in part the dramatic improvement ob- 
sers'ed in this patient. The authors believe that 
acidosis was probably a factor in producing the 
shock-like state observed in the second patient. 
They were unable to obtain determinations of the 
blood pH in case 1. The inti'avenous administration 
of molar sodium lactate helped restore the blood 
pressure in both patients. The third patient with 
diabetic acidosis and impaired renal function, went 
into a shock-like state with markedly widened 
QRS complexes after the administrations of 600 
mg. of procainamide intravenously in 6 minutes. 
The intravenous administration of molar sodium 
lactate promptly speeded up the slow rhythm and 
narrowed the widened QRS complexes. 

The combination of molar sodium lactate and a 
sjTnpathomimetic drug has been shown to increase 
the blood pressure to levels greater than might be 
expected with either agent alone. Experimental 
studies suggest that a priming dose of intravenously 
administered molar sodium lactate increases the 
tolerance to both quinidine and procainamide given 
by vein. Preliminary clinical observations suggest 
that molar sodium lactate may reverse the toxic 
electrocardiographic manifestations and the hypo¬ 
tension from botli drugs without significantly 
changing the therapeutic efficacy. 

Adult Chronic Bronchitis—Continuous Antibiotic 
Therapy. G. Edwards and E. C. Fear. Brit. M. J. 
2:1010-1012 (Oct. 25) 1958 [London]. 

The authors report the results of an 18-month 
follow-up study of 42 patients with chronic bron¬ 
chitis, 29 of whom were treated with oxytetracycline 
and 13 were treated witlr a sulfonamide preparation 
and autogenous Hemophilus influenzae vaccine. 
Continuous and prolonged treatment with oxy¬ 
tetracycline for one year or more not only pre¬ 
vented relapse in patients with chronic bronchitis 
but increased the rate of improvement the longer 
tlie therap)' was maintained. The relapse rate in 
the group of patients not receiving ox>i:etracycline 
was considerably greater than in those treated 
with tliis antibiotic; less patients in the group not 
receiving oxyTetracycline were improved and some 
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became worse. Acute exacerbations of chronic 
bronchitis assume major proportions during the 
fall and winter, particul^Iy between September 
and February, when 80% of the relapses tend to 
occur. It is suggested that continuous therapy with 
oxytetracycline for one period of about six months 
in each year, to include the period of maximum 
relapse, may prevent exacerbations and maintain 
most patients with bronchitis in effective and useful 
employment. 

Asiatic Influenza in a Midwesteni Town: With a 
Comparison of Intradermal and Subcutaneous Vac¬ 
cination. L. J. Kirkham. J. Iowa M. Soc. 48:593-598 
(Nov.) 1958 [Des Moines]. 

In order to investigate the relative effectiveness 
of intradermally and subcutaneously injected in¬ 
fluenza vaccine the author studied the over-all 
incidence of influenza in the town of Mason City, 
Iowa, during the epidemic of November, 1957. 
Ninety-three (44.1%) of 211 persons selected at 
random who had not received influenza vaccine 
contracted influenza during the epidemic. Two 
hundred fifty questionnaires regarding the 2 tech¬ 
niques of vaccination were sent out to selected 
persons who had medical reasons for avoiding 
influenza and who had consequently been vacci¬ 
nated. One hundred ninety-eight usable replies 
were received. Of these 74 had been given 0.1 cc. 
(20 CCA [chicken cell agglutination] units) intra- 
demally, and 37 had been given 0.1-cc. intradermal 
injections with a week’s interval between them. 
Thirty-one persons had been given 1.0 cc. (200 
CCA units) subcutaneously and 54 had been given 
0.1-cc. intradermal injections and an additional 0.9 
cc. subcutaneously because no reaction had oc¬ 
curred after intradermal injections. 

There was no significant difference in the pro¬ 
tection afforded these persons. About 10% of all 
vaccinated individuals contracted influenza regard¬ 
less of the size of the dose and the method used in 
administration. The incidence of influenza of about 
45% in the general population compared to 10% 
incidence of influenza in the vaccinated population 
indicates that the vaccine protected about 3 out of 
4 individuals. Thus the vaccination was effective in 
about 75% of all vaccinated persons. There was no 
significant difference in number of days of disability 
between the groups who had received intradermal 
injections and the general population group. The 
illness may have been somewhat less severe and 
seemed to decrease the number of days of disability 
in tliose who had received the subcutaneous injec¬ 
tions of the vaccine in a 200-CCA dose, but the 
number of cases was too small and tlie method of 
sampling too inaccurate to support a definite con¬ 
clusion. The disease had a decidedly adverse effect 
on life expectancy in those persons who were past 
the age of 60 years. It is therefore suggested that 
physicians immunize such patients as rapidly as 
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possible, since ibe occurrence of this piirlicular 
strain of type A inllnen'/a virus is to be expectcil 
tlirougboui llic next 10 years. 

Influenza Encephalitis. S.-I. Oftedal. Ticlssbr. norske 
Ix'gefor. 78:996-998 (Oct. 15) 1958 (In Norwegian) 
[Oslo]. 

In Vestfokl Central Hospital a number of milder 
complications from the central nervous system 
were seen in connection with Asian influenza. The 
liistory of the disease was typical—sudden high 
temperature, slight catarrhal symptoms, pain in 
mnsclos and joints, and general indisposition. Sev¬ 
eral cases occurred simultaneously. The 4 cases 
where antibodies against the influenza virus of 
Asian type were demonstrated in the scrum are re¬ 
ported in detail. The complications appeared from a 
couple of days to 2 weeks after the onset of Asian 
influenza. The psychic complications all presented 
the same pattern but in different degree. There 
were symptoms of somnolence, disturbance in con¬ 
sciousness, paranoid delusions and hallucinations, 
not, however, the insomnia and restlessness at night 
described in lethargic encephalitis. The psychic 
phenomena lasted for from 1 week to 6 or 7 weeks. 
The electrocardiographic changes were fairly par¬ 
allel with the clinical symptoms, but usually con¬ 
tinued somewhat longer. The slight increase in cell 
count and albumin found in the 2 patients in whom 
the spinal fluid was examined in the acute phase 
disappeared on regression of the clinical syuriptoms. 
The cases of encephalitis were comparatively light, 
until complete recovery. The psychic sjnnptoms 
seemed most marked in the patients who before the 
start of the illness had shown signs of psychic 
disturbance. 

Role of Hemolysis in Anemia Secondary to Chronic 
Lymphocytic Leukemia and Certain Malignant 
Lymphomas. J. G. Freynnann, S, B. Burrell and 
E. A. Marler. New England J. Med. 259:847-855 
(Oct. 30) 1958 [Boston]. 

The authors studied the hemolytic rates and 
erythropoiesis in 8 men and 9 women between the 
ages of 33 and 77 years, with chronic lyanphocytic 
leukemia or malignant lymphoma of the lympho¬ 
cytic or follicular types. All but 1 had negative 
reactions of the blood to the Coombs’ test. There 
was minimal or no shortening of the erythrocyte 
life span, as determined by radioactive sodium 
chromate (Cr"') tagging, in 9 of 10 patients whose 
hemoglobin levels did not fall below 7.5 Gm. per 
100 cc. There was a linear decrease in erythrocyte 
life span as the anemia increased in severity (below 
7.5 Gm. per 100 cc. of hemoglobin). Splenic seques¬ 
tration of tagged erythrocytes occurred in the latter 
group, but not in the patients with near normal bio¬ 
logical half life of radioactive chromate (T'A Cr®’), 
even when splenomegaly was massive. There was 
no correlation behveen the size of the spleen and 
the degree of erythrocyte sequestration. 


Reticulocytosis and bone marrow erythropoiesis 
were strikingly decreased in patients with negative 
Coombs’ tests, even those with the most severe 
hemolysis. This was in contrast with 5 other patients 
(2 men and 3 women) with chronie lymphocytie 
leukemia whose age range corresponded with that 
of the 17 patients and who had similar degrees of 
anemia but had positive reactions to the Coombs 
test. These 5 patients had marked evidence of 
healthy bone-marrow response. Thus, the equal 
degrees of anemia found in the 2 groups of patients 
had probably been reaehed by different means. In 
the group with positive Coombs’ tests a highly 
active erythropoietic system was unable to keep 
up with even more active hemolysis. In the group 
with negative tests there was slower hemolysis but 
little, if any, ability on the part of the marrow to 
compensate for it. It is believed that inadequate 
erythropoiesis was a major cause of anemia in all 
the patients with negative Coombs’ tests and that 
occult hemolysis became of importance only as the 
hemoglobin level fell jjrogressively below 8 Gm. 
per 100 cc. Most of the patients had received roent¬ 
genotherapy to the spleen or treatment with alky¬ 
lating agents before their hematological states were 
studied. Alkylating agents, particularly chloram¬ 
bucil [p-(di-2-chloroethyl) aminophenylbutyric acid] 
apparently precipitated sudden hemolysis in some 
patients who, although anemic, had been relatively 
stable before therapy. 

Paroxysmal Nocturnal Hemoglobinuria: A Case Re¬ 
port with a Negative Ham Presumptive Test Asso¬ 
ciated with Serum Properdin Deficiency. R. K. 
Blaisdell, R. E. Priest and E. Beutler. Blood IS: 
1074-1084 (Nov.) 1958 [New York]. 

The authors report on a 51-year-old Negro wom¬ 
an who for years had had periodic weakness and 
vague abdominal discomfort. She admitted passing 
dark urine occasionally but this did not seem to 
bear any relationship to the attacks of weakness, 
to abdominal pain or to sleep. The weakness 
jirogressed in severity with dyspnea on exertion, 
palpitation, and swelling of the ankles. Ham’s pre¬ 
sumptive test for paroxysmal nocturnal hemoglobi¬ 
nuria was performed with negative result, account¬ 
ing for the failure to make tlie correct diagnosis 
initially. With the discovery of hemosiderinuria. 
Ham’s complete acid hemolysis test was performed 
and gave at^'pical results in that tliere was no 
hemolysis when the patient’s red blood cells were 
incubated with her serum, with or xvithout acidifi¬ 
cation. The patient’s acidified serum also was in¬ 
capable to hemolyze the red blood cells from 
another patient with established paroxysmal noc¬ 
turnal hemoglobinuria. Special studies of the pa¬ 
tient’s serum revealed a deficiency of properdin, 
while magnesium and complement did not appear 
to be lacking. It is suggested that the false-negative 
presumptive test for paroxysmal nocturnal hemoy' 
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globinuria and the atypical results of the complete 
acid hemolysis test for this condition are due to a 
loss of the in vitro hemoljdic activity' of the serum 
associated with a deficiency of properdin. 

Additional tests showed that there was acidosis 
associated with renal insufficiency. This acidosis 
did not appear to accelerate the hemolyti process, 
for there was no apparent reduction of hemolytic 
activity in vivo when the acidosis was corrected by 
the administration of sodium bicarbonate. There 
was a progressive decline in circulating hemoglobin 
to 5.2 Gm. per 100 cc. and the alkalization program, 
therefore, was abandoned after 67 days. The patient 
was given transfusions, initially of whole blood and 
subsequently of washed blood cells. With each rise 
in circulating hemoglobin there was amelioration 
of symptoms, but these periods of improvement 
were brief. Acute, severe abdominal pain with dis¬ 
tention supervened. Despite the transfusions with 
washed blood cells, antimicrobial drug therapy, 
and digitalization, the patient died. Autopsy re¬ 
vealed an acute generalized fibrinopurulent peri¬ 
tonitis as the proximate cause of deatli; the 
pathogenesis of this peritonitis was not apparent. 
Other findings suggested that the protracted dep¬ 
osition of massive quantities of iron in the kidney 
may play a role in the not uncommon occirrrence 
of renal disease in patients with paroxysmal noc¬ 
turnal hemoglobinuria. 

Idiopathic Hypercalcuria. P. H. Henneman, P. H. 
Benedict, A. P. Forbes and H. R. Dudley. New 
England J. Med. 259:802-807 (Oct. 23) 1958 
[Boston]. 

There are many causes of hypercalcuria: hyper¬ 
parathyroidism; osteoporosis, while the disease is 
progressing; Cushing’s syndrome and high-dosage 
ACTH and corticoid therapy; high intake of cal¬ 
cium and administration of vitamin D; sarcoidosis 
and beryllium poisoning; osteomalacia of renal 
origin, such as renal tubular acidosis; hyperthy¬ 
roidism; metastatic cancer; multiple myeloma; and 
so forth. In this paper a condition is described in 
which the cause of the hypercalcuria is not clear— 
hence, the term “idiopathic hypercalcuria.” This 
syndrome, which is illustrated by 35 male patients, 
is characterized by a nonnal serum calcium level, 
a low serum phosphorus level, and an increased 
urinary calcium excretion. This dislocation of 
homeostasis has been brought to die attention of 
the authors in the kidney stone clinic because 
of associated kidney stones. 

These 35 patients are compared with 14 patients 
with mild hjT)erparathyroidism. Botlr groups had 
equally elevated urinary calcium levels and equally 
depressed serum phosphorus levels; the group widi 
idiopathic hypercalcuria had normal serum calcium 
levels whereas die h>'perparath>T:oid group had 
, h 5 T>ercalcemia. The kidney stones formed in the 


group with idiopathic hypercalcuria were charac¬ 
teristically composed of calcium phosphate and 
calcium oxalate and widiout magnesium and am¬ 
monium phosphate; this composition suggests that 
the stones were formed while the patient was in a 
state of hypercalcuria without an abnormally alka¬ 
line urine. Balance studies demonstrate increased 
calcium absorption in 4 patients. Sodium phytate 
decreases the hypercalcuria in this syndrome and 
prevents stone growth and recurrence. 

Epidemic Hemorrhagic Fever Attack Rates Among 
United Nations Troops During the Korean War. 
J. R. Paul and W. W. McClure. Am. J. Hyg. 68:126- 
139 (Sept.) 1958 [Baldmore]. 

In spite of extensive investigations during the 
past 5 or 6 years, identification of the etiological 
agent of the tj'pe of hemorrhagic fever encoun¬ 
tered among United Nations troops in Korea dur¬ 
ing the Korean war (1950-1953) and its mode of 
spread are still considered unfinished problems. 
One segment of the investigations has been con¬ 
cerned with the prevalence of this disease in various 
parts of Korea. Attempts were made to measure 
differential rates at which UN troops acquired 
hemorrhagic fever in different geographical areas 
during and just after the last 2 years of the Korean 
war and particularly during its last few months, 
i. e., the spring of 1953. The object of these studies 
was to relate high and low prevalence with local 
character of the terrain. In line with the suggestions 
made by others, the authors believe that the season 
exerts a considerable influence upon the epidemi¬ 
ology of the type of hemorrhagic fever encoun¬ 
tered and that the terrain and local environment 
experienced by troops both during combat and the 
months immediately afterward also played a part. 
Under the conditions of the surveys, in which dif¬ 
ferential attack rates were measured, hemorrhagic 
fever seemed to flourish better in the spring and 
the autumn among military personnel who were 
living in tents or bunkers in the midst of rural or 
semiwild surroundings and overgrown fields, usual¬ 
ly on abandoned farms, than among troops in 
areas which were mountainous and heavily for¬ 
ested. This does not necessarily imply that the 
etiological agent of hemorrhagic fever was limited 
to the special terrain but that conditions were such 
that they may have increased exposure within cer¬ 
tain areas. 

Folic Acid Deficiency and the Megaloblastic Anae¬ 
mias. I. Chanarin and B. B. Anderson. Proc. Roy. 
Soc. Med. 51-.757-763 (Sept.) 1958 [London]. 

Megaloblastic anemia is the consequence of de¬ 
ficiency or interference witli utilization of vitamin 
Bi 2 or folic acid. The etiology of those megalo¬ 
blastic anemias which respond completely to treat¬ 
ment with vitamin Bia is simple: They are due to 
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a deficiency of vitamin and this is almost in¬ 
variably due to a failure of absorption of this 
factor, rarely to an inadequate dietary intake. The 
nicgalohlastic anemias which the authors discuss 
do not respond adequately to vitamin Bin, and folic 
acid is required in their treatment. A table lists 
idiopathic steatorrhea, ]iregnancy, anticonvulsant 
treatnicnl of epilepsy, leukemia, cirrhosis, tropical 
sprue, nutritional megaloblastic anemia, and kwa¬ 
shiorkor as the conditions with which these megalo¬ 
blastic anemias arc a.ssociatcd. Megaloblastic 
anemia requiring folic acid treatment is far more 
common in tropical and scmitrophical countries 
than in the temperate zone. Tlic condition may be 
due to inalab.sorption, increased demand, impaired 
utilization, or reduced intake of folic acid and to 
such factors as an abnormal intestinal flora. 

Methods arc described whieh are concerned with 
the assessment of folic acid deficiency and with 
the measurement of folic acid absorption. These 
techniques arc reviewed in relation to the various 
Uq^es of megaloblastic anemia. Impaired utiliza¬ 
tion may be due to folic acid antagonists, such as 
Aminopterin and Amethopterin, and also to the 
anticonvulsant drugs used in the treatment of epi¬ 
lepsy. Impaired utilization may also result from a 
primary vitamin Bu deficiency. The role of bacteria 
in producing megaloblastic anemia is uncertain. 
They may interfere with the absorption of folic 
acid, as in tropical sprue, and with the absorption 
of Mtamin Bjn, as in patients with anatomic lesions 
of the small intestine. Whether these bacteria can 
also produce substances which act as folic acid 
antagonists has not been demonstrated. 

Hyijogammaglobulinemia (Agammaglobulinemia) 
in a Ten-Year-Old Girl. W. H. Civin and D. H. 
Sandberg. Hawaii M. J. 18:35-.38 (Sept.-Oct.) 1958 
[Honolulu]. 

A 10-year-old Japanese-Caucasian girl was re¬ 
peatedly admitted to the hospital with bouts of 
infection. Three separate electrophoretic studies 
revealed no gamma globulins, and no cause for the 
absence of this serum globulin fraction could be 
elicited. The patient was treated with antibiotics, 
gamma globulin, and transfusions. Despite im¬ 
provement, infections continued to occur, and the 
patient died during die 9th hospital admission in 6 
years. Autopsy revealed numerous abscesses con¬ 
taining Proteus vulgaris, and there was one abscess 
in the cerebrum containing a branched acid-fast 
organism which either belonged to the Nocardia 
genus or was Mycobacterium tuberculosis. 

Agammaglobulinemia has been reported with 
hypoproteinemia, lymphorha, and thymona. It has 
also been reported widiout apparent cause, in 
which case it may be either congenital or acquired. 
Gamma globulins are not synonymous with anti¬ 
bodies, and an elevated level of gamma globulins 
may be associated with absence of antibodies, as 


in multiple myeloma. Other mechanisms for com¬ 
bating infection occur in the absence of antibodies 
which migrate with the gamma globulin fraction. 
Laboratory methods of diagnosis of agammaglo¬ 
bulinemia deal with the determination of gamma 
globulins or of antibodies, and the two are not 
synonymous in the laboratory any more than they 
are identical in effect clinically. The case discussed 
is one of acquired agammaglobulinemia. Both its 
history and the discussion point up the defects in 
our knowledge concerning natural resistance to 
infection. 

PUBLIC HEALTH 

The Epidemiology of Psittacosis and Report of a 
Turkey-Bome Outbreak. R. D. Leachman and E. M. 
Yow. A. M. A. Arch. Int. Med. 102:537-543 (Oct.) 
1958 [Chicago]. 

On Aug. 28, 1956, about 2,500 turkeys were 
brought to Houston from a farm 11 miles north of 
Waller, Texas. The birds were processed by 2 
poultry plants before Sept. 1. The week after de¬ 
livery a febrile illness began to appear among 
workers in the 2 processing plants. Twenty of the 
41 employees of plant A had symptoms indicative 
of psittacosis, and a rising titer of complement¬ 
fixing antibodies was found in 13. Most of these 
patients improved promptly after the institution of 
tetracycline therapy. One patient who did not seek 
medical aid until the symptoms had been present 
for a week died 5 days later, despite intensive 
antibiotic therapy. There was no psittacosis among 
the office workers, who had no direct contact rvith 
the turkeys. The group with the highest attack rate 
worked in the unloading and picking areas, where 
fluttering of wings stirred dust from the droppings 
and feathers. The patient who died was employed 
in this area; in addition, he was janitor for the 
plant and killed the birds. There were 40 employees 
in plant B. Altlrough these persons were not studied 
as thoroughly as those in plant A, tliere were 11 
with clinical sjauptoms of psittacosis and with posi¬ 
tive complement-fixation tests. 

Apparently some of the turkeys had not appeared 
normal at the time of shipping, and, when the flock 
was inspected, many of the remaining 1,500 birds 
in the older group had become sick and some had 
died. The pathological examination of the sick 
turkeys revealed evidence of ornithosis, and tlie 
virus causing this disease was isolated from them. 
Visable psittacosis virus was also found in the car¬ 
casses which had been sent to the Texas Depart¬ 
ment of Public Health laboratories. It was con¬ 
cluded that turkeys were the source of die human 
infection in the Houston poultry processing plants. 
Of the birds remaining at the farm, all were subse¬ 
quently treated with tetracycline and were ulti¬ 
mately cleared of the infection. The history of the 
epidemiology of psittacosis is reviewed. 
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BOOK REVIEWS 


Callander’s Surgical Anatomy. By Barry J. Anson, M.A., 
Ph.D., Chairman, Department of Anatomy and Robert 
Laughiin Rea Professor, Northwestern University Medical 
School, Chicago, and Walter G. Maddock, M.S., M.D., 
F.A.C.S., Edward S. Elcock Professor of Surgery, North¬ 
western University Medical School. Fourth edition. Cloth. 
$21. Pp. 1157, witlr 1047 illustrations. W. B. Saunders 
Company, 218 W, Washington Sq., Philadelphia 5; 7 Grape 
St., Shaftesbury’ Ave., London, W. C. 2, England, 1958. 

As Stated in the preface to this new edition, this 
highly successful volume has been modified only 
to the extent of bringing up to date technical pro¬ 
cedures in surgery and new knowledge in the field 
of anatomy. The format of the book is essentially 
the same as in the preceding editions, but it is 
about 100 pages longer and has about 100 more 
illustrations. The factual material continues to be 
accurate, and the form of presentation is useful 
not only from the point of view of reference to a 
particular detail but also to the field as a whole. 
This will probably remain a standard textbook for 
use in courses in surgical anatomy for medical stu¬ 
dents and will continue to be a useful reference 
for anatomic review for the surgical resident and 
the busy surgeon. It continues to correlate appbed 
anatomy and surgery in a readable yet precise 
manner. The surgical aspect of the book concerns 
rationale rather than detailed technical description 
or instruction. Of particular value are the figures 
presenting anatomic variations in areas of im¬ 
portance to tire surgeon. This feature alone would 
justify its inclusion in the surgeon’s library. A num¬ 
ber of the most recent developments in surgery 
have not been included. Some of the developments 
in vascular srugery, particularly, are perhaps too 
briefly mentioned. Except for its use as a textbook 
in courses in surgical anatomy, this volume must 
continue to serve as a supplement to more com¬ 
plete works on human anatomy. 

The Management of Emergencies in Thoracic Surgery. 
By John Borrie, M.B.E., Ch.M., F.R.C.S.. Thoracic Surgeon, 
Dunedin Hospital and Soutliem Metropolitan Region, Dune¬ 
din, New Zealand. Foreword by Sir Russell Brock. Cloth, 
$10. Pp. 340, witli 300 illustrations. Appleton-Century- 
Crofts, Inc., 35 W. 32nd St., New York 1, 1958. 

This is an e.xcellent monograph on emergencies 
in thoracic surgery. As a reference book, it should 
be of service to specialists in thoracic surgery, but 
its chief appeal should be to the general practitioner 

Tliese boot: re'-iews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
ludess specifically so stated. 


and the general surgeon who are usually the first 
ones to be confronted with tliese emergencies. It 
is important that they be familiar witli this field and 
that they be capable not only of recognizing the 
emergency but also of instituting the required treat¬ 
ment. This book should be in the emergency room 
of every hospital and in the library of ever)' 
physician. 

Handbook of Respiration. Analysis and compilation by 
Philip L. Altman, John F. Gibson, Jr., M.D., and Charles 
C. Wang. Edited by Dorotliy S. Dittmer and Rudolph M. 
Grebe. Prepared under direction of Committee on Hand¬ 
book of Biological Data, Division of Biology and Agricul¬ 
ture, National Academy of Sciences, National Research 
Council. Paper. $7.50. Pp. 403, with illustrations. W, B. 
Saunders Company, 218 W. Washington Sq., Philadelphia 
5; 7 Grape St., Shaftesbury Ave., London, W. C. 2, Eng¬ 
land, 1958. 

A stupendous amount of quantitative information 
about the mechanical and chemical aspects of 
respiration is made available by this remarkable 
volume. It is the sixth in a series of compilations 
of numerical data, mostly in tabular form, from 
various fields of biological science. Previous vol¬ 
umes have been devoted to hematology, nutrition 
and metabolism, toxicology, and general biological 
data. The data in the present volume are collected 
under 14 headings: basic physical and chemical 
data, basic respiratory anatomy, lung volumes and 
pulmonary function, blood respiratory character¬ 
istics, eiq’throcytes and respiratory pigments (in¬ 
cluding pyrrole pigments and cytochromes), me¬ 
chanics of breathing, artificial respiration, effects of 
exercise, effects of inhaled gases, effects of ionizing 
radiations and other disturbing factors, oxygen 
consumption, tissue respiration in animals, and the 
same in plants. Since most of the data have mean¬ 
ing only in terms of the methods by which they 
were obtained, tlie bibliographic references are an 
essential feature of the book. Moreover, the prob¬ 
lem of tabulating results obtained by different in¬ 
vestigators under the most varied conditions can 
be solved only by securing the collaboration of 
reviewers who are able to criticize and assimilate 
tlie material. This work has been well done, and 
the book testifies to a magnificent spirit of coop¬ 
eration among the editorial committee, the hand¬ 
book staff, and the long list of contributors and 
reviewers. It should be represented in every library 
used by persons doing research in the medical 
sciences. 
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RABIES IMMUNIZATION 
To THE Editoiu—A patient, bitten by a suspected 
rabid animal, received a 14-day course of rabies 
vaccine (duck embryo). How long doe.s the im¬ 
munity last from such vaccination? If the patient 
were bitten by another suspected rabid animal 
in the future, should he receive another 14-injec¬ 
tion scries or would fewer injections suffice, diw 
to a “recall phenomenon”? Could the patient's 
serum be used as antiserum in treatment of an¬ 
other patient who required rabies antiserum ther¬ 
apy if the two bloods were compatible for ABO 
groups and lih factor? If so, how much serum 
should be used? 

Jack E. Kaufmann, M.D., David City, Neb. 

Answer.— The antibody response to a course of 
antirabies vaccine is measured by the neutralizing 
"power” of tlie recipient’s serum when incubated 
with live rabies virus and later injected intracere- 
brally into susceptible mice. This has been done 
in a limited number of individuals on an experi¬ 
mental basis but is not a routine procedure. A re¬ 
cent article by Fox and co-workers (BtdI. World 
Health Organ. 17:869, 1957) summarizes their ob¬ 
servations in this respect: “Study of recipients of 
Pasteur treatment indicated that antibody com¬ 
monly persists for at least 5 years after a single 
course and for 15 or more years after re-ti'eatment. 
It was also observed tliat the ability to respond to 
a booster of HEP Flurj' vaccine persists for at least 
25 years. The response elicited by the booster is 
prompt and is usually at least equal to that result¬ 
ing from a full primary course. The suggested con¬ 
clusion is that previously treated persons need not 
receive more than a single booster on reexposure, 
and that Pasteur treatment provides a solid basis 
for long-sustained immunity.” HEP Flury vaccine 
is an experimental avian embryo product somewhat 
similar to tlie duck embryo vaccine, and there is 
reason to believe that any potent antirabies vac¬ 
cine would elicit a response very similar to the one 
observed by Fox and co-workers. Their results 
were derived from studies on 136 volunteers. It 
may be advisable to administer two booster doses 

The answers here published have been prepared by competent au¬ 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony¬ 
mous communications cannot be answered. Every letter must contain 
the Nvriter*s name and address, but these will be omitted on request. 


instead of the single injection to previously treated 
persons if the exposure for which they are receiving 
treatment is severe. The use of serum from a person 
who has undergone treatment with antirabies vac¬ 
cine for prophylaxis in another exposed person 
would pose the difficulty of testing the potency of 
the serum and consequently of estimating proper 
dosage. Commercial antirabies immune serum 
(horse origin) is administered in a dose of 0.25 ml. 
per pound of body weight, the potency of the 
product being standardized to contain at least 80 
international units per milliliter. In order to ar¬ 
rive at an equivalent dosage, the human serum 
would have to be tested against the international 
standard. It could then be used much as the com¬ 
mercial product is. 

EGG ALLERGY AND FERTILITY 
To THE Editor:—/ s there any evidence that an acute 
allergy to eggs on the part of the husband would 
be a cause for infertility? Could the sperm reach¬ 
ing the human egg be immobilized or destroyed? 
A husband reacted to a scratch test for egg al¬ 
lergy with the entire arm becoming swollen and 
red. He is able to detect minute quantities of egg 
used in cooking by a tingling of the tongue— 
which protects him from ingesting egg tinhxow- 
ingly in breads, pie crusts, coffee, and other foods. 
His allergies also include chicken, hen turkey (not 
rooster or tom turkey), fish, and honey. A com¬ 
plete examination for causes of infertility gave 
negative results throughout. It is realized that 
these allergies may be an indirect cause of the 
infertility because of the lack of certain food 
factors, but could this violent reaction to egg be 
a direct cause? Do sperm, as body cells, carry 
the allergic factors with them, or are these factors 
present in the spermal fluid? Have there been 
any cases in which a husband with a strong egg 
allergy has fathered children? 

J. G. White, M.D., Stamford, Conn. 

Ansxver.— The genetic factors determining allergy 
are carried by the human sperm cell as well as by 
the ovum. In neither case does tliis factor deter¬ 
mine a specific allergy but, rather, a tendency to 
develop sensitizations of any kind. The fatlier or 
mother may be allergic to egg, while the offspring 
may develop allergy to ragweed pollen or wheat 
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or be entirely free of allergj'. There is no evidence 
tliat acute allergy to egg, or, for that matter, al- 
lergj'' to any odier food or inhalant, in the husband 
or wife is a cause of infertility. This consultant, in 
an e.xperience of over 35 years, has seen many 
fatliers and mothers vntli egg allerg)'. One speeu- 
lative possibility can be considered: Experimen¬ 
tally, it has been possible to produce in animals 
an allerg)' to its own tissues, so tliat the tissue anti¬ 
bodies go on to damage and destroy an organ. One 
of the earliest demonstrations of this kind of auto¬ 
sensitization has been produced by Jules Freund 
and associates. A testicle removed from a guinea 
pig and a portion of the homogenized tissue rein¬ 
jected in the same guinea pig produced degenera¬ 
tive changes in tlie remaining testicle with final 
aspermatogenesis. Autosensitization in man occurs 
in certain blood diseases and probably also in dis¬ 
eases of otlier organs, such as tIi)T:oid, Iddney, heart, 
and nervous tissue. It is possible that infertility in 
tlie male may also be at times produced on diis 
basis. This concept would entail a prior injury of 
die testicle (due to trauma, virus infection, drug, 
or other factors) followed by the production of 
testicular antibodies which produce final damage 
to the sperm-producing tissue. It can be speculated 
further diat such an autosensitization process might 
be more likely to occur in persons who have odier 
allergies. In the particular case cited, the finding 
of adequate and active spermatozoa would rule out 
such a possibility. 

Ansss'er.— A positive relationship betiveen ex- 
b'emely violent food sensitivity and sterifity has 
been noted by many obsers'ers. Though such in¬ 
stances are few, in almost all cases it was the wife 
u'ho v’as allergic and in whom control of the al¬ 
lerg)' led to noimal fertility. The British allergist. 
Dr. Vera Walker, has studied 16 such cases. It is 
doubtful diat die spermatozoa of a human male 
sensitive to hens egg would be immobilized or 
destroyed in the nonallergic environment into which 
they were placed, although they carry the genes 
of potential allergy. In re\'iewing case histories, 
diis consultant could find no record of a married, 
egg-sensitive male who failed to have children. On 
die contrar)', a number of patients extremely sensi¬ 
tive to common foods, including egg, have married 
and have brought their children and, subsequently, 
their grandchildren for studies concerned widi 
food sensitiwty. One sometimes wishes diey were 
less fertile. If such allerg)' were a cause of infer¬ 
tility in only a small percentage of allergic patients, 
it would not be as dilficult as it is to find subjects 
for studies linking die two states. Recent work in 
sterility implies diat autoimmunity may be a factor 
(McMaster, New York J. Med. 58:2980, 1958), 


RHEUMATIC FE^T:R AND HEARING LOSS 
To THE Editob:—A 28-tjear-oId woman, fwo months 
pregnant, has inactive rheumatic fever (last at¬ 
tack one year ago). Her husband has recovered 
from rheumatic fever. One of the children now 
has rheumatic fever, and a parent of the patient 
had rheumatic heart disease. Her second child, a 
girl, was born with nerve deafness (S5% hearing 
loss). There is mo history of syphilis or ytiinine 
therapy. Specifically, she wants to know the 
chances, possible causes, and prevention of hear¬ 
ing loss in the present fetus. Generally, is there 
any known etiological connection between rheu¬ 
matic heart disease and hearing nerve involve¬ 
ment.'^ Lester Lando, M.D., Monsey, N. Y. 

Answer.— As far as is known, there is no rela¬ 
tionship whatsoever between rheumatic heart dis¬ 
ease and nerve deafness in the offspring. Therefore, 
chances are excellent that the present pregnancy 
xmll not result in a nerve-deaf child. It is known 
diat German measles in the first trimester of preg¬ 
nancy, as well as the Rh blood factor, may produce 
nerve deafness in the offspring. Likewise, certain 
drugs, especially quinine, have heen known to have 
a similar effect. It is also known that some children 
are born with nerve deafness widiout any apparent 
cause, odier than its being of congenital origin. 

LEUKOCYTOSIS 

To THE Editor:—A 36-year-old looman, a laboratory 
technician, has repeatedly shown a white blood 
cell count of 14,000 to 15,000 per cubic milli¬ 
meter. The usual differential is 84% segmented 
neutrophils, 5% band cells, 7% lymphocytes, 2% 
monocytes, and 2% eosinophils. During two past 
pregnancies her white blood cell count reached 
18,000 to 25,000 per cubic millimeter. The plate¬ 
let count was 289,000, reticulocytes 2.3%, hemo¬ 
globin level 11.4-12.0 Gm.%, hematocrit value 
38%, and corrected sedimentation rate 11 mm. per 
hour. After each pregnancy, the white blood cell 
count receded to its basal level of 14,000 to 15,000 
per cubic millimeter. No adenopathy or hepa- 
tosplenomegaly is apparent. Bone marrow exam¬ 
ination has revealed, nonspecific myeloid hyper¬ 
plasia rather than any appearance of early chronic 
granulocytic leukemia. Please discuss the impli¬ 
cations and prognosis of this case. 

Leonard Breslaw, M.D., Los Angeles. 

Answer.— With the data presented, it would be 
impossible to make a categorical statement. One 
can do no more than speculate about the implica¬ 
tions and the prognosis. The period of obsen'ation 
is not known, and it may only be assumed that it 
has been at least three years. The findings widi ex¬ 
acerbation in pregnancy could well be wholly nor¬ 
mal for this person, and the likelihood is that no 
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serious disease will he forthcoming. However, it is 
not specifically stated whether tlie patient has any¬ 
thing to do with .\-ray equipment or radioactive 
substances wiiich could ha\’c .some hearing on the 
hematological ahnormalities. Occasionally, leuko¬ 
cytosis may precede, as well ns he associated with, 
polycythemia, thromhocytosis, or other niN'clopro- 
lifcrativc diseases which only the future could 
resolve. 

ULTRASOUND AND HEADACHES 
To THE Editou:— 77ii.s problem concerns llie ecalun- 
tion of headaches and emotional irritahililij in a 
group of men worhing in a large aluminum plant, 
in one particular part of the plant, ultrasound is 
used to test for structtiral defects. A frcquencij of 
from 200 kilocycles to 25 megacycles is used. 
The operator of the ultrasound machine directs 
the passage of the transducer over the metallic 
member and detects any structural flaws by look¬ 
ing constantly at a cathode ray oscilloscope—for 
periods up to eight hours. The foreman and all 
the men under his jurisdiction have complained 
of chronic headaches and increased emotional 
irritability. They believe that the ultrasound has 
something to do with their symptoms. Jilthough 
the men arc not in direct line of the direction of 
the sound waves, they are required to clean the 
crystal covering the sound transducer and they 
work in an enclosure approximately 60 ft. long by 
40 ft. wide. No authoritative reports have been 
seen which icill help in determining whether the 
sound may be an etiological factor in producing 
the headaches and nervous irritability. Also, could 
peering at an oscilloscope screen for extended 
periods of time be a causative factor in the pro¬ 
duction of these headaches? 

Marvin B. Wolf, M.D., Adrian, Mich. 

Answer.— This is a very interesting question. This 
consultant has had many similar inquiries regarding 
ultrasound, although the symptomatology allegedly 
due to ultrasound has been different in some of the 
cases. Present beliefs are tliat ultrasound will not 
have any untoward effect on hearing. Some diffi¬ 
culty has been found due to ultrasonic use as re¬ 
lated to heat. This effect is on the local tissue, that 
is, through direct contact with the ultrasound by 
way of fluid mediums. In tliese cases, gloves seem 
to be enough protection to prevent any significant 
injurjo The inquirer has put his finger on the prob¬ 
lem by reference to the oscilloscope. It is true that 
watching a radar screen or an oscilloscope (\yhich 
in effect is a radar screen) for long hours produces 
headaches and, as a result, nervous irritability. 
There is no evidence available that will support the 
claim that headaches and nervous irritability are 
due to exposure to ultrasound. Some other factor 
must be responsible. 


ELECTROSHOCK THERAPY 
To niE Editor;— A rare complication of electro¬ 
shock treatment is said to be ventricular fibrilla¬ 
tion. To what extent does succinylcholine, given 
intravenously in doses of 10 to 14 mg. before 
treatment, predispose to ventricular fibrillation? 
Does the use of atropine in doses of 0.6 to 1 mg. 
before electroshock therapy is done protect 
again.st cardiac side-effects? Are there any other 
methods of preventing them? What measures, 
medical and/or surgical, are indicated if ventricu¬ 
lar fibrillation occurs after electroshock therapy? 
Does the rapidity of injection of succinylcholine 
have any bearing on the incidence of ventricular 
fibrillation? 

Edward L. Colman, M.D., Fergus Falk. Minn 

Answer.— Succinylcholine chbuide is considered 
to be the safest drug employed to reduce muscular 
contractions that accompany con\ ulsi\ e seizures in 
electroshock theraps'. Premedication w'ith atropine, 
u.sually 1/75 grain (0.8 mg.) is advisable for if.s 
cardiac effect. It also diminishes salhation nausea 
and vomiting that at times may follow ele< trosli(icl 
therapy. Preliminary’ sleep is usually induced by 
thiopental sodium given intravenously to relio^e 
anxiety. O.xygen may be given at the time sleep 
is induced and should be administered, under pies 
sure, during the brief state of apnea w inch results 
from the effect of succinylcholine. Oxy gen adminis¬ 
tration should be continued until spontaneou.s r(’s- 
piration is restored. Administration of succiml 
choline renders elecb’oshock therapy' safer, as fa' 
as the heart is concerned, as it diminishes (oii ■ 
siderably' the rise in sy'stolic pressure during the 
treatment. Recent coronary' thrombosis and cardiac 
failure constitute contraindications to electroshock 
therayty. Transient cardiac arrhythmias are not un¬ 
common in this treatment. There is no evidence 
tliat the administration of succinylcholine predis¬ 
poses to ventricular fibrillation. 

Answer.— It has never been demonstrated, either 
experimentally' in animals or in man, that alternat¬ 
ing current of the strength and duration used for 
electroshock therapy can produce, when applied to 
the brain, fibrillation of the ventricles of a normal 
heart. Succinylcholine, on the other hand, has no 
known pharmacological effects on the cardiac mech¬ 
anism or, for that matter, on tire entire cardiovascu¬ 
lar system except for a slight elevation of the blood 
pressure during slow administration, attributable 
to sympathetic ganglionic stimulation. There is, 
therefore, no basis for the" assumption that the 
combined effects of these two factors may pre¬ 
cipitate ventricular fibrillation. Atropine may pre¬ 
vent occurrence of certain arrhythmias commonly' 
seen in the “vagal phase” of convulsive therapy, 
viz., sinus bradycardia, slow ectopic rhy'thms, and 
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disorders of atrioventricular conduction. Proper 
management of circulator)^ arrest in the course of 
electroshock therapy depends, as in other such 
cardiac emergencies, on establishing as quickly as 
possible the type of abnormal mechanism, whether 
rapid ectopic impulse formation or cardiac stand¬ 
still. Such a distinction is greatly aided by the 
monitoring of cardiac events on a cardioscope, 
which should be part of the routine equipment in 
any set-up for shock therapy. In tliis wa)% the 
critical four-minute period during which resuscita¬ 
tion is feasible can be utilized for immediate ra¬ 
tional procedures (pounding of the chest, needling 
of the heart, intracardiac injection of a s)nnpatho- 
mimetic drug, application of an external artificial 
pacemaker, or quick opening of the chest for 
rhythmic manual compression of the ventricles for 
intracoronary injection of appropriate drugs or for 
direct application of electric shocks). 

PXJRITY OF DRINKING WATER 
To TOE Editor:~A toafer system in a Rocky Moun¬ 
tain area is constructed, essentially, in the fol¬ 
lowing manner: A system of large and small 
collecting reserooirs, approximately 30 to 140 
miles from a large city, feed over rapid, downhill 
streams into settling reserooirs which in turn feed 
into filter plants for the city drinking water sup¬ 
ply. The present sanitation board, which claims 
the hacking of the state health department, has 
maintained that the outlying collecting reserooirs, 
if used for recreation, i. e., boat fishing, would 
constitute a health hazard by reasons of drown- 
ings, illegal bathing, or other illegal human con¬ 
tact with the water. An opinioti is desired as to 
the health aspects of the use of these outlying 
collecting basins (but not the settling basins) for 
■ fishing only in the face of the history of their 
use in other areas of the United States. 

M.D., Colorado. 

Ansxster.— The purit)’ of a city drinking water 
supply wall depend on the degree of contamination 
of the outlying collecting reservoirs. Utilization of 
the areas around such reservoirs for recreation or 
fishing does represent a risk of contamination of 
the water. It is certainly true that fishing is allowed 
in the collecting resen’oirs of many municipal areas. 
The question of fishing privileges is answered, in 
individual areas, after several factors are taken into 
consideration. Some of these factors involved are 
the purit)' of the water prior to the use of these 
areas for fishing, the amount of fishing allowed, 
the total volume of the reservoir and its turnover 


rate, and the efficiency of the water purification 
system. The use of such areas for fishing represents 
a health risk, but it may be extremely smaE. 

INFECTIOUS MONONUCLEOSIS 
To TOE Editor;— Please comment on the allegation 
that a person with blood type A who has infec¬ 
tious mononucleosis would have a negative Paul- 
Bunnell reaction, i. e., that non-Forssman type 
of antibodies would not be demonstrated by the 
sheep red blood cells or differential reactions in 
the blood. 

N. R. Bouzianc, M.D., Montreal, Canada. 

Answer.— Persons of blood group A who have 
infectious mononucleosis have a positive Paul-Bun- 
nell reaction, the same as persons of any other 
blood group. Also, the difiFerential reactions for 
infectious mononucleosis are not influenced by the 
blood group of the patient. The statement in the 
query is not clear, unless it is meant that the Forss- 
man type of antigen in red blood cells of group A 
would not permit the presence of Forssman t)pe 
of sheep antiagglutinins in the serum. Actually, red 
blood cells of group A contain an antigen related 
to but not identical with Forssraan’s antigen. Fur¬ 
thermore, sheep red blood cells contain at least 
three different antigens: Forssman antigen, sheep 
species-specific antigen, and the specific infectious 
mononucleosis antigen. 

PROGESTERONE FOR OVARIAN CYSTS 
To THE Editoh:— /n regard to the answer of the 
consultant on the use of progesterone in the treat¬ 
ment of ovarian cysts, which appeared in The 
Journal, Nov. 1, 1958, page 1294,1 think clarifi¬ 
cation is necessary. The consultant states, "If the 
etiology of the small painful cysts of the ovary, 
is endometriosis, the administration of proges¬ 
terone should aggravate, rather than improve, 
the condition." This statement should be amended 
to read “intermittent administration of proges¬ 
terone,” since, when progestins are given con¬ 
stantly and in increasing dosage for periods of 
five to seven months, amelioration of pain, amen¬ 
orrhea, and regression in the size of ovarian en¬ 
largement have been noted in patients with 
proved endometriosis. I agree that the intermit¬ 
tent use of the progestins with subsequent bleed¬ 
ing from a secretory endometrium will result in 
increased dysmenorrhea. 

Robert W. Kistner, M.D. 

Harvard University Medical School 

BrooJdine 46, Mass. 
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ROLE OF PEDIATRICIAN IN PHYSICAL FITNESS OF YOUTH 

W. Kenneth Lane, M.D., New York 



Y THE USE of the term “pediatrician” in 
the title of my paper I mean to refer not 
only to those with specialty training in the 
care of infants and children but to all 
physicians who care for children. The pediatrician 
is the first friend an infant has, apart, of course, 
from his parents. And since parents turn to the 
physician for guidance in raising a healthy baby 
and when sickness strikes, one could say that a 
pediatrician is the family’s best friend. Tire pedia¬ 
trician is the first to meet the famib' medically 


and to introduce good health routines. He is the 
first to schedule and interpret the series of immu¬ 
nizations that start today in infancy and play an 
increasingly important role in getting the baby safe¬ 
ly up to and through the health hazards of child¬ 
hood. 


The pediatrician with a knoudng heart can wield 
a lifelong influence on the healthy development of 
the child. He can and should contribute to family 
understanding of the needs of the infant, and shape 
his growth as he progresses into childhood and on 
toward adulthood. Basic health principles estab¬ 
lished early guide an individual’s growth and de- 
'’olopment. Our society giv'es the pediatrician a 
chance to apply the modern concept of total care. 
Tile pediatrician is the first to recognize the \yell 
baby as an entity, and he understands that phy'sical 
fitness is closely related to tire mental and emotional 
development of the child entrusted to his guidance. 
Not only does physical fitness represent an impor- 


A comparison of American with European 
school children as to physical fitness was 
made in 1953 by applying the six basic 
Krous-Weber tests to 4,458 children in this 
country and about 3,000 children in Italy and 
Austria. These tests evaluate the strength of 
the psoas, the lower abdominal muscles, and 
the lower and upper back muscles, as well as 
flexibility of the back. The results showed the 
physical inferiority of American children in 
physical performance, and subsequent find¬ 
ings indicate that the fitness level of the gen¬ 
eral public has been falling steadily even 
while the performance of selected star ath¬ 
letes has improved. The tendency has been 
for the number of active participants in ath¬ 
letics to decrease while the number of people 
watching by television and applauding com¬ 
fortably from armchairs has increased. The 
pediatrician can do much to remedy this, for 
be is the family's best friend. He should help 
the child realize early in life that a flexible, 
strong body is vitally important. 


tant segment of child development but it increases 
in significance as the child progresses on to ma¬ 
turity. 


n . r' * The National Foundation. 

107 .h Annual .Meeting oJ .he American Medical As.oda.ion, San Franeisen. ,„ne 26. 
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As we look about us today, mindful of how 
seriously we took our responsibilities, many of us 
find cause for more amazement than pride in some 
of the children we remember as our healtliy infant 
patients. Too often we see deterioration instead of 
development, young bodies, once firm and flexible, 
beginning to go slack and soft. We hear about too 
many backaches, and we are appalled. \^fl'iat has 
gone wrong? We realize, sometimes too late, that 
physical fitness is not a static condition. It can be 
established by simple, repeated routines but those 
routines must be expanded and maintained. 

Comparative Fitness Tests 

In 1953, health leaders and school autliorities 
were shocked into active concern about the com¬ 
parative physical development of American and 
European children." Most pediatricians may recall 
the facts if not the specific data. Six fairly simple, 
basic tests of physical fitness were given to 4,458 
normal American school children. Known as Kraus- 



Fig. 1.—Montage of part of large number of articles appear¬ 
ing in press on physical fitness of youth. 


Weber tests, tliese included tests for abdominal 
muscles, lower back muscles, upper back muscles, 
and flexibility of back and hamstrings.^ Similar tests 
were given to about 3,000 European school chil¬ 
dren, primarily in Italy and Austria.'* At every age, 
from 6 to 16, the American group proved less mus¬ 
cular than the European group; 57.8% of the Amer¬ 
ican children failed to pass, compared with less 
than 8.17% of the Europeans. 

Results of these Kraus-Weber tests came as a 
shock to most Americans, who take their physical 
superiority' somewhat for granted, particularly in 
the field of sports. The President appointed a spe¬ 
cial committee to “investigate.” A rash of newspaper 
and magazine articles analyzed, deplored, and ques¬ 
tioned the situation (fig. 1). Were we becoming a 
nation of “push button softies?” Were our high 
standards of hving responsible for the physical 
deterioration of our youth? 


There was reason for the agitation, and there is 
still a poiiit behind the questions. In March, 1958, 
the President’s Council on Youth Fitness again was 
charged with alerting the nation to the potential 
danger toward which many symptoms increasingly 
point. Many who have followed these special con¬ 
ferences have been disappointed at the lack of con¬ 
crete action by tliese gatherings of large numbers 
of highly talented people. 

European children do not have the benefits of 
our highly mechanized society, and this seems to 
underscore the major difference between the physi¬ 
cal fitness of tlie two groups studied. They walk 
where we ride. They do not use—to the extent we 
do—cars, school buses, elevators, or odier of our 
great laborsaving devices. Their recreation is largely 
based on the active use of their owm bodies; they 
are sports participants, where we are sports spec¬ 
tators. Their daily routine of living keeps them 
more active physically than does ours, and this 
activity builds muscles, develops strength, insures 
flexibility and fitness. We live better, eat better, 
have better medical care, and have more time for 
rest and leisure, but are these really the blessings 
they appear to be? 

Since 1953, when tlres^ studies were first called 
to national attention, the situation on the American 
scene seems to have become worse rather than bet¬ 
ter. Television has taken tighter hold on both chil¬ 
dren and adults. In too many homes the greatest 
physical activity' seems to consist in switching chan¬ 
nels or moving from the television set to the kitchen 
to pick up a snack during commercials. Lack of 
physical activity has become an increased menace 
to the health and development of our youtli. 

A few years ago the following statement ap¬ 
peared in a report of the National Conference on 
Physical Education for Children of Elementaiy 
School Age: “Every' child needs sufficient muscular 
strength to maintain good posture at rest and in 
motion and to do vrnth vigorous physical activity. 
Strength coupled with a flexible body gives him 
ability to move quickly' arid effectively. He needs 
the stamina and endurance that depend on rvell de¬ 
veloped heart and lungs to persist in work and play 
without undue fatigue. Strength, agility and endur¬ 
ance come from play drat is long and intense 
enough to tax the body beyond the ordinary.” ° 

The Lankenau Hospital in Philadelphia held a 
research conference on “Maturing Man; Growth 
and Aging” on Oct, 24, 1957. Kaare Rodahl, direc¬ 
tor of clinical research at the hospital, emphasized 
the role of physical fitness in longevity: “lAfliat a 
man is able to do at 70 years of age depends largely 
on what he did at 7.” 

Pediatricians should evidence greater interest m 
these two significant statements than they have 
shown to date. Very often,,it is true, the pediatrb 
cian is so busy with problems of acute illness and 
today’s numerous immunization procedures that he 
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may overlook lire necessity of encouraging patients 
to maintain cv'cn ininimiun standards of muscular 
fitness, but it is early interest in physical fitness that 
stimulates a child’s desire to develop muscular 
strength, agility, and flexibility. If his interest lags, 
tim child can all too easily and quickly drop below 
the minimum standard of fitness required for gen¬ 
eral good health and well-being. M'e’ve all seen it 
liappen too often. Seeking medical means to allevi¬ 
ate muscular pains and backaches, we have found 
their origin not in orthopedic difficulties but in lack 
of sufficient exercise.'" 

Morris and Heady” and other English authori¬ 
ties,' as well as Benton and Rusk," point to a defi¬ 
nite relation between physical activity and coronary 
lieart disease in middle age by rc\'iewing emplo)'- 
ment data on cardiac eases. They have found that 
the disease is not so severe in physically active 
workers, who tend more to develop angina pectoris 
and other relatively benign forms, and have lower 
mortality. Pomeroy and White, in their study of 
former Harvard football players, found that those 
who maintained some degree of regular exercise 
were less prone to develop coronary' heart disease 
and that “no individual in [their] study who main¬ 
tained a heavy exercise program happened to de¬ 
velop coronary' heart disease.”" 

Exercise and Deficiency 

Developing tire tests for physical fitness that bear 
his name. Dr. Hans Kraus demonstrated that lack 
of sufficient exercise blocks off emotional release and 
decreases muscle strength. City' traffic, shrill tele¬ 
phones, and high pressure work combine to keep us 
in a state of irritation but deny us the necessary 
physical outlet of release. Impulses inhibited from 
responding to such outside stimuli can, and do, re¬ 
sult in general and local muscle tension. Physical 
activity, walking, and even stair-climbing, dancing, 
and other active sports are excellent outlets for 
these impulses. 

There has been criticism of the Kraus-Weber 
tests from many sources. I do not mean to imply 
they are the only tests. Certainly some of the more 
complete physical profiles, such as those designed 
by the American Association for Health, Physical 
Education, and Recreation, give a more complete 
picture of total physical abilities. Almost every 
school of physical education has its own modifica¬ 
tion. All these are fine, but they cannot be done in 
a doctor’s office. Kraus never implied that if a child 
passed his test he was de facto free of any medical 
or surgical impairment, merely that these were sim¬ 
ple tests which had been given to large groups of 
children. Considerable data are available on the 
results. Failure in one or more of the tests indicates, 
a lack of the minimum strength and flexibility nec¬ 
essary for ordinary living. These tests can be given 
in an office by' a nurse after a short period of expla¬ 


nation. From a medical standpoint they are ideal, 
bceause the possibility of producing harm by' tlie 
tests themselves, even before a physical evaluation, 
is nil. 

Our mechanized, over-convenient life, by reduc¬ 
ing muscular activities to a bare minimum, deprives 
us of the e,xercise that is necessary to maintain 
adequate physical fitness. Most of us get along with 
minimal muscular equipment until such time as a 
trivial occurrence forces us to exceed the existing 
limitations of our muscles. Mffien we lift a 30-Ib. 
suitcase, for instance, or stoop to pick up a dropped 
pencil, the effort may result in acute muscle strain 
which either improves by itself or causes us to seek 
some jralliative remedy. Tliis strain further reduces 
the efficiency of our muscles and we go along ratlier 
carefully until another strain occurs. Repeated 
episodes may lead to conditions that actually do 
stimulate orthopedic difficulties, and prolonged suf¬ 
fering frequently ties in with some emotional in¬ 
stability' until finally we are confronted with a well- 
established illness that comprises not only the 
phy'sical but also the emotional life of a person.' 

Kraus showed that systematic muscle training 
relieves the situation. Patients encouraged to exer¬ 
cise improved rapidly and regained strength and 
flexibility, but they quickly lost ground if physical 
activities were reduced or given up. It is his con¬ 
tention that lack of sufficient exercise constitutes a 
serious deficiency, comparable to vitamin deficiency. 

Prevention of tins muscular deficiency is, it seems 
to me, the pediatrician’s business. He cannot do it 
alone, of course, but he can and should play a 
bigger role in the basic healtli picture than he does 
now. His influence on parents, teachers, and others 
charged with responsibility for children’s health 
can make a sizable dent in the growing problem. At 
the risk of sounding old-fashioned, I would like to 
remind you that physical activity' was an earnest 
recommendation, even a prescription, of phy'sicians 
in past decades. And I would like to suggest that 
it would not hurt us to borrow from the past and 
restore phy'sical activity to its proper place of im¬ 
portance in a well-balanced life. 

The past relates closely to the present when we 
review the results of the Kraus-Weber tests. A large 
number of children originally unable to pass tlie 
tests made the grade easily after they resumed 
regular exercise. Their strength and flexibility in¬ 
creased and their complaints lessened or disap¬ 
peared, but they lost ground again if their physical 
activities were reduced or discontinued. This indi¬ 
cates rather obviously that muscle fitness levels can 
be controlled by e.xercise. It was noted that more 
American tlran European children complained of 
backache, but it was the effort to determine the 
source of tire loss of flexibility and muscular 
strengdr that brought about tlie comparative study 
of school children here and abroad. 
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Of interest is the e-\perience in a parochial school 
in Scarsdale, N. Y. ^^^en 385 children in grades 1 
to 8 were tested, 59% of them failed two or more of 
tire tests. For the next six weeks tire, following pro¬ 
gram was put in effect: a diree-minute drill, three 



Fig. 2.—Test of strength of psoas and lower abdominal 
muscles. 


times a day, led by one of the students, and a 30- 
minute period one day a week of strenuous calis¬ 
thenics led by one of the motliers. Tire percentage 
of failures dropped to 35. This program has been 
ex-panded; there are now 10 volunteer mothers giv¬ 
ing the program, which includes basic tumbling. 
This is given in the school cafeteria and tire chapel, 
in a school which has no facilities for a physical- 
education program." 

The Kraus-Weber Tests 

Man)' pediatricians are familiar with these six 
simple tests. They can easily be included during 
routine examinations of a patient. After a short 
period of instruction they could be given or super¬ 
vised by the nurse. These tests represent basic 
minimum standards of physical fitness. Tlrey were 
designed to indicate the level of strength and flexi¬ 
bility in certain key muscular groups below which 
function of the whole body as a healthy organism 
might be jeopardized. Children whose physical fit¬ 
ness level falls below these minimums should be 
considered “sick people.” They are almost invari¬ 
ably youngsters who bear all the earmarks of stress 
and who frequently manifest signs of emotional 
instability. 

Tests of Psoas and Lower Abdominal Muscles.— 
In the first test of tire strength of the psoas and 
lower abdominal muscles (fig. 2), the person being 
tested is supine, with hands behind neck and legs 
e.xtended. Instructions are as follows: "Keep your 
kiiees straight and lift your feet 10 in. off the table. 
Keep tliem tliere while I count.” Tire count is 10 
seconds. If tire person tested has not understood 
C your command, he may try to raise his chest when 
he raises his feet and rvill need further explanation. 
Watch for an extremely arched back which may 
indicate weak abdominal muscles or postural habits 


contributing to sway back or lordosis. Holding for 
10 full seconds is passing and is marked as “10.” 
Anything less is recorded as that part of tire 10 
seconds that was held, for example, “4” for 4 sec¬ 
onds or “7” for 7 seconds. 

In the second test (fig. 3), the person being tested 
is supine, widi hands behind neck. His feet are held 
down on the table by the examiner. He is instnicted 
as follows: “Keep your hands behind )*our neck and 
try to roll up into a sitting position.” If the person 
being tested is unable to perform this movement at 
first try, it may be because he did not understand 
the directions. Help him a little and then let him try 
again. Watch for a "stiff back sit-up.” This may 
indicate that either he has not understood you and 
needs further e.xplanation with emphasis on “rolling 
up” or that he has very poor abdominal muscles 
and is doing most of the work with his psoas. Mark¬ 
ing is the same as for the first test. 

In the third test (fig. 4), the person being tested 
is supine, with hands behind neck and knees bent. 
His feet are held down on the table by the exam¬ 
iner. He is instructed as follows: “Keep your hands 
behind your neck and try to roll up into a sitting 
position.” Xhe precautions are the same as for the 
second test, but, as this test is usually more difficult, 
the tendency toward “stiff back sit-up” will be even 
more pronounced, and to it is added the tendency 
to help with one or the other elbows. Marking is 
exactly the same as for the first two tests. 

Tests of Upper Back Muscles.—The next tliree 
tests concern the back muscles. In the first test 
(fig. 5), the person being tested is prone, with a pil¬ 
low under his abdomen so as to give the body the 
feeling of being a seesaw, which if weighted at 
either end would be able To hold the other end in 



Fig. 3.—Test of strength of abdominal and psoas muscles. 


the air. This is most easily accomplished tvith the 
followring instructions: “Roll over onto your storn- 
ach and lift up the middle so that I can slide this 
pillow under you.” (Be sure the pillow is large 
enough to support him.) “Now, I am going to hold 
doxvn your feet while you put your hands behind 
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voiir neck and raise up your chcsl, head, and shoul¬ 
ders. Hold ihciu up while I count." The count is 10 
seconds. 

Do not let the person being tested drop his chest 
onto the table or rest his elbows. MhUch for pro¬ 
nounced muscular des'elopinent on one side of the 



Fig. 4.—Test of strength of abdominal minus psoas vnnscles. 


spine. If this condition is present, the back should 
be checked from time to time to guard against 
scoliosis. Holding for 10 full seconds is passing, and 
is marked as “10.” Anything less than 10 seconds is 
recorded as that part of 10 seconds that was held. 
For e.\ample, a person staying up for 4 seconds 
would get tlie mark of “4,” 

In the second test of the strength of the lower 
back (fig. 6), the person being tested remains prone 
over the pillow but removes his hands from behind 
his neck, places them down on the table, and rests 
his head.on them. The instruction is as follows: 
I am going to hold your chest down on tire table. 
Trj'' to lift your legs uj) but do not bend your 
knees.” Tlrere rhay be a tendency to bend the knees 
Or even to support the legs by keeping the toes on 
the table. It may be necessary to assist him in the 
required position. “Non’, hold this position while 
I count 10.” Marking is the same for the other tests. 
Tile last test is of the length of back and hamstring 
muscles (fig. 7). Tlie person being tested is standing 
erect in stockinged or bare feet, hands at his sides. 
The instruction is as follows: “Put your feet to¬ 
gether, keep your knees straight, now lean down 
slowly and see how close you can-come to touching 
the floor with your finger tips. Stay down as far as 
you can for a count of three. Do not bounce.” 

Watch out for bouncing. The furthest point 
reached without bouncing and held for three counts 
is the marking point. The examiner should hold the 
knees of the person being tested in order to prevent 
any bend. Touch is designated with “T.” “Touch” is 
only given when the floor-touch is held for three 
counts. Less than “Touch” is marked by the dis- 


lance in inches between the floor and die finger tips. 
For example, a person unable to toueh the floor by 
2 in. would be marked “-2.” 

Test Results 

When the Kraus-Weber tests were first given to 
American school children we thought tliat our mini¬ 
mum standards might be too high to be met by the 
average sehool child, but the European results in¬ 
dicated that this was not necessarily so. It seemed 
that our American standard of living was too high. 
We do not balance our modern mechanized con¬ 
veniences w'ith a reasonable amount of compensat¬ 
ing physical actii'ity. There are not man)’ men left 
who have drawn water or hewed wood, and as 
adult physical work becomes less arduous the chil¬ 
dren’s chores become less demanding. As time goes 
on and new and better laborsaving devices keep 
being added to the market our general population 
becomes less and less physically active. 

It is somewhat contradictory, therefore, to note 
that while the fitness level of the general public is 
steadily falling our specialized teams of selected 
star athletes are becoming more physically out¬ 
standing year by year. We are loud in admiration of 
their prowess, u’hich we watch and applaud com¬ 
fortably from our soft armchairs. Increasingly few 
of us get, or take, if offered the opportunity, much 
personal physical e.\ercise. As we become ever more 
urban, the numbers of our sedentary workers in¬ 
crease, while our senses are continuously assaulted 
by emotionally packed stimuli from radio, tele¬ 
vision, movies, and world-wide news coverage. Our 
tensions increase steadily, and our physical exer¬ 
tion, which might help relieve them, as steadily 
decreases. 

Jack Wickstrom, professor and chairman of the 
division of orthopedic surgery, Tulane University 
School of Medicine, declared that one of the biggest 



Fig. 5.—Test of strength of upper back muscle.s. 


faults of the school s)’stem genei’all)' is that physical 
education is merely supervised play. Schools no 
longer carry out posture exercises and gymnastics.'"’ 

Three attitudes have been rather prevalent among 
pediatricians. One is that, as there may be a real 
danger in having a child with a physical impair¬ 
ment, particularly of tire cardiorespiratory system. 




74/426 


ROLE OF PEDIATRICIAN-LANE 


J.A.M.A., Jan. 31, 1959 


participate beyond his ability in strenuous compet¬ 
itive contact sports, they are against all fitness pro¬ 
grams. You will all agree that the first part of any 
fitness program is a thorough physical e-vamination 
by the pediatrician, who should advise the child 



Fig. 6.—Test of strength of lower back. 


and his parents as to any limitations in physical 
activity, and make certain that correctly designed 
protective equipment is properly worn. It is inter¬ 
esting to note that most of the problems arising from 
certain Little League programs are caused by adults 
participating too much in the program. 

Second, a few pediatricians have objected to 
the emphasis on plp'sical fitness by claiming that it 
segments off a small jpart of total development, 
maintaining that there are other aspects of fitness, 
such as moral and educational. I heartily agree with 
this, but I feel that any competent pediatrician 
takes these matters into account in dealing with his 
patient and family. My chief concern is that the 
pediatrician play his rightful role in the fitness of 
youth. Lloyd Appleton, of the physical education 
department of the United States Military Academy 
at West Point,'" has studied the relationship of 
physical fitness, as determined by the results of the 
physical aptitude entrance test, to future leadership 
and to discharge because of psychiatric disabilit)'. 
He found that those falling within the lowest 7% of 
the group on physical aptitude scores made up tlie 
largest number of those discharged for psychiatric 
reasons and that among those in the top 7% of the 
grouj) there were no discharges for psychiatric dis¬ 
orders. The highest number of cadet leaders came 
from the upper 7%. 

The third attitude among pediatricians is simply 
a disinterest in the fitness of youth as regards 
muscle strength and fle.Kibility. I feel that this 
attitude can no longer be held, because of the 
tremendous publiciW on and public interest in this 
problem. The week of June 1-7, 1958, was de¬ 
clared Youth Fitness Week by President Eisen¬ 
hower. When the new president of the Junior, 
Chamber of Commerce took office in Los Angeles, 
he stated that the J. C.’s were taking up the problem 
of the physical fitness of youth as the theme of one 
of their major programs this year. Anyone who is 
familiar with the dynamic leadership of this group 


kmows that there will be great activitj' throughout 
the United States as a result of their interest in this 
problem. 

Recommendations.—1 have three recommenda¬ 
tions. First, the pediatrician must take an active 
role in the physical fitness of American youth. 
There is a definite problem, with implications of a 
serious natural deficit, if the present laxity in physi¬ 
cal education is allowed to continue. Various lay 
groups are becoming increasingly active in tliis field. 
The pediatrician must stand ready to give tli6 
needed advice, counsel, or leadership when neces¬ 
sary. He should emphasize the necessity of taking a 
complete history and physical examination prior to 
the child's participation in a fitness or sports pro¬ 
gram. Second, the pediatrician should encourage 
the use of the six Kraus-Weber tests as a basic 
screening device for detecting minimal physical 
competence. Third, the pediatrician should see that 
the schools in his area provide at least a minimal 
program of physical education, preferably of strenu¬ 
ous calisthenics. 

Conclusions 

Tlie pediatrician should realize that he has re¬ 
sponsibility for the mental and emotional care as 
well as the physical development of the child under 
his guidance. He impedes the healtliy growth and 
development of the child if he considers physical 
fitness the special province of the educators and 
physical instructors. He can help parents inculcate 
in the child a healthy attitude toward physical ac¬ 
tivity, help youth groups develop programs of 
activity that build physical strength and fitness, 



Fig. 7.—Test of length of back and hamstring muscles. 


and urge PTA grouj)s to have organized physical 
training included in all school programs. Physical 
education programs should be incorporated into the 
curriculums of all schools, particularly those in 
crowded city areas where children are already de¬ 
prived of suflScient physical activity. Finally, the 
pediatrician should help the child realize early in 
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life that a flexible, strong body is vitally important 
for counteracting and combatting physical fatigue, 
emotional stress, and tension. He should help the 
cliild learn that a beallby, pbj’sically fit body re¬ 
quires. as do all the worthwhile things in life, bard 
work and sustained effort.' 

800 Second Ax’C. (17). 
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REHABILITATION OF FARMERS WITH HEART DISEASE 

L. E. January, M.D., Joseph P. Stoikovic, M.D., Iowa City, Thomas A, Robb, B.S., Washington, Iowa 

and 

Warren L. Van Eschen, B.S., Cedar Rapids, Iowa 


Increasing efforts are being made to meet the re¬ 
habilitation needs of cardiac patients employed in 
industry. The industidal work er'aliiation unit ad¬ 
mirably serves this group of handicapped people, 
but similar concern has not been shown for those 
with cardiox’ascular disease who are engaged in 
agricultural occupations. The establishment of for¬ 
mal work evaluation units for rural people is not 
feasible in most areas for obvious reasons, but 
medical and social investigation and job analysis 
are no less urgent for those handicapped for agri¬ 
culture than for those handicapped for industry. 

This report describes the results of a team study 
of the utilization of community resources for aiding 
farmers with heart disease to solve their occupa¬ 
tional problems. The primary' purpose of the dem¬ 
onstration, carried out from 1955 to 1957, was to 
explore the feasibility of applying the principles 
and techniques of the industrial work evaluation 
vmit in a rural setting, not for definitive study of a 
statistically significant group of patients. 


From the Department of Internal Medicine, State University of Iowa 
College of Medicine (Drs. January and Stoikovic); the County Exten¬ 
sion Offices (Mr. Robb); and the Department of Public Instruction, 
Iowa Division of Vocational Behabilitalion (Mr. Van Eschen). 

Read before the 31st ScientiRc Sessions, American Heart Association, 
San Francisco, Oct. 26, 1958. 


The occupafional status of 43 men and 3 
women with heart disease was studied with 
reference to the rehabilitative needs and po¬ 
tentialities of farmers. All were employed in 
agriculture, some with and others without 
changes or restrictions in their work. The most 
frequent diagnosis was arteriosclerotic heart 
disease. When reexamined one to two years 
later, the group showed no evidence of func¬ 
tional deterioration. A third examination, two 
to three years after the first, was possible in 
30 members of the original group and gave 
the same result. Two patients bad died of 
second attacks of myocardial infarction that 
had no apparent relation to the work they 
did. Methods of estimating functional cardiac 
capacity and prescribing a safe work load 
are still unsatisfactory, but this must not deter 
the physician from giving specific advice to 
agricultural workers with heart disease. He 
bases his recommendations not only on fig¬ 
ures for energy expenditure and cardiac 
classification but also on his knowledge of 
the variables affecting the individual patient. 
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Materials and Methods 

Our demonstration was carried out in one tj'pical 
rural Iowa county with a population of 19,550, 
8,000 of whom Ih'ed on 2,000 farms. Eligibility for 
participation required employment in agriculture, 
an age of 16 years or more, a diagnosis of actual or 
suspected cardiovascular disease sufficiently stable 
to pennit consideration for rehabilitation, and re¬ 
ferral by the family physician. A thorough medical 
evaluation was done at the State University of 
Iowa Medical Center to establish a diagnosis and 
assign a' functional and therapeutic classification. 
The county extension director served as the job 
analyst. A vocational counselor from the State Di¬ 
vision of Vocational Rehabilitation substituted for 
the social worker in the usual work evaluation unit. 
They both visited all the patients on theh farms 
one or more times. 

The drudgery of farming has been greatly re¬ 
duced through increasing mechanization, but it is 
estimated that 50% of general farm jobs still are 
done by hand labor. Even so, energy expenditure 
can be further reduced by work simplification and 
thoughtful emphasis on farm management. The 
specific technique of job analysis used by the coun¬ 
ty extension director is beyond the scope of this 
discussion, but his contributions were based on a 
detailed evaluation of each patient’s farm buildings 
and land, equipment inventory, cropping and live¬ 
stock practices, and work habits. He assessed the 
financial status, managerial ability, past perform¬ 
ance, and future goals in each case. This type of 
information must be available before any specific 
suggestions can be considered for work simplifica¬ 
tion or managerial changes to reduce the physical 
stress of farm labor. The physician cannot secure 
this information; the modernly trained extension 
agent can. The vocational rehabilitation counselor 
is an ideal member of such a team, because he is 
accustomed to dealing with handicapped people 
and he brings with him the resources of his agency. 

The energy costs of farm jobs in most instances 
exceed those of the majority of industrial jobs. We 
made use of the data of Passmore and Durnin ’ on 
the energy' costs of selected farm jobs in arriving at 
suggested changes in work methods. We also used 
similar data made available to us during the prog¬ 
ress of the extensive Farm Cardiac Project at Pur¬ 
due University," later summarized in a pamphlet by 
the American Heart Association.'’ It was necessary 
to consider the factors of weatlier and peak work 
loads as well, because they varj' greatly with the 
seasons. 

Our goal was to make realistic suggestions to en¬ 
able physically fit patients to remain in an agricul¬ 
tural occupation if they so desired. If they did not, 
we offered help in the transition to some other 
work. Recommendations based on all findings were 
presented to the patient and his family at .a con¬ 
ference attended by the family physician. Forty- 
six patients, three of them women, were studied be- 
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riveen 1955 and 1957. The value and size of their 
farms were comparable to the averages for tlie 
county and state as a whole. Their educational 
background was below the average. 

Results 

The patients’ ages ranged from 17 to 77 years. 
More than half were between 40 and 59 years old. 
Specifically, 1 was in the second decade, 1 in the 
third, 7 in the fourth, 14 in the fifth, 11 in the sixth, 
8 in the seventh, and 4 in the eighth. The types of 
heart disease represented are as follows: congeni¬ 
tal heart disease (atrial septal defect), 2; rheumatic 
heart disease, 9, witli predominant lesion as mitral 
stenosis in 1, mitral insufficiency in 3, aortic ste¬ 
nosis in 1, and aortic insufficiency in 4; arterioscler¬ 
otic heart disease, 16, with angina pectoris in 4 and 
healed myocardial infarction in 12; undetermined 
etiology (manifested by cardiac enlargement and/ 
or history of cardiac failure), 9; hypertensive heart 
disease, 2; heart disease due to thoracic deformity, 
1; neurocirculatory asthenia, 2; and no heart dis¬ 
ease, 5. 

Functional and Therapeutic Classification of Farmers 
with Heart Disease" ^ 

ncsuits 

j- - 

' Initinl, ^.Vftcrl-syr., 
No. No. 

Ko benrt dl^ciife. 6 5 

1-A. 6 0 

1- B. 4 4 

2.B. 0 0 

2- C. U 38 

2- D. 1 0 

S-C. 1 1 

3- D. B 3 

4- E. 1 0 

• Cln«siflciition ot the .4mericnn Heart Association. 

The functional and therapeutic classification, 
shown in the table, indicates that two-thirds of the 
patients had significantly limiting disease when 
they came under study; 31 were given the classifi¬ 
cation of functional class 2 or below. It can be seen 
also that medical reevaluation one to two years 
later indicated that the functional status had not 
deteriorated. In fact, four patients, initially classi¬ 
fied as being below class 2-C, had improved., 

A follow-up study, directed by Dr. William E. 
Connor, was completed in August, 1958, in 32 of 
the 46 patients two to three y'ears after they joined 
the group. Two men who had had myocardial in¬ 
farction died from second attacks, but there was 
no apparent relationship with the limited work 
they did. There has been no evidence of aggrava¬ 
tion of the cardiac disease in the remaining 30 pa¬ 
tients. 

The results from this method for dealing with 
the occupational problems of the group do not re¬ 
quire detailed description. In summary, they are 
as follows for 46 subjects: (1) farm without spe¬ 
cific changes, 11 (5 without heart disease and 6 in 
class 1-A); (2) farm by specific use of outlined 
work simplification measures and changes in farm 
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management, 10 (4 in class 1-B and 6 in class 2)j 
(3) fann by major cliangcs in farm operation, 2 
(both in class 3); (4) retain fann interests by en¬ 
tering into or formalizing e.xisting partnership or 
lease ammgements to shift major work loads, 7 
(5 in class 2, 1 in class 3, and 1 in class 4); (5) 
rehabilitation by surgery for mitral stenosis, 1 (in 
elass 2); (6) farm temporarily by use of family or 
hired help to gain time for maximum social secu¬ 
rity benefits (social security yaarticipalion for farm¬ 
ers began in 1955), 3 (1 in class 2 and 2 in class 
3); (7) discontinue farming and seek more seden¬ 
tary’ work, 5 (4 in class 2 and 1 in class 3); (S) re¬ 
tire because of age, disability, and financial status, 
5 (all in class 2); and (9) restrict activity to 
housework and introduce work simplification meas¬ 
ures in the home, 2 (both women, both in class 2). 

We considered more than energy expenditure and 
functional cardiac claissification in recommending 
these dispositions. These people possessed all the 
variables common to human beings generally. Com¬ 
pliance with the advice was excellent. 

Comment 

This team ajrproach and these techniques are 
feasible in helping farmers with heart disease to 
solve their occupational problems. Patient, family, 
and physician cooperated excellently. The results 
indicate that the demonstration was medically safe 


and agriculturally sound. Details of the application 
of such a multidisciplinary approach will vary' x\4th 
local circumstances, but the results of this demon¬ 
stration indicate that here, at least, is one practical 
way to deal with an unmet rehabilitative need. 
Physicians should not delay giving specific advice 
to agricultural workers with heart disease who find 
it necessary to limit their actir’ity just because 
further refinement in the accuracy of estimating 
functional cardiac capacity and relating it to the 
energy expenditure of a safe work load is needed. 
The physician is the key to the problem. He must 
bring the patient, the extension agent, and the vo¬ 
cational counselor together. Our experience dem¬ 
onstrates that farmers ask the e.xtension agent for 
help in solving many of their agricultural problems 
but the partially disabled are not accustomed to 
seek specific advice for planning a safe work pro¬ 
gram. Medical guidance of the kind we have dem¬ 
onstrated will help adjust the farmer to his work 
and improve liis opportunity for health. 

This sliicly was supported by grants from the Iowa Heart 
Association and tlie American Heart Association. 
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LATE SEQLTELAE OF SADDLE BLOCK ANESTHESIA IN OBSTETRICS 

Eva F. Dodge, M.D., Willis E. Brown, M.D. 

and 

William K. Jordan, M.D., Little Rock, Ark. 


Prior to 1946, several authors ‘ described a tech¬ 
nique of spinal anesthesia for relief of pain in labor 
and delivery, with a hyperbaric solution of dibu- 
caine (Nupercaine) hydrochloride which they 
called “saddle block anesthesia.” Since that time, 
saddle block anesthesia has become increasingly 
popular in the field of obstetrics. This method 
offers advantages to the mother, infant, nursing 
staff, and physician. There must be some merit in 
any anesthesia which is as popular as saddle block 
anesthesia has apparently become, as more than 
200,000 obstetric cases with saddle block anesthesia 
have been reported in the literature since 1946. 


From the Department of Obstetrics and Gynecology (Drs, Dodge 
and Bro\\'n), and the Department of Neurology (Dr. Jordan), Univer¬ 
sity of Arkansas School of Medicine. 

Read before the Section on Obstetrics and Gynecology at the 107th 
Annual Itleeting of the American Medical Association, San Francisco, 
June 26, 1958. 


Evidence of neurological damage affribuf- 
able to saddle block anesthesia was sought 
in the records of 3,147 obstetric patients who 
received this type of anesthesia in 1946- 
7 951. Careful long-term follow-up was possi¬ 
ble in 1,077 patients. Only six of these'had 
findings that might be related to the anes¬ 
thesia. Thes-.> findings were usually altered 
reflexes, sensory changes in the legs, head¬ 
aches, and dizziness: No major sequelae 
were found. In this series of patients the slight 
disadvantages of saddle block anesthesia 
were far outweighed by its advantages, espe¬ 
cially its effectiveness, safety, and accepi- 
ance^b/ patients and physicians. 
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On the other hand, there have appeared in both 
the obstetric and neurological literature certain 
unfavorable reports on late neurological complica¬ 
tions after saddle block anesthesia. Our enthusiasm 
for tliis type of anesthesia must then be tempered 
if acute or late neurological sequelae develop in 
significant numbers. The complications after saddle 
block anesthesia may be acute or immediate, such 
as h^'potension, postanesthetic headache, men- 
ingismus, and aseptic meningitis, or late neurolog¬ 
ical complications represented by chronic head¬ 
aches, paresthesias, and transient or permanent 
paralysis. 

Review of Literature 

In 29,484 cases reported in tire literature, there 
were no major sequelae due to saddle block anes¬ 
thesia. Seegar and Devlin ° reported 5,250 cases in 
seven years at St. Agnes Hospital, Baltimore. Fol¬ 
low-up of tire patients proved difficult, but none 
of the physicians reported serious sequelae or mor¬ 
tality^ resulting from the saddle block anesthesia. 
Hospital records showed no mortality or paralysis, 
transient or permanent. They concluded, “We be¬ 
lieve that paralysis from saddle block anesthesia is 
rare, and that until better obstetric anesthesia is 
offered, it is far safer than inhalation and more 
satisfactory than local anesthesia.” 

Sadove and Levin ^ reported 10,000 patients de¬ 
livered by saddle block anesthesia without perma¬ 
nent paralysis, but they do not mention the length 
of time of their follow-up. Reed,^ reporting 174 
cases of cesarean section done with the patient 
under spinal anesthesia says, “There have been no 
neurologic complications. Specifically, no case of 
arachnoiditis has developed in our cases.” Make¬ 
peace ° was able to follow 1,606 out of 1,840 pa¬ 
tients by letter, asking them to come for examina¬ 
tion. Only 375 responded. These represented 425 
spinal anesthesias. Only one patient had any neu¬ 
rological symptoms, having had meningismus at¬ 
tributed b)' one consultant to drug sensitivity. Two 
other patients complained of less severe degrees 
of transitory meningismus. Makepeace feels that 
it is reasonable to presume that no damage due to 
the anesthetic was found in the entire group, as 
none existed in the group which returned for ex¬ 
amination. 

Stanley” reported 1,000 cases of saddle block 
anesthesia without any permanent paralysis. Conti 
and Natali" also reported 2,607 cases of saddle 
block anesthesia with no known neurological se¬ 
quelae. Dripps and Vandam,® in 1954, reported 
10,098 spinal anesthesias given on their surgical 
service. There were no instances of incapacitating 
neurological disease, although headaches had oc¬ 
curred in 15% of the females. The few immediate 
neurological complications in tlieir series disap¬ 
peared within a few weeks, the longest lasting six 
months. 

On the odier hand, several highly unfavorable 
reports have appeared in the literature implicating 
saddle block anesthesia in late major neurological 


sequelae (29 incidents in more than 22,000 cases). 
So critical have these been that serious doubt as 
to the safety of this agent has been raised. 

Nicholson and Eversole ® found five patients with 
major neurological sequelae in 21,000 cases ol 
saddle block anesthesia given for general surgical 
procedures. Kennedy and co-workers'" reported 
12 patients with grave paralysis admitted to Belle¬ 
vue Hospital after spinal anesthesia. They conclude 
that “Paralysis below the waist is too high a price 
for a patient to pay in order that the surgeon 
should have a fine, relaxed field of operation,” and 
again that “This anesthesia should be reserved for 
those patients unable to accept a local or general 
anesthesia.” 

Bergner and associates" of tire University of 
Tennessee reported six cases^ of paralysis after sad¬ 
dle block anesthesia occurring during 1949 and 
1950. Rosenbaum and co-wprkersat St. Louis 
University, in 1952, reported 6 cases of adhesive 
arachnoiditis in 1,772 patients who had been given 
heavy dibucaine saddle block anesthesia, also dur¬ 
ing 1949 and 1950. Paralysis had developed three 
months to four years after the' anesthesia. They 
were able to follow up 358 of the 1,772 patients. 
They state in their conclusions that “Spinal anes¬ 
thesia is too dangerous to justify its use in the 
un-complicated obstetrical cases.” 

Minnitt and Gillies *" wrote “To say that one has 
not seen complications is only half an answer, be¬ 
cause one has probably not looked for them.” Bab¬ 
cock,''* however, says that the dangers of saddle 
block anesthesia remain largely with the user, 
rather than the drug and the technique employed. 


Results of Neurological Examination at 
Arkansas Hospital 

Our interest in late sequelae of saddle block 
anestliesia was stimulated by these reports in the 
literature. 'We had not noted any serious acute 
complications, but it was felt that some of the late 
sequelae might have been missed because patients 
had not been followed up neurologically for long 
periods of time. Consequently, we undertook a 
survey of all patients who had received saddle 
block anesthesia five or more years ago (Jan. 1> 
1946, through Dec. 31, 1951); consequently, some 
of the patients were examined 10 years after their 
first spinal anesthesia. 

Saddle block anesthesia, primarily with use of 
hyperbaric solution of dibucaine hydrochloride as 
an intrathecal injection toward tlie end of labor, 
was employed 13,299 times in this hospital during 
this six-year period. Due to a lack of 24 -hour cov¬ 
erage by trained anesthetists in the birth room, 
saddle block anesthesia for deliyery has been given 
by students and interns, under the supervision of 
residents, since 1946. Techniques were worked out 
to avoid the hazards of acute complications. 

The records of 3,147 patients were reviewed, n 
was found that 25 were dead of causes not related ^ 
to saddle block anesthesia. Two-thirds, or 1,998, 
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could not be located; 47 who were located were 
unable to return for examination. The department 
of neurology developed- a preliminary neurological 
screening examination procedure, and this was 
given to the remaining 1,077 patients. They were 

Taih-e 1.—EeWciico of Poticiit Acccplmicc of 
Saddle Block Anesthesia 


Slulillc Block Ancstlioslft 


.Sub.'Ofjucnt Use, No. 

Vntlcnts .\ccciitlnp: In 
Sub.^njucnt HIrlii ‘1 

Totul 




4 

.., *23:1 

•17(1 




. . . 0*1 

2:i(i 

Sinplf* .... 


32S 

Totul . 

1,077 

1,781 


first saddle block anesthesia. The neurologists were 
unable to find any neurological changes and felt 
that her headaches and dizziness were not caused 
by the anesthesia but may have been exaggerated 
by it. 

Therefore, of the 1,077 patients examined, 9, or 
less than 1%, showed even suggestive changes on 
neurological examination which might be related 
to the saddle block anesthesia, and only 0.5% 
which were probably related to their anesthesia. 
This is an unusually low rate for late anesthetic 
complications of any kind. Our clinical e.xperience 
does not indicate this method to be a hazardous 
form of anesthesia in obstetrics. 

Comment 


questioned regarding dizziness on change of pos¬ 
ture, unexplained headache, stumbling, and uri¬ 
nary incontinence. They were examined for muscle 
strength and- coordination, by ha-ving them stand 
on the toes of both feet and then on each foot 
separately. They were also examined for pares¬ 
thesias, abnormal reflexes, stretch reflexes (tendon), 
Babinsk-i signs, changes in deep sensation, and re¬ 
laxation of rectal sphincter. 

Of the 1,077 patients who returned for examina¬ 
tion, 9S1 were found to be free of all evidence of 
neurological abnormalities, either by history and/or 
neurological screening examination. There were 96 
patients in whom some suggestive evidence of 
neurological abnormality was found. These pa¬ 
tients were referred for complete neurological ex¬ 
amination by members of the department of 
neurology. Sixty patients were thought to have 
altered reflexes on preliminary screening examina¬ 
tion, but this was confirmed in only three by the 
neurological examination. The neurologist consid¬ 
ered that the headaches and dizziness in only one 
of the 56 patients who complained of these symp¬ 
toms was related to the saddle block anesthesia. 
The paresthesias in 2 of the 11 patients with sug¬ 
gestive sensory changes were thought to be due to 
the saddle block anestlresia, while in the otlrer 9 
patients it was due to other causes. Some patients 
had one or more of these signs and symptoms. 
Eleven of these 96 patients referred to the neu¬ 
rologist were unable to complete their neurological 
examinations for personal reasons. 

Only nine of the patients referred for neurologi¬ 
cal examination were found to show significant 
neurological deviations. An analysis showed that 
six of the nine had findings which were probably 
related to saddle block anesthesia. These consisted 
of absent or markedly decreased reflexes in three 
patients, sensory changes in the legs in two, and 
headaches and dizziness in one. In the other tliree 
patients, there was some question as to the relation 
of their symptomatology to saddle block anesthesia.. 
Two of them had herniated disks, one in tire 
thoracic region and one in the lumbar region. The 
third patient had sex'ere headaches and dizziness 
for five years prior to, and continuing since, her 


Though no case of serious complications resulted 
from saddle block anesthesia in our experience 
with 3,147 patients, the neurological screening ex¬ 
aminations did reveal a rather large number of 
patients who had suggestive neurological com¬ 
plaints and signs of neurological changes. All but 
nine of these patients were cleared by the neurolo¬ 
gist of deviations. In none of these patients had 
the symptoms been significant or incapacitating, 
and the 11 women who did not return for com¬ 
pletion of tlie neurological examination refused be¬ 
cause of tlieir work schedule. The careful neurolog¬ 
ical examination identified only six patients with 
“probably related” and three patients with “pos¬ 
sibly related” neurological deviations. 

Since our study was made five or more years 
after the patients had received their first saddle 
block anesthesia, and as many of our patients are 
young women with recurrent pregnancies, many 
patients had had several saddle block anesthesias 
between the time of the termination of this study 



Incidence of saddle block anesthesia in obstetrics at Uni¬ 
versity of Arkansas School of Medicine, 1946-1957. 


and the time of the examination. Some of the pa¬ 
tients in the study group received as many as six 
subsequent saddle block anesthesias. The 1,077 
patients examined in 1956 and 1957 had received 
1,781 saddle block anesthesias at the time of the 
record re-view (table 1). 
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An analysis of the frequency of employment of 
saddle block anesthesia reveals that its use is in¬ 
creasing at our hospital. Forty per cent of the over 
9,000 patients delivered in the years of this study 
(1946-1951) received saddle block anesthesia (70% 
of more than 13,000 from 1952 to 1957). It is noted 
that 31.7% of the patients delivered in 1946 at our 
hospital received saddle block anesthesia, while 
78% of the patients in 1954 were given it (table 2 
and figure). 

Table 2—Incidence of Saddle Block Anesthesia in 
Obstetrics, 1946~1951, 1952-1957 

Saddle Block Anesthesia 



Total , 


__ 

Yr. 

Births 

No. 

% 

lOkO. 

. 1,095 

338 

31.7 

10J7. 

. 1,3U 

339 

25.8 

19IS. 

. 1,481 

440 

29.6 

19^9. 

. 1,719 

74G 

43.4 

1950. 

. 1,840 

893 

48.0 

1951. 


1,075 

54 7 

Sub totals. 

. 9,3?G 

3,831 

40 8 

1952. 

. 1,094 

1,384 

69.5 

1953. 

. 2,003 

1.4SG 

74.2 


. 2.1C9 

1,GS0 

77.9 

1955. 

. 2,105 

1,589 

73.4 

10.5<3. 

. 2,4r>9 

1,G4G 

GS.2 


. 2,707 

1,G74 

C1.4 

Sub totals. 


9,4GS 

70.2 


The greatly expanding use of intrathecal anes¬ 
thesia for both obstetric and surgical procedures 
has established a large body of patients in whom 
unrelated neurological deviations might occur at a 
subsequent date. Makepeace,’ in surveying the two 
series of late sequelae after saddle block anesthesia 
in 1949 and 1950 in St. Louis and Memphis, sug¬ 
gests that epidemic Coxsackie virus encephalitis 
might be responsible because of the geographical 
factor of the Mississippi Valley. In the interval 
after our study (1951-1957) several bizarre neu¬ 
rological manifestations have been noted at the 
University of Arkansas Medical Center, and these 
will be the subject of a subsequent report. 

Conclusions 

The. records of 3,147 patients receiving saddle 
block anesthesia in 1946-1951 were analyzed, to¬ 
gether with a careful long-term neurological fol¬ 
low-up of 1,077 patients. Six of the 1,077 patients 
exhibited neurological deviations which were prob¬ 
ably related to saddle block anesthesia. These were 
minor, including alterations in reflexes, mild sensory 
changes in lower legs, headaches, and dizziness. 
No major neurological sequelae were found. Oiu: 
experience would indicate that paralysis or severe 
complications from saddle block anesthesia are rare. 
This method of anesthesia given for delivery has 
pruvud to be clinically effective, safe, with a high 
degree of patient and physician acceptance. We 


believe that until better anesthesia is available, or 
until there is 24-hour coverage in the birtli room 
by trained anesthetists, saddle block anesthesia is 
safer than inhalation anesthesia and more satisfac¬ 
tory for both patient and doctor than local anes¬ 
thesia. 

4301 W. Markliam (Dr. Dodge). 

The dibucaine used in this study was supplied as Nuper- 
caine by Ciba Pharmaceutical Products, Inc., Summit, N. J. 

Screening examinations were conducted by house officers 
of the Department of Obstetrics and Gynecology. 
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CURRENT CONCEPTS OF THE MEDICAL MANAGEMENT 
OF ULCERATIVE COLITIS 

Joseph B. Kir.sncr, M.D., Pli.D., Chicago 


While tlie cure of disea.se depends on knowledge 
of etiology and palhogcne.sis, numerous illnesses, 
inelucling nlceratiw colitis, may he managed effec¬ 
tively though their causes remain obscure. Ulcera¬ 
tive colitis continues to present a most formidable 
theiapeulic problem. Nevcrtlicloss, advances in (he 
management of nutritional ami biochemical dis- 
,li)rhances and in the treatment of infections, the 
use of corticotropin and the adrenal steroids, aware¬ 
ness of the contributory role of emotional disorders 
in the disease, and increased knowledge of the 
natural history of idcerative colitis have improved 
the outlook significanth-. The purpose of this paper 
is to review current concepts of the medical jnan- 
agement of ulcerative colitis and to reemphasize 
, their effectiveness. 

The Nature of (he Problem 

Ulcerative colitis is an acute and chronic in¬ 
flammatory and ulcerative disease of the colon and 
rectum.* The principal symptoms are rectal bleed¬ 
ing, diarrhea, abdominal discomfort, and cramping 
pain, fever, anore.via, and malnutrition. Pr octoscopy 
usually demonstrates diffuse inflammation, conges¬ 
tion and edema of tire mucosa, multiple,tiny ulcera¬ 
tions, excessive bleediirg, and bloody or purulent 
e.xudate. X-ray e.xaminations reveal that the entire 
colon is affected in at least 50% of eases; s'arying 
segments of the intestine are diseased in 40%; and 
in 10% the process is relatively superficial and 
does not produce roentgenologically demonstrable 
changes. The adjacent terminal ileum is involved 
in perhaps 15 to 20% of patients. Ileocolitis affects 
chiefly the distal ileum, the cecum, and tire ascend¬ 
ing colon. Ulcerative colitis usually occurs among 
young people; most patients are below the age of 
40 or 50 years, though no age is exempt. There is 
no sex predomiiiiince. A family history of ulcera- 
ti^’e colitis i.s elicited in 5 to 10% of patients. Aller¬ 
gic disorders, such as hay fever, asthma, and drug 
sensitivity, are present in 20 to 30% of patients.** 
Other interesting associations are rheumatic fever, 
rheumatoid arthritis, and erythema nodosum. 

The onset of the disease may be mild, rr’ith occa¬ 
sional rectal bleeding, or it may be severe, develop¬ 
ing as an acute, febrile, toxic illness.** Fulminating 
ulcerative colitis is characterized by necrotizing 
inflammation of the intestine. The onset is abrupt, 
with high fever, toxemia, intense diarrhea, electro¬ 
lyte depletion, dehydration, poor nutrition, and 

Fiom the Department of Medicine, University of Chicago. 

Read before the Section on Gastroenterology and Procfolog>' at the 
107th Annual Meeting of the American Medical Association, San Fran¬ 
cisco, June 24, 1938. 


Ulcerative colitis, though presenting a diffi¬ 
cult therapeutic problem, is capable of re¬ 
sponding to prolonged and comprehensive 
medical management. The important thera¬ 
peutic measures include rest, the use of seda¬ 
tives and antispasmodics, nutritional and 
electrolyte repletion, transfusions of blood or 
plasma, injection of iron for iron-deficiency 
anemia, antibacterial medication, especially 
use of sulfonamides and skillful attention to 
the emotional problems. ACTH and various 
adrenal steroids are useful adjuncts to thera¬ 
py, initialing and potentiating recovery, facil¬ 
itating control of severe recurrences, and 
providing on opportunity for "total treat¬ 
ment." These compounds can be administered 
effectively for long periods with a relatively 
low incidence of serious complications. 


abdominal distention. In children the disease ina\ 
begin verj' gradually; fever and anemia ma>- be 
the principal symptoms and diarrhea may not he 
prominent initially. The circumstances at the onset 
of ulcerati\'e colitis usually are obscure. The dis¬ 
ease often occurs in. previously healthy iiidi\ idua}s, 
frequently it develops in chronological association 
with acute enteric or respiratory infections, preg¬ 
nancy, or serious emotional difficulties. 

Chronic lIlcerati^'e colitis is a disease witli strik¬ 
ing tendency to recurrence. Remissions are comnK)n 
in mild and moderate colitis but are relatively in¬ 
frequent in the untreated severe disease. Recur¬ 
rences are related to upper respiratory and viral 
infections, other intercurrent illness, operations, the 
,use of antibiotics as in the treatment of respirator)' 
infections, the menses, pregnancy, dietary indis¬ 
cretions, physical fatigue, and emotional tension. 
Complications develop in the majority of patients, 
significantly influencing the course of the illness 
and tile response to treatment. In the colon, the 
problems include giant ulceration, perforation, peri¬ 
tonitis, pericolitis, “toxic megacolon,” hemorrhage, 
stricture, obstruction, pseudopolyps, polyps, carci¬ 
noma, perirectal abscess, fistula, electrolyte deple- 
' tion, and defective absorption of food. The systemic 
complications include anemia, nutritional deficien¬ 
cies, hypoproteinemia, hypergammaglobulinemia, 
rheumatoid arthritis, thrombophlebitis, uveitis and 
iritis, erythema nodosum, pyoderma gangrenosum, 
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pyelonephritis, nephrolithiasis, fatty liver, hepatitis, 
cirrhosis of the liver, pancreatitis, adrenal deple¬ 
tion, osteoporosis, acute psychosis, hemolytic ane¬ 
mia, drug sensitivity, transfusion reactions, and 
amyloidosis. The number of complications in a 
single case may be considerable, as in a male pa¬ 
tient who developed biliary cirrhosis, ascites, pan¬ 
carditis, erythema nodosum, anemia, hypoprotein- 
emia, steatorrhea, osteoporosis, acute, artlu'itis, 
pyoderma, rectal fistula, and polj^s. The mortality 
varies from 5 to 20% depending on the severity of 
the cases analyzed. Fatalities are more frequent 
during the first one or two years of illness, espe¬ 
cially in patients with fulminating colitis. The more 
important causes of death are perforation of the 
intestine with peritonitis, hemorrhage, overwhelm¬ 
ing infection, carcinoma of the colon, and surgical 
complications. 

Desjrite considerable inr'estigation, the cause of 
ulcerative colitis remains unknown.'' Many causes 
have been postulated, including allergy to foods, 
nutritional and hormonal deficiencies, lymphatic 
obstruction, absence of “protective factors” in the 
intestinal wall, bacterial or viral infection, the de- 
structix’e action of proteolytic enzymes or bacterial 
endoto.sins, immunologic disorders including the 
Shwartzman and Arthus phenomena, antigen-anti¬ 
body reactions and autosensitization of the colon, 
vasospastic, neurogenic, and psychogenic disturb¬ 
ances, abnormalities in the connective tissue of the 
intestinal wall, and metabolic disturbances. The 
irritable colon does not predispose to ulcerative 
colitis. Though amebic dysentery may rarely be 
followed by ulcerative colitis, parasitic infestations 
and bacillary dysentery do not predispose to the^ 
disease. ^^uItipIe causal factors probably are in¬ 
volved; on the basis of our clinical and laboratory 
obserr'ations an immunologic component, perhaps 
autosensitization of the colon, with or without the 
action of bacterial endotoxins, is a possibility; neu¬ 
rogenic stimulation of the intestine with vasospasm 
and secondary infection also appear important. 

Objectives of Therapy.—The treatment of ulcera¬ 
tive colitis remains nonspecific, symptomatic, and 
comprehensive. Since the anatomic changes often 
are se\’ere, and healing requires long periods of 
time, treatment must be prolonged. Certain thera¬ 
peutic principles apply generally, but variations 
in the course of the disease necessitate adaptation 
of the program to the indiwdual patient. The im¬ 
mediate objectives are physical and emotional rest, 
maintenance of nutrition, elimination of infection, 
restoration of normal intestinal function, and con¬ 
trol of the associated emotional problems." The 
ultimate goal, of course, is complete healing of the 
intestine and return of the patient to a normal life. 
The potentiality' for reversibility' in ulcerative coli¬ 
tis is considerable, perhaps greater than is appre¬ 
ciated, and this possibility' prox'ides the basis and 
the justification for continued medical management. 
The protracted illness, the many complications, and 


the frequent, e.xpensive hospitalizations are under¬ 
standably discouraging to the patient and liis 
family. A lucid e.\planation of the illness and its 
treatment and a hopeful prognosis are helpful in 
securing the cooperation necessary for the pro¬ 
longed therapy. Patience, perseverance, and equa¬ 
nimity are required of the physician undertaking 
the management of this difficult problem. 

Rest, Sedative, and Antispasmodic Therapy 

Physical fatigue and emotional tension contribute 
to the persistence and recurrence of ulcerative coli¬ 
tis. Rest and adequate relaxation diminish spasm 
and hyperactivity of the colon. Complete rest in 
bed in the hospital is indicated during the acute 
stage; hospitalization permits careful control of the 
patient and the environment and the establishment 
of an effective therapeutic program. In some cases 
hospitalization of three to six months or longer 
may be necessary to control the disease thoroughly. 
Adequate rest may be obtained through a com¬ 
bination of skillful nursing, long hours of sleep, 
and pleasant recreation. Sedatives, especially bar¬ 
biturates such as phenobarbital (30 mg. four times 
daily), are helpful. Various tranquilizing drugs and 
appropriate dosages include hydroxyzine (Atarax) 
hy'drochloride, 25-100 mg. four times daily; pro¬ 
chlorperazine (Compazine), 5-20. mg.; thiopropa- 
zate dihydrochloride (Dartal), 5-30 mg.; meproba¬ 
mate (Equanil or Miltown), 4-800 mg.; promazine 
(Sparine) hydrochloride, 10-200 mg.; chlorproma- 
zine (Thorazine) hydrochloride, 10-200 mg.; per¬ 
phenazine (Trilafon), 2-16 mg.; and phenaglycodoi 
(Ultran), 3-600 mg. Chloral hydrate,. 1 Cm., seco¬ 
barbital (Seconal), 100 mg., pentobarbital (Nem¬ 
butal), 100 mg., Tuinal, a combination of equal 
proportions of sodium seconal and sodium amytal, 
100 mg., and glutethimide (Doriden), 0.5 Gm., are 
among many compounds which can be prescribed 
at bedtime to facilitate sleep. 

Antispasmodics tend to reduce spasm and hyper¬ 
motility of the intestine, though their effects are 
extremely variable. Tincture of belladonna, 10 
drops four times daily, and atropine sulfate taken 
orally, 0.005 Gm. several times daily, have long 
been prescribed for this purpose. Many other effec¬ 
tive antispasmodic, anticholinergic drugs are avail¬ 
able; including diphemanil (Prantal) methylsulfate, 
100 to 200 mg. four times daily; piperphenamine 
(Darstine), 100 mg.; penthienate bromide (Mon- 
dronal), 5 mg.; propantheline (Pro-banthine) bro¬ 
mide, 15 to 30 mg.; o.xyphenonium bromide (An- 
trenyl), 10 mg.; methscopolamine (Pamine), 2.5 
mg.; tridehexethylchloride (Pathilon) chloride, 50 to 
100 mg.; and hexocyclium methyl sulfate (Tral), 
25 mg. 

To suppress the hyperactive ■ gastrocolic reflex, 
these drugs are prescribed more effectivelj' before 
meals and at bedtime. The individual response and 
the clinical tolerance fOr anticholinergic compounds 
varies considerably, necessitating selection of the 
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drug most useful in each ease. In severely ill, mal¬ 
nourished patients and in elnldrcn, the potent anti- 
spasmodies may suppress intestinal motility so 
completely as to produce atony. The abdominal' 
distention and absence of audible peristaltic activ¬ 
ity, together with the fever, may suggest peritonitis; 
however, intestinal motility usually returns within 
, 48 to 72 hours after the medication is discontinued. 

Severe abdominal cramping pain and rectal te¬ 
nesmus temporarily may require the use of deodor¬ 
ized opium tincture (10 drops three or four times 
daily), codeine sulfate (0.03 Gm. four times daily), 
moqrhinc sulfate (0.015 Gm.), or meperidine (50 
to 100 mg.). Opiates are not prescribed routinely 
or for long periods, to avoid the possibility of addic¬ 
tion; opiates, by increasing intestinal spasm, occa¬ 
sionally intensify rather than lessen the abdominal 
discomfort. Heat applied to the abdomen by means 
of an electric pad or hot water bottle also relieves 
the abdominal discomfort. The prolonged diarrhea 
of ulcerative colitis may cause anal irritation; com¬ 
presses of witch hazel, hot sitz baths, and local 
anesthetic ointments will relieve the discomfort 
and facilitate healing. 

Management of Emotional Problems 

Uleerative colitis does not appear to be primarily 
of psychogenic origin, but emotional disturbances 
are demonstrable in the majority of cases, if not in 
all. The patients are described psychiatrically as 
dependent, immature, self-depreciating, obsessive- 
compulsive, hostile individuals, highly vulnerable 
to the ordinary events of life, perhaps because of 
feelings of humiliation, loneliness, helples.sness, and 
hopelessness.*' The psychiatric problems occasion¬ 
ally involve ■ severe depression, schizophrenic and 
paranoid reactions, and suicidal attempts. The spe¬ 
cificity of the emotional difficulties and their im¬ 
portance in the pathogenesis of ulcerative colitis 
require further elucidation. The psychogenic factors 
may reflect an important predisposition to the dis¬ 
ease, or they may represent the secondar)' emo¬ 
tional manifestations of prolonged physical illness, 
disappearing when the disease is controlled or 
cured. Nevertheless, the emotional difficulties in¬ 
fluence the course of the disease and the therapeu¬ 
tic response adversely. Thorough knowledge of the 
patient’s emotional problems and skillful manage¬ 
ment of them are indispensable to the effective 
treatment of ulcerative colitis. On the other hand, 
the resultant symptomatic improvement does not 
necessarily establish the causal importance of the 
psychogenic factors. 

Formal psychotherapy is indicated for the seri¬ 
ously disturbed patient. Though its permanent value 
has not been established conclusively, the approach 
often is helpful, especially in cooperation with the 
internist. Caution is necessary during the acute 
stage of ulcerative colitis, for the patient then is 
unable physically and emotionally to deal effec¬ 
tively with his problems; the resulting conflicts may 


aggravate the colitis and precipitate serious com¬ 
plications. Emj)hasis e.xclusively on the psychiatric 
aspects is unwise because of the hazard of inade¬ 
quately treated or unrecognized organic disease; 
a case in point is that of a young man who pre¬ 
viously had undergone operations for regional 
enteritis and intestinal obstruction. Persistent severe 
pain in the rectum had been attributed to an emo¬ 
tional disturbance and psychotherapy had been 
maintained for several months, though the patient 
had not been examined. Rectal examination easily 
demonstrated a large ulceration of the rectum with 
severe inflammation and muscle spasm; the pain 
subsided when the ulcer healed. Neglect of the 
psychiatric difficulties also is likely to retard the 
response of the patient. In general, the most help¬ 
ful psychotherapy is administered by the well- 
informed, interested, and sympathetic attending 
physician, constantly providing reassmance and 
encouragement. The patient-physician discussions 
may disclose a difficult or frustrating problem at 
work or at home, readily dealt with on a common- 
sense basis, resolution of which may improve the 
course of the disease decisively. The objective of 
this approach is protective, ego-strengthening re¬ 
orientation rather than fundamental reorganization 
of the patient’s personality. Sustained ohysical and 
psychogenic improvement is reflected in the devel¬ 
opment of confidence, poise, and a more mature 
approach to life. Frequently, and especially in 
children, psychotherapy also inust be directed to 
the parents. Indeed, the success of therapy may be 
determined by the ability to influence the family 
environment to the benefit of the patient. Psycho¬ 
analysis, in a small group of patients, apparently 
has not produced simiificant permanent benefit. 

The value of electric shock therapy ~ and lobotomy 
in patients with ulcerative colitis remains to be 
e.stablisbed. 

Diet, Nutritional Considerations, Electrolytes, 
and Fluids 

Ulcerative colitis is not caused by nutritional 
deficiencies, food allergy, or roughage in food. 
However, a diet without the mechanical and chemi¬ 
cal irritants contained in fruits, vegetables, fruit / 
juices, condiments, alcoholic beverages, and' ex- \ 
cessively hot or cold foods decreases the abdominal 
distress and the diarrhea. A more limited menu, 
consisting of farina, cream of wheat, toast, butter, 
soft boiled eggs, clear broth, tea, boiled rice, jello, 
and custard may be utilized temporarily in the 
acutely 'ill patient. A bland diet with meat and 
potatoes but without fruits and vegetables usually 
is prescribed initially. Cooked or canned fruits and 
vegetables are added when the feces are consist¬ 
ently well formed and do not contain occult blood. 

The diet is liberalized as the improvement con¬ 
tinues. For psychological reasons dietary restrictions 
are less rigid for children with ulcerative colitis; 
indeed, the bland diet should not be permitted to 
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assume over«"helming significance for any patient, 
as conflicts between the limitation of food and 
the psychogenic disturbances resulting therefrom 
should be resolved in favor of the emotional con¬ 
siderations. The clinical improvements associated 
with the a^’oidance of fruits, bran cereals, and milk 
seem attributable most likely to the elimination of 
high-residue foods; milk especially may increase 
the flatulence, abdominal discomfort, and diarrhea. 

Nutritional deficiencies are very common in ul¬ 
cerative colitis, as a result of the reduced intake of 
food, the increased tissue catabolism, loss of blood, 
and the tremendous loss of nitrogen in the feces. 
The importance of restoring normal nutrition in jra- 
tients with ulcerative colitis hardly can be over¬ 
emphasized; in some cases this alone may suffice to 
initiate significant improvement. The diet, there¬ 
fore, should provide adequate amounts of proteins 
and calories, jaerhaps 2,500 to .3,500 calories includ¬ 
ing 125 to 150 Gm. of protein daily. Supplements 
may be added, though good-quality whole foods 
are preferred. Protein anabolic agents, such as test¬ 
osterone propionate and norethandrolone (Nile- 
var), may be prescribed to increase the retention of 
nitrogen in the tissue. The cooperation of a compe¬ 
tent and interested dietitian is invaluable in provid¬ 
ing appetizing menus and in encouraging the pa¬ 
tient to eat sufficient quantities of food. Complete 
nutritional restoration requires at least three months 
and often longer. Rapid transit of food through 
the hyperactive intestinal tract and concomitant 
disease of the ileum may interfere with normal ab- 
sori^tion, resulting in steatorrhea. The presence or 
absence of malabsorption is indicated by measure¬ 
ments of the plasma carotene and fat e.xcretion in 
the feces. In the presence of steatorrhea, the fat 
intake may be limited to 75 or 50 Gm. daily; adrenal 
steroids are useful in the management of this prob¬ 
lem. Tube feeding with protein supplements or 
liquefied homogenized foods, and concomitant con¬ 
stant suction of the distal small intestine, may be 
helpful in selected cases, but this procedure rarely 
has been necessary in my e.xperience. 

The severe diarrhea of ulcerative colitis causes 
e.vcessive losses of potassium, sodium, and chloride 
from the intestinal contents and dehydration. Solu¬ 
tions of 5% dextrose in isotonic sodium chloride so¬ 
lution, containing appropriate quantities of potas¬ 
sium salts, are necessary to correct the electrolyte 
and fluid deficiencies. Fluids may be administered 
for long periods via a polyethylene catheter intro¬ 
duced into a small vein; however, this procedure 
is potentially hazardous because of the possibility 
of secondary infection, especially in patients re¬ 
ceiving steroids, and it is not recommended in pa¬ 
tients receiving both antibiotics and steroids. Meas¬ 
urements of the fluid intake, urine output, and of 
the serum electrolytes prowde useful information. 
Complete reliance on'these indexes probably is un¬ 
wise, for the serum sodium and potassium may be 
normal, at least temporarily, in the presence of de¬ 


pletion of electrolytes. The e.xcessive loss of calci¬ 
um in occasional patients with steatorrhea neces¬ 
sitates the intravenous - administration of calcium 
salts. 

Transfusions of whole blood, 500 to 1,000 ml., 
are indicated for moderate or severe hemorrhage 
and for anemia and hypojjroteinemia; the amounts 
required may be estimated Jrom the hemoglobin, 
erythrocyte count, hematocrit, and, if available, the 
blood volume. The frequency of transfusion reac¬ 
tions in the colitis patient necessitates the most 
careful blood typing and cross matching; the blood 
should preferably be administered slowly at room 
temperature. Addition of an antihistaminic may re¬ 
duce the incidence of reactions. Plasma, 500 to 1,000 
ml., stored at room temperature, and human albu¬ 
min, 50 Gm. injected intravenously, are useful in- 
correcting hypoproteinemia when the food intake 
is low. Protein hydrolysates probably are less satis¬ 
factory for this purpose because of rapid metabol¬ 
ism, but they may be administered. The newer in¬ 
travenously given fat emulsions j)rovide an addi¬ 
tional source of food and calories; substantial 
amounts may be administered without apparent 
untoward effects. Iron-deficiency anemia is ver>' 
common as a result of the reduced intake of food 
and the chronic loss of blood from the intestine.- 
In the absence of profuse rectal bleeding, anemia 
may be corrected by intramuscular administration of 
an iron-dextran complex (Imferon), 1.0 to 2.0 Gm., 
in divided doses; the hematological response is evi¬ 
dent within several weeks. Iron administered orally 
is often irritating to the gastrointestinal tract in pa¬ 
tients with ulcerative colitis, though several newer 
- preparations are alleged to be less troublesome in 
this respect and ferrous sulfate taken orally \rith 
meals may be tolerated by some patients. Multivi¬ 
tamins are useful nutritional adjuncts; B complex 
preparations may be added to the intravenously 
given fluids or injected intramuscularly. Excessive 
quantities of vitamins are unnecessary; preparations 
such as ascorbic acid are irritating to the intestine 
when taken by mouth. Severe bleeding in iViceratiye 
colitis usually originates in the highly vascular in¬ 
testinal wall. Occasionally in patients with associ¬ 
ated hepatic disease or with defective intestinal 
absorption the prothrombin time may be pro¬ 
longed, contributing to the bleeding, but the par¬ 
enteral administration of vitamin K will correct the 
abnormality. 

Sulfonamides and Antibiotics 

Although a bacterial or viral causative factor has 
not been established, the fever, the inflammation 
demonstrable proctoscopically and histologically, 
and the toxemia and complications such as peri¬ 
rectal abscess and iDericolitis suggest an intestinal 
infection. There is no consistent correlation be¬ 
tween the identifiable bacterial flora of the intestine 
and the clinical course of ulcerative colitis, al¬ 
though occasionally the subsidence of symptoms 
coincides with the disappearance of hemolytic col- 
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ifonns, stapliylococci, and strcplococd from Uie 
feces. Sulfonamides may I)e pre.scrihed in ulcerative 
colitis to control or prcu’cnt .secondary infection 
and in the hope of eliminating unidentified bacte¬ 
rial causes of the disease. Sulfonamides may al.so be 
administered during the use of ACTII ancl the ad¬ 
renal steroids to pres'ent secondary infection. The 
total bacterial count in the feces will decrease as a 
result of eliminating the coliform organisms, and 
the fecal llora will change from gram-positive to 
predominantly gram-negative. The long-term ef¬ 
fects of prolonged sulfonamide therapy on the bac¬ 
terial flora of the feces have not been studied thor¬ 
oughly. 

No single sulfonamide c.xcels all others, in my 
e.xperience, although several appear to he espe¬ 
cially useful. These include sulfaguanidine, 8 Gm. 
daily; salicylazosulfapyridinc (Azulfidine), 4 to 8 
Gm.; phthalylsulfathiazolc (Sulfathalidine), 4 to 
6 Gm.; succinylsulfathiazole (Sulfasuxidine), 8 to 
12 Gm. daily; sulfadiazine and sulfisoxazole (Gan- 
trisin) 4 to 6 Gm. daily. The .sulfonamides usually 
should be administered continuously rather than 
intermittentb'. Soluble compounds, such as sulfa¬ 
diazine, may be gis'cn as retention enemas in doses 
of 1 or 2 Gm. in 30 or 60 ml. of water or isotonic 
sodium chloride solution; beneficial results are 
noted in patients with relatix’ely localized colitis. 
Para-nitrosulfathiazole (Nisulfazole) may be ad¬ 
ministered rectally as a 10% suspension in quantities 
of 1 or 2 oz. (28 or 57 Gm.). The beneficial clinical 
effects during sulfonamide therap)' are observed 
initially in numerous cases and ma\' continue for 
weeks, months, or \'ears. More often, however, the 
response gradualh’ decreases, presumably because 
either the original flora are restored or resistant bac¬ 
teria develop. A change in sulfonamide ma)' renew 
the clinical response; sulfonamide drugs thus may 
be alternated effectively for long periods. Sulfona¬ 
mides may cause adverse side-effects, including 
fever, nausea, vomiting, flatulence, and headache, 
and dermatological, hematological, and renal com¬ 
plications, although their incidence is relatively low. 
Tlie temporary antibacterial effects, the develop¬ 
ment of bacterial resistance, and the variable clinical 
responses are important limitations. Nevertheless, 
the sulfonamides seem to be helpful adjuncts, prob¬ 
ably contributing to the control of the disease and 
decreasing, though not eliminating, the hazard of 
serious infection. 

Penicillin (1 to 2 million units daily) and strep¬ 
tomycin (1 to,2 Gm. daily) may be administered 
intramuscularly together for the same reason as the 
sulfonamides. They seem indicated during the acute 
febrile stage of the illness and in the management 
of pericolitis when medication by mouth is discon¬ 
tinued temporarily. The antibacterial effects of 
chlortetracycline (Aureomycin), chloramphenicol 
(Chloromycetin), oxytetracycline (Terramycin), 
tetracycline (Achromycin), and neomycin sulfate 
resemble those of the sulfonamide drugs: tetracy¬ 


cline and neomycin sulfate perhaps are the most 
effective of this group. The clinical response occa¬ 
sionally may be favorable, but since these com¬ 
pounds cause disturbing gastrointestinal side- 
effects, including glossitis, stomatitis, nausea, flatu¬ 
lence, diarrhea, perianal itching, and a proctitis, 
not unlike ulcerative colitis, they are not prescribed 
routinely. An exception to this principle is the very 
occasional use of tetracycline (1 Gm. by mouth 
daily) for pyoderma. The use of antibiotics, includ¬ 
ing penicillin administered orally, in the treatment 
of respiratory infections among colitis patients 
should be avoided because of the possibility of ag¬ 
gravating or reactivating the disease. 

Corticotropin (ACTH) and Adrenal Steroid Therapy 

The use of corticotropin (ACTH) and the ad¬ 
renal steroids in ulcerative colitis is based on sever¬ 
al considerations, among them the limitations of 
conventional treatment, the chronicity and progres¬ 
sion of severe colitis, and the numerous compli¬ 
cations, including rheumatoid arthritis, erythema 
nodosum, myocarditis, and iritis, responsive to 
corticoid therapy. ACTH and the adrenal steroids 
do not cure ulcerative colitis, prevent recurrences 
completely, or replace established methods of treat¬ 
ment, but they are useful, at times dramatic, ad¬ 
juncts when administered in sufficient quantities for 
adequate periods of time and under carefully su¬ 
pervised conditions.® The impro\'ement produced is 
similar to that observed in the absence of steroids 
but it is more frequent, more rapid, and more com¬ 
plete. The response is characterized by the prompt 
disappearance of fever, toxemia, abdominal discom¬ 
fort, and diarrhea; by increased appetite and bj' 
a remarkable sensation of well-being. ^Vhile the 
psychological benefits are not inconsequential, the 
steroid effect involves demonstrable healing, as 
noted in histological studies of rectal biopsies. The 
proctoscopic changes subside gradually; the rectal 
mucosa eventually may appear normal or slightly 
granular and hyperemic. Laboratory indications of 
the favorable response include the lowering of ele¬ 
vated sedimentation rates and the return of seiaim 
mucoprotein levels to normal, disappearance of 
blood from the feces, subsidence of the nitrogen ^ 
loss in the feces, and restoration of the normal pat- \ 
tern of plasma proteins. Rectal biopsies demon¬ 
strate histologically the disappearance of edema, 
cellular infiltration, and ulceration, reconstitution 
of the normal ground substance of the connective 
tissue of the intestine, and restoration of the base¬ 
ment membranes of the epithelium of the colon. 

The quantities of ACTH and the adrenal ster¬ 
oids required in rdeerative colitis exceed the 
amounts effective in other diseases; relatively large 
quantities for long periods are necessary to control 
the disease completely. Aqueous corticotropin, the 
most potent compound, should be administered 
intramuscularly in doses of 30 mg. every six hours, 

120 mg. per day; 160 or 200 mg. daily may be given ' 
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temporarily jn selected cases. ACTH administered 
intravenously, in quantities of 10 or 20 U. S. P. units 
contained in 500 cc. of 5% solution of dexti'ose in 
distilled water, every 12 hours, is tire most potent 
stimulant of adrenocortical function. Corticotropin 
gel or corticotropin-zinc hydroxide has been pre¬ 
scribed chiefly as maintenance therapy in single 
daily doses of 40 or 80 mg. The orally administered 
steroids in decreasing order of effectiveness in ul¬ 
cerative colitis are hydrocortisone (200 mg. per 
day initially), prednisone or prednisolone (60 to 80 
mg.), and cortisone (300 mg.). Hydrocortisone also 
mny be given intra^'enously in quantities of 50 mg. 
every 12 hours, and intramuscularly in doses of 50 
to 100 mg. ever}' 4 or 6 hours. Steroids administered 
as retention enemas once or twice daily or by con¬ 
tinuous drip appear to be helpful in some patients; 
the advantages of this procedure presumably are 
maximal concenb'ation of the steroid in the dis¬ 
eased area and a lesser tendency to side-effects,® 
however, systemic steroid effects may occur when 
sufficiently large amounts of steroids are adminis¬ 
tered intrarectally. The preparations administered 
by this route include hydrocortisone sodium succin¬ 
ate (100 or 200 mg. in 15 to 250 ml. of water or 
isotonic sodium chloride solution) and prednisone 
(15 to 30 mg.) together with phthalylsulfacetamide 
and the newer steroid, methylprednisolone (Med- 
rol, 60 to 80 mg, in 15 to 30 ml. of water). Clinical 
and proctoscopic improvements have been ob¬ 
served within 7 or 10 days. Opiates, including tinc¬ 
ture of deodorized opium, codeine, or morphine, 
may be required to facilitate retention of the ster¬ 
oid solution. Hydrocortisone also has been pre¬ 
pared in the form of rectal suppositories, each con¬ 
taining 10 to 15 mg. and prescribed three or four 
times daily; the value of this Wpe of medication is 
not yet established. Several nev' oral compounds, 
triamcinolone (Aristocort, Kenacort, 20 to 30 mg." 
daily) and methylprednisolone (20 to 32 mg. daily) 
are helpful occasionally. On the basis of present evi¬ 
dence, the effects of the new steroids do not appear 
to excel those of hydrocortisone or prednisone in 
ulcerative colitis. As with other medication, the re¬ 
sponse varies considerably among individuals and 
in the same patient at different times, necessitating 
identification of the steroid and the maintenance 
dose most effective for a given individual, as in the 
patient not responding to large doses of predni¬ 
sone, or hydrocortisone, in whom sjnnptoms sub¬ 
sided when given methylprednisolone. 

The steroids are continued usually for several 
months and in many instances for years, as a prac¬ 
tical means of maintaining patients in satisfactory 
health without surgerx’. The initial doses are de¬ 
creased gradually, depending on the individual 
course. \Aflien the daily intake of ACTH reaches 40 
to 60 units this compound may be replaced by hy¬ 
drocortisone, prednisone, or one of the newer hor¬ 
mones. The transition is accompHshed by arbitrar- 
ilv e.xchanging 1 mg. of prednisone or 2 mg. of hy¬ 


drocortisone for 1 unit of ACTH. Effective minimal 
or maintenance doses then are determined for eacli 
patient; these usually are for ACTH, 20 to 40 units 
daily; for hydrocortisone, 40 to 80 mg.; for predni¬ 
sone, 15 to 30 mg.; for methylprednisolone, 12 to 
20 mg.; and for triamcinolone, 12 to 20 mg. Pe¬ 
riodic adrenocortical stimulation with cortico¬ 
tropin, though theoretically rational, has .not 
appeared necessary. Recurrences during steroid 
therapy usually are related to respiratoiy infec¬ 
tions, fatigue, tension, and especially to pre¬ 
mature reductions in dosage. Occasionally, the 
therapeutic, effect diminishes after the prolonged 
or intermittent administration of steroids. The 
mechanism of the waning response is not known; 
it may be related to increasing severity of the dis¬ 
ease, the development of circulating antihormones, 
or partial inactivation of ACTH by tissue enzjmies 
at the site of injection. However, a similar clinical 
tolerance may develop with the orally administered 
compounds. The response may be restored by in¬ 
creasing the quantify of medicament, by changing 
the compound, or by the readministration of corti¬ 
cotropin. In a patient 59 years of age the response 
to ACTH was excellent initially but nil during a 
subsequent recurrence; a similar trend was ob¬ 
served later with prednisone and with hydrocorti¬ 
sone. Currently, symptoms seem to be responding 
to triamcinolone but the outlook is uncertain, per¬ 
haps because of unresolved serious emotional prob¬ 
lems. In 10 to 15% of patients with ulcerative colitis, 
steroids fail to influence the disease even tempo¬ 
rarily; the factors involved are not known, though 
emotional disturbances seem to be important. In , 
a small number of patients drug sensitivity or al- 
lergv to ACTH limits the use of this preparation, 
ACTH and the adrenal steroids should not be 
prescribed routinely in ulcerative colitis, for numer¬ 
ous patients respond satisfactorily to swnptomafic 
surrportive therapy without the adrenal hormones. 
The principal indications are severe disease, recur¬ 
rent despite thorough’medical management in the 
hospital; acute fulminating colitis; and the presence 
of arthritis, iritis, and erythema nodosum. Steroids 
are contraindicated in the presence of irerfora- 
tion of the intestine, peritonitis, and abscess forma¬ 
tion. In severe ulcerative colitis complicated by 
malnutrition, electrolvte imbalance, and overdis¬ 
tention of the colon, steroids should be prescribed 
with the utmost caution during the rapid correction 
of these conditions. Steroids are not contraindicated 
necessarily in the presence of hemorrhage or penV 
colitis with peritoneal.irritation, for these complica¬ 
tions may respond dramatically. Pseudopolj'poid 
formation is not a contraindication, for a sustained 
favorable response to steroids may decrease the 
tissue hyperplasia significantly. A history of dia¬ 
betes mellitus or tuberculosis does not exclude the 
use of hormones, provided the indications other¬ 
wise are acceptable and appropriate supportive 
therapy is prescribed. Peptic ulcer is not an abso- 
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lute contriiinclication, for the incidence of ulcer 
durins» tl>e .steroid treatment of ulcerative colitis is 
low and colitis patients witii a history of ulcer may 
take the hormones without apparent harmful ef¬ 
fects. 

Steroid therapy, in most cases, must be ■ main¬ 
tained for long periods, as premature reduction in 
dosage or discontinuation of medication is not in¬ 
frequently followed hy the relapse or recurrence of 
symptoms. Ideally, the steroids are discontinued 
when the feces contain no occult blood, bowel 
function is normal, the blood coll counts and sedi¬ 
mentation rates have returned to normal, and there 
is procto.scopic indication of healing. Roentgeno¬ 
logic evidence of healing, e.scept for the disappear¬ 
ance of marginal serration and ulceration, is not to 
be c.vpcctcd in ulcerative colitis until after pro¬ 
longed impros’cmcnt. ^^'hile the withdrawal of ster¬ 
oids may occasionally be difficult, the gradual dis¬ 
continuation of medication in patients who have 
responded adequately usually is accomplished un¬ 
eventfully. 

-ACTH and the adrenal stcr<iids are capable of 
causing many complications." The most common are 
the symptoms (if adrenal cortical hyperfunction, or 
Cushing’s syndrome (edema, moon-face, acne, “buf¬ 
falo obe.sits’,” and hypokalemic hypochloremic alka¬ 
losis). Hypertension, hyperglyceiiiia, glycosuria, 
and various infections, not uncommon with ACTH 
and cortisone, arc less frequent with the newer 
compounds. Restriction of sodium chloride has been 
less necessary with the newer steroids. Emotional 
disturbances, including psychotic reactions, occur in 
15% of cases and constitute an important but re¬ 
versible complication. The development of steroid 
psychosis necessitates prompt discontinuation of 
the medication and sedation; chlorpromazine, 100 
or 200 mg. daily, is especially s’aluable for this pur¬ 
pose. The striking improvement in the colitis during 
the psychosis is of interest. 

Giant ulceration, perforation of the intestine, and 
hemorrhage, important complications of the disease 
in the absence of steroids, have not increased in 
frequency during hormonal therapy, in my experi¬ 
ence. Persistent hemorrhage in ulcerative colitis 
usually is ascribable to the intense vascularity of 
the hyperplastic intestinal wall, and steroids occa¬ 
sionally reduce the bleeding by decreasing the tissue 
hyperplasia and perhaps by decreasing vascular 
permeability. Excessiv'e friability of the intestinal 
Willi has not been encountered in those patients 
given steroids and later requiring operation. The 
incidence and ser'eriti' of complications during 
steroid therapy can be reduced by constant, careful 
clinical and laboratory observations, by the routine 
prophylactic administration of sulfonamides, and 
by the prompt correction of anemia, hypoproteine- 
mia, and electrolyte and fluid imbalance. Frequent 
measurements of the serum electrolytes, erythrocyte 
and leukocyte counts, blood sugar level, and urine 
facilitate early recognition and prompt treatment 


of the various complications. Potassium deficits are 
corrected by the intravenous administration of 40 
to 160 niEq. of potassium chloride daily; orally 
administered potassium salts are irritating to the 
intestine in many patients with ulcerative colitis 
and are not prescribed routinely. 

In general, the adrenocortical hormones appear 
to be useful adjuncts to tbe comprehensive treat¬ 
ment of ulcerative .colitis, acting as “therapeutic 
bridges,’’ initiating and potentiating the recovery' 
phase, facilitating control of severe recurrences, and 
providing an opportunity for “total treatment.” 
Their use at present seems to have lowered the 
mortality and to have decreased the need for sur¬ 
gery. ^^^len prescribed with proper supervision and 
vigilance, the adrenal steroids can be administered 
with relative safety for long periods to patients U'ith 
ulcerative colitis. Under steroid therapy rectal 
strictures decrease or disajrpear, and the roentgeno¬ 
logic appearance of the colon may improve signifi¬ 
cantly. Not infrequently, the clinical response is 
maintained for years after discontinuance of the 
steroid therapy. 

The precise mechanism of action of ACTH and 
the adrenal steroids is not known. There is no evi¬ 
dence of direct pituitary or adrenal dysfunction in 
ulcerative colitis and the fundamental character of 
the disease apparently is not altered permanently 
by corticoid therap)'. As in other illnesses, the 
steroids reduce the vascular and tissue responses to 
inflammation and suppress the accompanj’ing toxic 
reaction. Perhaps they also influence some type of 
hypersensitivity mechanism in ulcerative colitis or 
inhibit the iu oduction of bacterial endoto.xin within 
tire colon. Their ultimate effect on the course of the 
disease and on the fundamental disease process re¬ 
mains to be determined. 

Miscellaneous Materials 

Many drugs and techniques have proi'ed ineffec¬ 
tive in the treatment of ulcerative colitis. These 
include antilysozyme compounds, polyvalent anti¬ 
dysentery serum, bacteriopliage, antihistaminics, 
antithyroid drugs, ascorbic acid, cobra venom, 
enemas containing chemicals such as chloroazodin 
(Azochloramid), tannic acid, acriflavine, and silver 
nitrate, parathyroid extract, intracolonic adminis¬ 
tration of oxygen, hydrochloric acid, insulin, isonia- 
zid, liver extract, epinephrine, posterior pituitary 
injection (Pituitrin), mucin, rutin, and salicylates. 
Enemas containing cod liver oil or aluminum hy¬ 
droxide and kaolin may provide s>'mptomatic relief 
in mild colitis but they do not influence the disease 
significantly. Psyllium hydrophilic mucilloid (Meta- 
mucil), by absorbing e.vcessive fluid from the feces, 
may produce a more formed bowel movement. The 
combination powder of bismuth suircarbonate, cal¬ 
cium carbonate, and calcium phosphate, in equal 
doses of 1.3 Gm. each, is prescribed occasionally 
for a similar purpose. Elimination diets have not 
proved especiallj' helpful, in my e.vpcricnce. Tlie 
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clinical effect of various vaccines probably is 
analogous to the' “non-specific protein shock” pro¬ 
duced by tj'phoid vaccine, artificial fever, or foreign 
protein. There appears to be no satisfactorj' ra¬ 
tionale for the administration of acid-alcohol ex¬ 
tracts of intestinal mucosa from hogs in ulcerative 
colitis. The use of antiamebic drugs for presumptive 
amebic infections is ineffective in ulcerative colitis 
and often increases the abdominal discomfort and 
the diarrhea. 

Surgical Considerations 

The frequent recurrences of the disease and the 
recent improvements in surgical technique have 
increased interest in the operative treatment of 
ulcerative colitis.'” In my e.vperience, surgery is 
required in 10 to 15% of patients. The absolute 
indications are perforation of the colon, extensive 
poljq)osis, carcinoma, persistent massive hemor¬ 
rhage, and stricture of the colon with obstruction. 
Colectomy may be necessary in patients with ex¬ 
tensive persistent perirectal infection and fistula 
formation. Surgery also may be required in patients 
not responding to comprehensive medical manage¬ 
ment, including steroids, in the hospital. “Chronic 
invalidism” and “failure of medical treatment” are 
highly arbitrary designations, requiring thorough 
evaluation. Careful analysis often reveals inade¬ 
quate treatment rather than irreversible disease. 
Thus, many patients previously advised to undergo 
surgery have responded satisfactorily to skillful 
medical management. An outstanding example is 
tliat of a young woman with severe colitis, who, in 
1934, was advised to undergo an ileostomy. The 
procedure was delayed by an upper respiratory in¬ 
fection, and during this interval the clinical im¬ 
provement was so pronounced that operation was 
postponed indefinitely. The proctoscopic appear¬ 
ance of the intestine gradually returned to normal. 
Subsequently, there was striking reversibility in the 
roentgenologic appearance of, tlie colon. The pa¬ 
tient remains well nearly 25 years later, without 
surgical treatment. Similar reversibility of the dis¬ 
ease has been noted recently in two patients, one 
of whom was advised to undergo surgery in 1946 
and in both of whom tire roentgenologic appear¬ 
ance of the colon now is no.rmal. The decision for 
operation should not result from frustration with a 
difficult problem nor should it be determined ex¬ 
clusively by economic considerations, though the 
financial burden imposed by the illness cannot be 
ignored. 

The increased incidence of carcinoma in patients 
with ulcerative colitis presents a serious therapeutic 
dilemma.” Surgeiy' often is advised in patients with 
colitis of 10 or more years’ diuation, as a preventive 
measure. However, routine colectomy and ileostomy 
in voung men and women, otherwise in excellent 
healtli, seems undesirably radical; careful evalua¬ 
tion of each patient clinically, roentgenologically, 
and by exfoliative cytological study of colonic 


washings seems preferable. There is no decisive 
evidence that inflammatory pseudopolyposis direct¬ 
ly predisposes to carcinoma in' ulcerative colitis; 
hence, this situation is not necessarily an indication 
for operation. Surgery is not indicated for rheuma¬ 
toid arthritis, anemia, iritis, or pyoderma gangre¬ 
nosum, excejDt under unusual circumstances, since 
these complications respond to medical manage¬ 
ment. Patients with cirrhosis, portal hypertension, 
and esophageal varices with hemorrhage may un¬ 
dergo portacaval or splenorenal shunts successfully 
and subsequently maintain satisfactory health with¬ 
out need for colectomy. Surgery is hazardous and 
usually contraindicated in patients with ileocolitis; 
the associated steatorrhea rhay be identified by 
measurements of the plasma carotene and the ex¬ 
cretion of fat in the feces. 

When surgery is necessary in ulcerative colitis, 
the procedure of choice usually is total colectomy 
and ileostomy performed in one or two stages. 
Chemotherapy and advances in medical and surgi¬ 
cal care, in anesthesia, and in operative technique 
have reduced the operativ'e mortality, significantly. 
Improvements in tlie construction of the ileostomy ’ 
and in ileostomy appliances, and intelligent discus¬ 
sion of tlie operation with the patient, together-with 
the helpful advice of other ileostomy patients, have 
greatly facilitated the adjustment to the procedure. 

Ileostomy alone does not cure ulcerative colitis. 
Subtotal resection of the colon and anastomosis of 
the ileum to the sigmoid or rectum seems possible 
only in those few patients who are without demon-, 
strable involvement of the rectum.. Abdominoperi¬ 
neal resection is necessary when the rectum is - 
severely diseased and the source of recurrent bleed¬ 
ing and infection. In segmental colitis of the cecum, 
ascending colon, or transverse colon which does not 
respond to adequate medical treatment, the ojiera- | 
five procedure usually is limited resection and 
restoration of normal intestinal continuity. The pro¬ 
cedures of vagotomy and pelvic autonomic neurec¬ 
tomy apparently have not been adopted generally. 

A unique surgical approach involves electrocoagu¬ 
lation of a small prefrontal area, in the brain, 
attempting to interrupt the connection between the 
frontal convolutions, the thalamus, and the hypo¬ 
thalamus. The objective presumably is to eliminate 
cerebral control of the autonomic centers in the 
diencephalon and to decrease neurogenic stimula¬ 
tion of the intestine; the rationale and the effective¬ 
ness of this procedm'e in ulcerative colitis cannot 
be evaluated at present. 

Surgical treatment often is the only effective 
method of restoring patients with chronic ulcerative 
colitis to a useful life; at times, the operation is life¬ 
saving. However, tlie operative results are not uni¬ 
formly successful.The possible complications after 
surgerj' include bleeding, prolapse, infection, fistula 
formation, perforation and stenosis of the ileostomy, 
ulceration of the skin, intestinal obstruction, thfe 
development of enteritis, and severe electrolyte and 
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fluid dcficieiicic.s. The inadequate intake of food, 
c.Kccssivc loss of nitrogen in the feces, and the pro¬ 
longed administration of large amounts of steroids 
may cause serious nutritional depletion, delaying 
wound healing and predisposing to infection. How- 
e\’er, the careful use of steroids and prophylactic 
chemotherapy and adequate nutritional care permit 
many patients to negotiate the surgical procedure 
without serious didiculty. In such cases the quantity 
of steroids is increased temporarily, immediately 
preceding, during, and after operation (cortisone, 
300 mg., or hydrocortisone, 200 mg. intramuscularly 
or 100 mg. intrax’cnously fra- 24 hoin-s). The medi¬ 
cation can he discontinued gradually during the 
first two weeks of convalescence, if so desired. 

Coinment 

The chronicity, recurrences, and many com]ilica- 
tions of ulcerative colitis present a uniq'acly com¬ 
plex therapeutic problem. Treatment continually is 
dominated hv the critical question as to the poten¬ 
tial reversibilit)’ of the disease; the answer, not 
easily given, will determine the choice between 
medical or surgical management. If the patient re¬ 
sponds favorably’ to medical treatment, will the 
effect be sustained? Is colitis ever cured or can it 
be controlled sufficientlv to permit an economically 
self-sufficient, useful life? IVhat constitutes ‘‘med¬ 
ical failure”? What are the dangers of chronic 
invalidism for the adult, retarded growth develop¬ 
ment for the child, or life-threatening complications 
for all patients? These problems are less critical in 
those with mild or moderately severe ulcerative 
colitis. Individuals with mild, remitting disease re¬ 
spond to coiu’entional therapy with rest, sedation, 
antispasmodics, diet, vitamins, antibacterial ther¬ 
apy, and the “psychotherapy” provided by the 
attending physician. Patients with moderate or se¬ 
vere colitis, in addition, may require transfusions 
of blood and plasma, parenterally given fluids, iron 
given intramuscularly, and ACTH and the adrenal 
steroids. Although the disease tends to recur, the 
response to these treatments often is favorable. 

The therapeutic problem is most critical, of 
course, in patients with fulminating colitis, continu¬ 
ously active colitis, or severe recurrent disease. The 
differing opinions concerning medical therapy and 
surgical treatment concern these cases particularly. 
In this dilemma, the advances in surgical technique 
seem to offer a most attractive and apparently ra¬ 
tional solution. Complete removal of the colon and 
rectum does indeed “cure” the disease, with highly 
satisfactory^ occasionally dramatic results. Never¬ 
theless, as emphasized previously, surgery does not 
always solve the problem of the colitis patient; and 
ileostomy, no matter how effective, is not tlie ideal 
solution. The course after operation may be more 
serious than previously, as in a young man who 
died from diarrhea with extreme electrolyte deple¬ 
tion and dehydration, a young man who developed 
recurrent obstruction of the ileostomy and exten¬ 


sive enteritis, terminating in death, or the young 
woman who, after total colectomy and ileostomy, 
developed obstruction of the ileostomy, ascending 
ileitis, volvulus of the small intestine, subdiaphrag- 
matic abscess, an abdominal pseudocyst, iron-defi¬ 
ciency anemia, recurrent intestinal obstruction, 
perforation of the small intestine, and fatal peri¬ 
tonitis. The vast majority of experienced physicians 
and surgeons accept the fact that most patients 
with ulcerative colitis, perhaps 80 to 90%, are 
capable of responding to thorough medical man¬ 
agement, especially if the program emphasizes 
complete healing of the active disease during pro¬ 
longed hosi^italization, maintenance of general 
health, identification and resolution of emotional 
problems, avoidance of dietary or medicinal agents 
known to precipitate recurrences or aggravate the 
disease, added precautions during respiratory infec¬ 
tions and other intercurrent illness, and avoidance 
of fatigue, loss of sleep, overwork, and excessive 
responsibility. 

The therapeutic problem, then, is to select the 
10 to 15% of patients with irreversible disease or 
with complications unresponsive to medical meas¬ 
ures. This selection should not be arbitrary, for it 
often is difficult to predict initially the degree of 
improvement to be anticipated in many patients. 
Some individuals with apparently hopeless colitis 
improve dramatically on medical treatment and re¬ 
main well. Other patients apjDearing less severely ill 
initially for some unknown reason fail to respond 
and ultimately require surgei-)'. Therefore, except 
in the presence of serious complications, it has 
seemed more desirable to undertake detailed obser¬ 
vation and a “therapeutic test” under careful super¬ 
vision in the hospital. Patience and unremitting care 
are indispensable ingredients to the successful 
medical management of ulcerative colitis. The em¬ 
phasis should be on total treatment, with utilization 
of all appropriate measures. The many favorable 
responses to prolonged medical management and 
the occasional transitions of diseased intestine to 
normal emphasize the potential reversibility of ul¬ 
cerative colitis.A significant corollary of this con¬ 
cept is the expectation that the knowledge from 
additional clinical studies of the disease, together 
with laboratory investigations of the problem, even¬ 
tually will produce more effective treatment of this 
devastating illness. 

950 E. 59th Sf. (37). 

This study was supported in p.irt by the M'allach Fund 
for Researcli in G.astrointestinal Diseases (University of 
Chicago) and by a grant-in-aid from tire National Institutes 
of Health (National Institute for Arthritis and Metabolic 
Diseases). 
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CONGENITAL BRANCfflOGENOUS ANOMALIES 
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Persons with congenital anomalies of branchio- 
genous origin present varied and interesting clinical 
findings. Occurring about the ears or on the neck, 
these lesions may appear in some patients only as 
insignificant, asymptomatic pits and in others as 
evident cysts or fistulas. Such lesions may be uni¬ 
lateral or bilateral, and they may be associated wth 
other congenital anomalies. In some cases, because 
of the depth or the partial or complete obstruction 
of their tracts, or because of secondary infection, 
they may offer problems in diagnosis and therapy. 
This paper is a summary of the cases of 21 hospi¬ 
talized patients with branchiogenous anomalies 
seen at Walter Reed Army Medical Center from 
1950 to 1955. 
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Read before the Section on Dermatology at the 107th Annual Meet- 
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Branchiogenous anomalies are of interest 
because of the varying clinical pictures they 
present after secondary infection or occlu¬ 
sion. Although the diagnosis of a branchio¬ 
genous anomaly may be evident, at times, it 
is difficult to evaluate the depth or extent of 
the associated tract. The differential diagno¬ 
sis includes tuberculous and nontuberculous 
lymphadenitis, other infectious processes, 
tumors of the carotid, hygroma, dermoid 
cysts, lipomas, neurofibromas, hemangiomas, 
and lymphangiomas. Thorough surgical eval¬ 
uation and competent extirpation should be 
carried out. Inadequate treatment of these 
lesions by sclerosing agents, such as phenol, 
or by incomplete electrosurgical measures 
often results in partial obliteration of these 
tracts, with subsequent secondary infection 
and unnecessary scarring and disfigurement. 
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ClnssiRcnlion and Development 

Clossificadoii and ZVo(?icnc?flf«rc.—Various classi¬ 
fications and nomenclatures for lesions of branchio- 
genous origin have been oflered. The two broad 



Fig. 1.—A, human stages of branchial nrclics at 5 weeks. 
B, .anomalies of branchial apparatus in man showing relation¬ 
ships of cysts and fistulas (published with pennission of \V. B. 
Saunders Company). 

groups, based primarily on anatomic location, are as 
follows: 1. Anomalies which occur in tlie preauri- 
cular areas and are known as preauricular pits, 
cysts, or fistulas. These have also been called “sinus 
preauricularis congenita,” "branchial fistula in the 
e.vtemal ear,” “fistula auris congenita,” and ‘lielical 
fistula.” ’ 2. Branchiogenous anomalies which occur 
anterior to the sternocleidomastoid muscle in a 
general linear arrangement from the mandibles 
to the manubrium. Clinically, such lesions are 
usually cysts or fistulas. Vdiile either may be pres¬ 
ent anywhere in this distribution, Ladd and Gross “ 
state that cysts are prone to lie higher in the neck 
tlian tlie cutaneous openings of fistulas. This ob- 
sers'ation has been true in the present series. 

Again, die nomenclature of these lesions in the 
neck is not standard; cysts have been known as 
lateral cervical cysts, lateral cysts of the neck, 
branchial cysts, and congenital cysts of the neck. 
Fistulas have been called lateral cervical fistulas, 
congenital sinuses, and persistent branchial clefts. 

Embryology.—Conflicting opinions have been pre¬ 
sented regarding the embryologic development of 
these congenital lesions, and there is no uniformly 
accepted opinion as to their exact evolution. The 
following explanation has been presented by 
Arey": Five branchial arches, separated by four 
branchial grooves, appear in the fourtlr week of 
development of tlie human embryo (fig. lA). At 
the level of these external groves, the developing 
pharynx bulges outward from the entoderm to be¬ 
come the pharyngeal pouches. In the sequence of 
normal development, the epidermis of each groove 
and the entoderm of the complementary pouch 
meet, unite, and finally become obliterated. The 
anomalies discussed in this paper result from an 
incomplete obliteration of these grooves during the 
later developmental cycle. 


The auricle develops around the first branchial 
groove, its tissue being formed by tlie first and 
second branchial arches (mandibular and hyoid). 
During the sixth week, six primitive hillocks appear 
on these parts. Earlier, it was felt that the auricle 
developed in a precise manner from tliese hillocks 
and from an auricular fold of the hyoid integu¬ 
ment. Later studies are controversial; some investi¬ 
gators even assert that the entire auricle, except 
for the tragus, is of hyoid origin. Anomalous de¬ 
velopment in this region results in pits or fistulas 
of varying depth about the ear (fig. IB). 

Tile majority of tlie more caudad lesions of tlie 
neck are said to be derived from the second 
branchial groove. Various types of lesions result 
from the residuals of incompletely closed ecto¬ 
dermal grooves or pouches. Fistulas may communi¬ 
cate between tlie external surfaces of the neck and 
the pharynx; blind fistulas may lead from tlie 
pharynix or, more commonly, from the skin of tlie 
neck as a result of a persistent ectodermal groove 
or entodermal pouch.^ 

Results of Study 

Locations of the lesions in this group of 21 pa¬ 
tients are shown in figure 2. Lesions occurred in 
the preauricular areas in seven patients. In four of 
these, the lesions were bilateral; one had both 
preauricular pits and fistulas in tlie neck. In three 
instances, small preauricular pits were noted only 
as incidental findings in newborn infants. In the 
four other patients, all adults, the findings were 
more significant; mucoid drainage was noted from 



Fig. 2.—Location of congenital branchiogenous lesions in 
this series of patients. 


one tract and purulent exudates from the others. 
The deptli of tliese tracts was variable; however, 
in one patient the length was 5 cm. The depth was 
demonstrated either by diagnostic procedures or 
by surgical dissection. Operation was performed 
in three instances. Histological study of the excised 
material revealed stratified squamous epitlielium 
lining the tract. The underlying rete pegs were 
normal, and no skin appendages were described. In 
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l>’ing between the external and internal carotid arteries and 
extending to tlie palatine tonsil. Histological examination re¬ 
vealed a sinus tract lined xvitli ciliated columnar epithelium. 

Comment 

Branchiogenous anomalies are of interest be¬ 
cause of tlie varying clinical pictures they present 
after secondary infection or occlusion. In some pa¬ 
tients, the drainage from an apparently insignificant 
orifice may cause pyodermas or infectious eczema- 
toid dermatitis in tlie surrounding skin. Such lesions 
may simulate granulomas or carcinomas. Other 
" s may become occluded and form cysts which 
become secondarily infected, or, in some in- 
•f's, they may enlarge sufficiently to produce 
■- 1 ^ symptoms. 

Although the diagnosis of a brapchiogenous 
>mal\' may be evident, at times it is difficult 
• evaluate the depth or extent of the associated 
whicli can vary in length from 1 to 10 cm. 



Fig. 7 (case 2).—Dissected fistulous tract. 


and occasionally extend as through-and-through 
(skin-to-pharynx) sinuses. These sinuses may have 
divergent offshoots and x'ar}' in the character of 
their linings from stratified squamous and columnar 
;«‘Y'f^%eliuin to nonspecific fibrous tracts. In the 
Tv ^eeV, fiiey often lie in close proximity to important 
^sttuctures, such as the carotid vessels and 

V^Wvans. - , T, i' 

VikiraifieTenUal diagnoses, Neel and Pember- 
mdttde tuberculous and nontuberculous 
other infectious processes, tumors of 
••>«Ahxooma, dermoid cysts, lipomas, neu- 
cle; h>Tv--».W?inomas, and lymphangiomas, 
.unnon. Drato^dt - : 

urulent in six f^Y^P^^ed 

escribed by three^^ y 3 o r 

indemess and pres*" 

•acts xvere evacuat^. 


in 
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Adequate diagnostic studies should be carried out 
to evaluate these lesions prior to treatment. In order 
to determine their extent, procedures should in¬ 
clude careful probing or installation of radiopaque 
material followed by radiography. It may also be 
necessary when attempting dissection, to delineate 
the tracts xvitli- a stain, such as methylthionine 
chloride (methylene blue).’’-The details of surgical 
techniques used in the treatment will not be de¬ 
scribed, but it is important to emphasize that 
thorough surgical evaluation and competent extir¬ 
pation should be carried out. Inadequate treatment 
of these lesions by sclerosing agents, such as phenol, 
or by incomplete electrosurgical measures often 
result in partial obliteration of these tracts with 
subsequent secondary infection and unnecessar)' 
scarring and disfigurement. 

Summary 

Among a group of 21 patients with congenital 
branchiogenous anomalies studied at Walter Reed 
Army Hospital from 1950-1955, preauricular pits 
and fistulas were present in 7; in the other 14 pa¬ 
tients, lesions occurred as cysts usually at the angle 
of the mandible or as fistulas in the lower one-third 
of tlie neck. Complications from branchiogenous 
anomalies result from secondarj' infection or from 
pressure. It is necessary to differentiate these lesions 
by adequate studies from benign and malignant 
tumors or from chronic infections. When treatment 
of these lesions is required, thorough surgical ex¬ 
tirpation is indicated rather than a metliod which 
would result in incomplete obliteration of the tract. ^ 

TJie Medic.n] Illustration Section, M'alter Re.ed Army Hos- 
irital, and tlie Arnred Forces Institute of Pathology supplied 
some of the photographs used in this paper. 
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vuti' fouiitl in llio iiiid-iK'fk iiIdiih iIk' iiialini itiirdor of tlic, 
slcnuKli'idoiliasloid tiuisolc (fiir- -1). A imitoid diM'ftari'c 
iviiU Iio oxiin'-.'.cd fioin tlicNc iU'ons. .Synimctncally iiluivd 
iSu were ;dso pix'soiit on tlio iintodof liolix' of l)o(li cnis, and 
ikrc was hUrnniUonl dniinaKO fnmi tlioso .sinnscs. Thn 



Fig. 5 (ease 1).—UocnlKcnnjirain wilh dcliiic.ilion and cx- 
lont of tract .sliown Iiy iodized oil (Lipiodol)-filled poly- 
clliylcno lube. 


lesions on the anterior helix and in the neck were diajtnosed 
as multiple congenital branchiogenons anomalies. During the 
p.iticnt’s hospitalization the deafness was found to be bilateial 
ami of nndetennined origin, initially, a Maieo aii'-eondnctiou 
liMring aid was lilted for the left ear in October, 1953, and 
aao month later a contact dermatitis, apjiarcntly due to the 
-• I'c.iring mold, developed. This was associated with secondary 
infection of the external car and of the preanricular sinuses. 
Tlicse complications subsided 'on .symptomatic treatment, and 
tile p.aticnt was later discharged. 

Tile patient w.as rc.admittcd March 12, 1954, with a his¬ 
tory of recurrent dermatitis with secondary infection about 
the ear, apparently due to the hearing mold. Ihe fistulas of 
tile neck were draining, and Staphylococcus pyogenes vai. 
aureus resistant to irenicillin but sensitive to other antibiotics 
was isolated. 

Itocntgenographie studies of sinus tracts of the neck witli 

Use of iodized oil (Lipiodol) revealed a branchiogenons fis¬ 
tula beginning on the level of C-5 on the right, extending 
diglitly medial to the angle of the jaw, and appearing to end 
at about the base of the neck laterally. A subseciuent x-ray 
of the soft tissues of the neck after catheterization of the 
sinus on tlic left showed a polyethj’lene tube, filled 
iodized oil, wliich extended from the clavicle on the lelt 
superiorly with a concentration of the contrast medium ex¬ 
tending into the pharynx at tlie level of C-2 (fig. 

June 0, 1954, wilh the patient under general cndotraclica 
•'ipesthcsia, the right tract was surgically excised. This trac 
"■as noted to pass in close irroxiinity to the external anc in ^ 
tern,'ll carotid arteries anteriorly and xvas followed to ic 
pharyngeal xvall. The left tract was removed from a similar 
■trea. After operation, hemorrhage dex'clopcd a lOUt le 


wound in the neck, xvhieh resulted in respiratory difficulties 
with laryngospasm. This was sufficiently severe to require a 
tracheotomy on June 10, at which time a large clot of blood 
was evacuated from the wound. After this procedure, the 
patient made a gradual but uneventful recovery. 

Pathological studies of the dissected tracts revealed tubular 
structiirc.s which were lined, in some portions, with stratified 
.s'lliiamoiis epithelium and, in other areas, by pseudostratified 
ciliated columnar epithelium. The surrounding tissue was 
densely infiltrated with lymphocytes to forni lymphoid aggre- 
galcxx-. 

Prior to tlic patient’s discharge on Sept. 17, 1954, hearing 
molds, made of another plastic material so that xvearing could 
he alternated, were fitted to each ear of this patient. 

Case 2.— A 22-ycar-old man (fig. 2, no. 20) was admitted 
on J.m. 25, 1952, with a sinus, on the right side of his neck, 
which had been draining purulent material intermittently for 
as long as he could remember. There was no family history 
of similar lesions. 

Examination showed a small elevation on the right side of 
the base of die neck with a centr.al opening and niucopuni- 
lent drainage. This orifice communicated witli a palpable 
.x.ic extending upward on the right side. Tliis appeared ad- 
herent to tlie deeper structures aboi'e, since it retracted when 
the patient sivallowed. The thyroid gland was not palpable. 
To detennine the depth of the tract, iodized oil was instilled 
and roentgenograms were made (fig. 6). These demonstrated 
that the tract extended from the right supraclavicular area at 
the level of D-2 to the level of C-3. The inferior end com- 



Fig. 6 (case 2 ).-Roentgenograms showing iodized oil 
(Lipiodol)-filled tract: A, anteroposterior view and. B, lat¬ 
eral view. 


miinicatcd with an ovoid cystic structure located superficially 
in the anterior portion of the neck at the level of D-1 or D-2. 
A diagnosis of branchiogenous'sinus was made. 

In February, 1952, with the patient under general endo¬ 
tracheal anesthesia, the entire fistula xx’as dissected (fig. ti¬ 
lt was shown to extend for a distance of approximately 7 cm., 





92/444 


BRANCHIOGENOUS ANOMALIES-JACOBS ET AL. 


J.A.M.A., Jan. 31, 1959 


one specimen the dermis was infiltrated ^\dth neu¬ 
trophils with an infiltrate of plasma cells and 
Ij^mphocytes at the periphery. 

Lesions in the neck were present in 14 other 
patients. The t\vo clinical tj’pes seen were (1) 
those e\'idenced as firm, freely movable cysts and 



Fig. 3.—Diagrammatic history of family with branchioge- 
nous anomalies of lower neck, showing evidence in three 
generations. 


Surgical excision of the tracts was performed in 
six patients. These tracts were often in close prox¬ 
imity to major deep neck structures, such as the 
carotid arteries and jugular veins, and required 
careful dissection for their removal. In two in¬ 
stances the tracts, after'complete dissection, were 
shown to terminate adjacent to tire pharynx; in one, 
a pharyngeal opening was demonstrated. 

In summarizing associated anomalies in this 
group of 21 patients, one individual had both 
bilateral preauricular pits and sinuses in the neck 
and was the only patient shomng multiple bran- 
chiogenous anomalies at several levels. Among those 
patients witlr preauricular lesions, otlier anomalies 
noted were multiple hemangiomas of the hand and 
forearm in one newborn infant, a deformed auricle 
in one, and bilateral perceptive deafness in three. 
Wdrile several reports confirm the presence of hered¬ 
ity factors in preauricular lesions, none was noted 
in our group. In the group of 14 patients voth 
branchiogenous anomalies in the neck, however, 
3 gave a family history of this condition occurring 
over several generations. The diagnostic history of 
one family is presented in figure 3. No other 
anomalies were observed in this group. 


(2) those \\nth openings on the skin of the neck 
witli associated fistulous teacts. 

Cystic lesions in the neck were observed in seven 
patients. All of these occurred at the angle of the 
mandible, except in die patient in case 18, in 
whom die tumor was located just above the mid- 
third of the clavicle. The cystic structures were 
unilateral, freely movable, and nontender, and 
they varied in diameter up to 5 cm. In one patient, 
rapid growth of die mass was noted, and various 
diagnoses, including parotid tumor, lymphatic 
tumor, and aberrant thjToid gland, had been enter¬ 
tained. In five patients the cysts were surgically 
excised, and histological examination showed 
stratified squamous epithelium lining the cysts and 
lymphoid tissue which contained well-defined 
^germinal centers. 

■i Tliere were fistulous lesions with openings in the 

! neck in the other eight patients, widi only two 
showing bilateral orifices. Tliese lesions tended to 
be present in the lower diird of die neck. The 
orifices varied in appearance from small asympto¬ 
matic pinpoint openings to an inflamed, tender, 
swollen mass which, in one patient, suggested a 
furuncle; In’perpigmentation about the ostia was 
common. Drainage was mucoid in two and frankly 
purulent in six patients. Periodic drainage was 
described by three patients in whom symptoms of 
tenderness and pressure were relieved when the 
tracts were evacuated. 



Fig. 4 (case 1).—Branchiogenous anomaly with sinuses in 
lower neck and jjifs anterior to helix. 


Report of Cases 

Case 1.—A 21-year-old man was admitted to Walter Heed 
Army Hospital on Sept. 23, 1953, with a complaint of partial 
deafness which had axisted since birth (fig. 2, no. 21). He 
also described repeated troublesome infections occurring in 
small sinuses in his mid-neck. A family history of deafness in 
the patient’s father and paternal grandfather was given, and 
there was a history of “cysts of the neck for several genera¬ 
tions.” On examination, two symmetrical draining sinuses 
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Fig. 5 (casu 1).—Boentgenogram witli delinunlion and ex¬ 
tent of tract .sliown by iodized oil (Lipiodol)-filled poly- 
clliylcno tube. 

lesions on the anterior helix and in the neck were diagnosed 
as nuiltiple congenital braneliiogenous nnoinalies. During the 
patient’s hospitalization the deafness was found to be bilateral 
ami of rmdetermined origin. Initially, a Maico air-conduction 
heating aid was fitted for the left car in October, 1953, and 
one month later a contact dermatitis, apparently due to the 
hearing mold, developed. Tliis svas associated witli secondary 
infection of the external car and of the preauricular'sinuses. 
Tlicse complications subsided'on symptomatic treatment, and 
the patient was later discharged. 

Tile patient was readmitted March 12, 1954, with a his¬ 
tory of recurrent dermatitis with secondary' infection .about 
the ear, apparently due to the hearing mold. The fistulas of 
the neck were draining, and Staphylococcus pyogenes var. 
aureus resistant to ticnicillin but sensitive to other antibiotics 
was isolated. 

Rocntgcnograiihic studies of sinus tracts of the neck with 
use of iodized, oil (Lijriodol) revealed a braneliiogenous fis¬ 
tula beginning on the level of C-5 on the right, extending 
slightly medial to the angle of the jaw, and appearing to end 
at about the base of the neck laterally. A subsequent x-ray 
of the soft tissues of the neck after catheterization of the 
sinus on the left showed a polyetliylene tube, filled with 
iodized oil, winch extended from the clavicle on the left 
superiorly with a concentration of the contrast medium ex¬ 
tending into the pharymx at the level of C-2 (fig. 5). On 
June 9, 1954, with the patient under general endotracheal 
apcsthc.sia, the right tract was surgically excised. This tract 
Was noted to pass in close jiroximity to the external and in¬ 
ternal carotid arteries anteriorly and was followed to the 
pharyngeal wall. The left tract was removed from a similar 
urea. After oircration, hemorrhage developed about the 


wound in the neck, which resulted in respiratory difficulties 
with laryngospasm. This was sufficiently severe to require a 
tracheotomy on June 10, at which time a large clot of blood 
was evacuated from the W'ound. After this procedure, the 
patient made a gradual but uneventful recovery. 

Pathological studies of the dissected tracts revealed tubular 
structures which were lined, in some portions, with stratified 
squamous epithelium and, in other areas, by pseudostratified 
ciliated columnar epithelium. The surrounding tissue was 
densely infiltrated with lymphocytes to fonn lymphoid aggre¬ 
gates. 

Prior to the patient’s discharge on Sept. 17, 1954, hearing 
molds, made of another plastic material so that wearing could 
be alternated, were fitted to cacli ear of this patient. 

Case 2.—A 22-ycar-old man (fig. 2, no. 20) was admitted 
on Jan. 25, 1952, with a sinus, on the right side of his neck, 
which had been draining purulent material intermittently for 
as long as he could remember. There was no family history 
of similar lesions. 

Examination showed a small elevation on the right side of 
the base of the neck with a central opening and mucopuru¬ 
lent drainage. This orifice communicated with a palpable 
sac extending upward on the right side. This appeared ad¬ 
herent to the deeper stnicturcs above, since it retracted when 
the patient swallowed. The thyroid gland was not palpable. 
To determine the depth of the tract, iodized oil was instilled 
and roentgenograms were made (fig. 6). These demonstrated 
that the tract extended from the right supraclasicular area at 
the level of D-2 to the level of C-3. The inferior end com- 



Fig, 6 (case 2).—Roentgenograms showing iodized oil 
(Lipiodol )-filled tract; A, anteroposterior view and, B, lat¬ 
eral view. 


inunicated with an ovoid cystic structure located superficially 
in the anterior portion of the neck at the level of D-1 or D-2. 
A diagnosis of braneliiogenous sinus was made. 

In February, 1952, with the patient under general endo¬ 
tracheal anesthesia, the entire fistula was dissected (fig. 7). 
It was shown to extend for a distance of approximately 7 cm.. 
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lying between the external and internal carotid arteries and 
extending to the palatine tonsil. Histological examination re¬ 
vealed a sinus tract lined xvith ciliated columnar epithelium. 

Comment 

Brancliiogenous anomalies are of interest be¬ 
cause of the var)'ing clinical pictures they present 
after secondary infection or occlusion. In some pa¬ 
tients, the drainage from an apparently insignificant 
orifice may cause pyodermas or infectious eczema- 
toid dermatitis in tire surrounding skin. Such lesions 
may simulate granulomas or carcinomas. Other 
fistulas may become occluded and form cysts which 
may become secondaril)' infected, or, in some in¬ 
stances, they may enlarge sufficiently to produce 
pressure symptoms. 

Although the diagnosis of a brancliiogenous 
anomaly may be evident, at times it is difficult 
to evaluate the depth or extent of the associated 
tract, which can vary in length from 1 to 10 cm. 
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Fig. 7 (case 2).—Dissected fistulous tract. 

and occasionally extend as tlirough-and-through 
(skin-to-pharynx) sinuses. These sinuses may have 
divergent offshoots and vary in the character of 
dieir linings from stratified squamous and columnar 
epitlielium to nonspecific fibrous tracts. In the 
^ neck, they often lie in close proximity to important 
deep structures, such as the carotid vessels and 
j jugular veins. 

In their differential diagnoses, Neel and Pember¬ 
ton ■* include tuberculous and nontuberculous 
lymphadenitis,.otlier infectious processes, tumors of 
die carotid, hygroma, dermoid cysts, lipomas, neu¬ 
rofibromas, hemanginomas, and lymphangiomas. 

Tlie association of brancliiogenous anomalies witli 
odier congenital anomalies noted in this reported 
series has been obsen'ed previously by other 
audrors,' as has die hereditary’ history obtained in 
some cases.*' 



Adequate diagnostic studies should be carried out 
to evaluate these lesions prior to treatment. In order 
to determine their extent, procedures should in¬ 
clude careful probing or installation of radiopaque 
material followed by radiography. It may also be 
necessaty, when attempting dissection, to delineate 
the tracts with- a stain, such as methyltliionine 
chloride (mediylene blue).’ The details of surgical 
techniques used in the treatment will not be de¬ 
scribed, but it is important to emphasize that 
thorough surgical evaluation and competent extir¬ 
pation should be carried out. Inadequate treatment 
of these lesions by sclerosing agents, such as phenol, 
or by incomplete electrosurgical measures often 
result in partial obliteration of these tracts with 
subsequent secondary infection and unnecessary 
scarring and disfigurement. 

Summary 

Among a group of 21 patients witli congenital 
brancliiogenous anomalies studied at Walter Reed 
Army' Hospital from 1950-1955, preauricular pits 
and fistulas were present in 7; in tlie other 14 pa¬ 
tients, lesions occurred as cysts usually at the angle 
of the mandible or as fistulas in the lower one-third 
of the neck. Complications from branchiogenous 
anomalies result from secondary infection or from 
pressure. It is necessary to differentiate these lesions 
by adequate studies from benign and malignant 
tumors or from chronic infections. When treatment 
of these lesions is required, thorough surgical ex¬ 
tirpation is indicated rather than a method which 
would result in incomplete obliteration of tlie tract. 

The Medical Illustration Section, Walter Rqed Army Hos¬ 
pital, and the Armed Forces Institute of Pathology supplied 
some' of the photographs used in this paper. 
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RADIATION THERAPY FOR STOMA ULCER OCCURRING AFTER 

SUBTOTAL GASTRECTOMY 

E\’crett D. Kiefer, M.D. 

inul 

Mngmi.s I. Smedal, M.D., Boston 


In the surgical treatment of duodenal ulcer, any 
operation whieh joins gastric mucosa to tire mucosa 
of the small intestine may be followed in an appreci¬ 
able proportion of. case.s by an anastomotic ulcer; 
subtotal gastrectomy provides no exception to this 
rule. 

Altlioagli it is geiierally accepted that subtotal 
gastrectomy with use of a Billroth 2 type of anas¬ 
tomosis has resulted in a lower incidence of recur¬ 
rent ulcer than the Billroth 1 resection, hemigas- 
trectom)', or gastroenterostom)', the number of 
stoma ulcers occurring after high resection is large 
enough to be significant. In a 10-year follow-up 
study of 351 consecuti\’c patients with duodenal 
ulcer who were subjected to the Billroth 2 subtotal 
gastrectomy, anastomotic ulcers developed in 6.6%.’ 

Stoma ulcer occurring after operation is a serious 
clinical development which nsnally presents a much • 
more difficult therapeutic problem than the primary 
duodenal ulcer. Conx'entional medical treatment 
with antacids and anticholinergic drugs ma)' relieve 
s\Tnptoms as long as the patient is at rest, but when 
normal activih' is resumed symptoms and signs of 
active ulceration are likely to recur. 

Evidence that the surgical treatment of gastro- 
jejunal ulcer is not satisfactory may be found in the 
report of Walters and associates." In patients with 
recurrent jejunal ulcer after gastric resection, vagot¬ 
omy produced achlorhydria in only one-half and the 
clinical results were unsatisfactory in 30%. Resec¬ 
tion of the anastomosis and a portion of the remain¬ 
ing gastric stump combined with a subdiaphragmat- 
ic vagotomy appeared to give the best surgical re¬ 
sults. However, this is a formidable procedure to 
recommend to a patient who has already gone 
through a major operation for relief of ulcer, and 
any further reduction of the size of the gastric 
stump may prove to' be a serious handicap to the 
patient’s nutrition after a second operation. 

Tliere is clinical evidence that the postoperative 
development of a stoma ulcer is in itself an indica¬ 
tion that the ulcer diathesis in the patient is so 
strong that peptic ulceration will occur unless a 
sustained and complete achlorhydria has been 
achieved. In patients who were subjected to resec¬ 
tion for stoma ulcer occurring after a previous 
operation, a second stoma ulcer developed in 14.5% 

From the departments of gastroenterology (Dr, Kiefer) and radiology 
(Dr. Smedal), the Lahey Clinic. 

Read before the Section on Gastroenterology and. Proctology at the 
107th Annual Meeting of the American Medical Association, San Fran¬ 
cisco, June 25, 1958. 


The effectiveness of roentgen radiation in 
depressing or abolishing glandular secretion 
con be turned to account in producing achlor¬ 
hydria far therapeutic purposes. Duodena/ 
ulcers occurring opposite the stoma after 
Billroth 2 operations were studied in 23 pa¬ 
tients. in order to reduce the secretion of acid 
by the gastric remnant, if was irradiated, 
generally with supervoltoge x-rays 12 mev.). 
The tissue dose was approximately 1 ,800 r in 
all cases. The resulting reduction in gastric 
acidity was variable and unpredictable, but 
analyses showed that achlorhydria or pro¬ 
nounced hypoch/orhydrio was present in 
more than half of the patients up to two 
years after irradiation. Clinically satisfactory 
results were obtained in 15 patients after one 
course of therapy. Experience indicated that 
potients in whom the achlorhydria persisted 
for three years were unlikely to have further 
ulceration or to need additional surgery. 


—more than twice the incidence observed in pa¬ 
tients operated on for duodenal ulcer.' Cases have 
been reported in which ulcers recurred after all but 
.a tiny remnant of stomach had been removed, but 
most clinicians will agree that total gastrectomy is 
too radical a surgical procedure for a benign con¬ 
dition. It is generally agreed that postoj>erative ul¬ 
ceration is dependent on the persistence of free 
hydrochloric acid in the secretions of the gastric 
stump, and all therapeutic plans have as their objec¬ 
tive either the neutralization or the elimination of 
the acid factor. 

The idea of using radiation in a deliberate at¬ 
tempt to produce gastritis and thereby reduce gas¬ 
tric secretion in cases of duodenal ulcer was first 
suggested in 1909 by Bassler.^ Bruegel ’ in 1917 and 
Holman and Lewis ’ in 1941 reported on the use of 
irradiation of the stomach in the treatment of duo¬ 
denal ulcer. During the last 10 years several studies 
have been made on the value of gastric irradiation 
in the treatment of peptic ulcer.® 

The amount of radiation generally used has 
ranged from 1,600 to 2,000 r delivered into the 
stomach. The reduction in gastric acidity produced 
by these dosages is variable and unpredictable, but 
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as a rule the acidity begins to diminish in hvo to 
four weeks after irradiation, continues to decrease 
for several weeks or months, and then tends to re¬ 
turn gradually to the same level as before treat¬ 
ment. Achlorhydria develops in about 12% of pa- - 
tients but may be transient. In the majority of pa¬ 
tients, pretreatment levels of acid secretion have 
been resumed in about two years. 

By gastroscopic and serial biopsy methods, tlie 
degree of inflammation of the gastric mucosa has 
been shown to parallel the effect on secretion.’ 
Acute irradiation gastritis develops, reaches a peak 
of severity, and then subsides—the mucosa in most 
cases returning to normal without fibrosis. In a few 
instances, some atrophy persists and prolonged hy- 
pochlorhydria or achlorhydria then is usually pres¬ 
ent. Although present evaluations indicate that ir¬ 
radiation therapy is best considered as an adjunct 
to conventional treatment of duodenal and gastric 
ulcer, it may well be more applicable in the man¬ 
agement of stoma ulcer after subtotal gastrectomy. 

Clinical Material and Methods 

Clinical Material.—This report is based on our 
experience with the use of supervoltage x-ray ther¬ 
apy in 23 patients with stoma ulcer after subtotal 
gastrectomy. Since the series is small and the fol¬ 
low-up period less than two years in the majority 
of cases, this paper must be considered a prelimi¬ 
nary report. Further long-term observations are nec¬ 
essary for final evaluation of the method. 

Only 1 of the 23 patients was a woman. Twelve 
had undergone gastric resection at the Lahey Clin¬ 
ic, and 11 had been operated on elsewhere. In ev¬ 
ery case gastric resection with a Billrotli 2 type of 
anastomosis had been used, and in only one did x'- 
ray e.xamination indicate that less than 70% of the- 
stomach had been removed. In seven cases the gas¬ 
tric resection had been carried out in an attempt to 
cure a stoma ulcer which had occurred after a pre¬ 
vious operation. In four cases vagotomy had been 
performed. Eight patients had been hospitalized 
for a trial of medical treatment which was unsuc¬ 
cessful. 

Dingnosis.—In IS of the 23 patients an ulcer 
crater on the jejunal side of the anastomosis was 
demonstrated by x-ray examination. In the remain¬ 
ing five, the only objective evidence of ulcer was 
hemorrhage from the gastrojejunal area. Free hy¬ 
drochloric acid was demonstrated in the gastric se¬ 
cretions before treatment in all but one patient, 
and in this patient only one examination was made. 
Inherent difficulties in gastric analyses after gastric 
resection make repeated tests necessary to determ¬ 
ine tlie true level of secretion. A high level of free 
acid may be considered extremely significant in the ' 
diagnosis of recurrent ulcer. 


Our method of obtaining gastric juice from the 
resected stomach was to keep the patient lying flat 
in the supine position with the tip of a Levin tube 
in the fundus. A fractional analysis was made with 
use of either Ewald’s test meal or histamine as a 
stimulant. The sample showing the highest titer of 
acidity was considered to be the significant speci¬ 
men. A high level of acid secretion by the gastric 
remnant was the rule in the 18 patients in whom a 
crater was demonstrated by x-ray; the free-acidity 
was 20 degrees or over in 12 and 40 degrees or over 
in 5. In tlie five patients without demonsb'able crat¬ 
er the free acidity was 20 degrees or over in two. 

Technique of. Irradiation.—Of the 23 patients, 2 
were treated by Dr. Joseph Marks at the New Eng¬ 
land Deaconess Hospital, Boston. One of these was 
given a second series of treatments at the Massachu¬ 
setts Institute of Technology three months later. 
Dr. Marks used 2 mv. of .x-ray and the same essen¬ 
tial technique as was used by us. Three patients 
were treated with 400 kv. of x-ray, half-value layer 
3.8 mm. Cu, in our radiology department at the 
Lahey Clinic. All the other treatments were carried 
out at the Massachusetts Institute of Technology, 
with 2 mv. of x-ray, half-value layer 12.8 mm. Cu 
at a target midplane distance of 125 cm. This was 
part of the cooperative program between'the Lahey 
Clinic and Professor John G. Trump and his asso¬ 
ciates. 

The tissue dose was approximately 1,800 r in all 
cases. The three patients treated at the clinic with 
400 kv. of x-ray received approximately 1,700 r. The 
plan of therapy is to give a tissue dose of 180 r five 
times weekly for two weeks, or 10 treatments. An¬ 
terior and posterior fields are used on alternate 
days. The patients are in a standing position, and, 
since we wish to treat only the gastric stump, field 
sizes usually do not have to be larger than 10 by 10 
cm. provided the localization is accurate. We con¬ 
sider the localization of portals highly important, 
and in our opinion one of the prime factors in pro¬ 
ducing poor results after x-ray tlierapy is lack of 
proper localization of the x-ray beam. 

Results 

Acid Secretion.—Because most of these patients 
lived some distance from Boston, it was impossible 
to check the gasti'ic acidity at regular fixed inter¬ 
vals. In all but four, however, gastric analyses were 
made at irregular interx'als after treatment. Alto¬ 
gether, 42 gastric analyses were carried out on 19 
patients during the first tu’o years after treatment. 
There was one during the third year and one dur¬ 
ing the fourth year. In all but one instance, the free 
acid titer was well below the free acid figure in 
that patient before irradiation. The tabulated re¬ 
sults (see table) show that achlorhydria or pro¬ 
nounced hypochlorhydria was present in over one- 
half of the patients up to two years after irradiation. 
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In 10 palieiil.s Icslccl within the first two months 
after x-ray therapy, the level of free acid was found 
to l)c reduced in comparison with the pretreatmenl 
fimire. The free hvdrochlorie acid level was 5 units 
or less in three patients, and in three achlorhydria’ 
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was present. In 12 patients tested during the fol¬ 
lowing four months (the period from two to si.v 
months after therapy), the free acid level was re¬ 
duced in all but one. It was less than 5 units in 
one, and achlorhydria was present in five. In 10 
patients tested during the second six-month period 
after therapy, the free acid level was reduecd be¬ 
low the pretreatment level in all. Achlorhydria was 
present in five; three pratients had 10 units, and 
two had 25 units of free hydrochloric acid. In 10 
patients tested during the second year after irradia- 
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Fig. 1.—Roentgenogram of anastomosis between gastric 
stump and jejunumj showing ulcer crater (arrotu) in jejunum 
just distal to stoma. Insert, spot view of stoma and crater. 


tion the free hydrochloric acid level was well below 
the pretreatment level in all. Two patients had less 
than 5 units, and achlorhydria was present in six. 

The results obtained in this small group of pa¬ 
tients give some hopeful indication that the re¬ 
covery of acid-secreting power of the fundal 


stump) is not as likely to occur as it is in the case of 
the irradiated intact stomach and that, if achlor¬ 
hydria or nearly comp)lete achlorhydria is once 
established, it may prersist. 

Ulcer Crater as Visualized by X-ray.—In 18 of 
the 23 pratients, the pretreatment diagnostic evi¬ 
dence included the demonstration of an anasto¬ 
motic crater by x-ray. In 12, diagnostic x-ray stud¬ 
ies after treatment showed that the crater had 
healed. In two others the crater disapjpeared only 
after a second course of irradiation treatment. Two 
p)aticnts lived too far away to return for follow-up) 
x-ray studies but reprorted that they were sympitom- 
frec one and one-half and eight p ears, respectively, 
after treatment. In the two remaining patients, 
craters were found 34 and 36 months after treat- 



Fig. 2.—Roentgenogram of anastomosis between gastric 
stump and jejunum four months after irradiation therapy, 
showing smaller mucosal folds and no ulcer crater. 


ment. Both of these patients had been spmiptom-free 
for almost three years, which would suggest that 
the primary crater had initially healed but subse¬ 
quently recurred. 

In some instances a post-treatment x-rap' exami¬ 
nation carried out less than two months after irra¬ 
diation showed that the crater was still present but 
reduced in size; these craters subsequently disap¬ 
peared. Figures I and 2 show x-ray evidence of 
the healing of a stoma ulcer after irradiation of the 
gastric stump. The observations on 18 pratients in 
whom anastomotic craters were demonstrated be¬ 
fore treatment indicate tliat tliese craters consist¬ 
ently heal if gastric acidity is abolished by one, 
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two, or three courses of irradiation therapy. If the 
acid secretory power is recovered by the gastric 
stump, however, a new crater may form. 

Hemorrhage But No Demonstrable Crater.—Five 
patients were treated for recurrent hemorrhage 
after subtotal gastrectomy. They had persistently 
high levels of acid secretion but no demonstrable 
ulcer crater. In three of these cases the hemorrhages 
were multiple. In one patient with an 8-month 
follow-up study and two with 15-month follow-up 
studies, achlorhydria was produced and no symp¬ 
toms have been reported. In one, achlorhydria was 
not achieved and further hemorrhages occurred 
until a second course of irradiation was given. Al¬ 
though no further hemorrhage has occurred in the 
fifth patient, a second course of therapy was given 
because of persistent acid secretion and some 
distress. 

Relief of Pain.—In 17 of the 23 patients, pain was 
a prominent symptom before therapy. Pain was 
relieved in all but three by one course of irradia¬ 
tion. Two of these three patients with persistent 
pain were eventually relieved after a second course. 
In one patient, complicating pancreatitis caused 
pain which persisted for three months after therapy. 

Recurrence.—Of the 23 patients treated, 16 have 
had a follow-up period of less than two years. 
Eleven of these are still symptom-free and show no 
evidence of recurrence after one course of therapy. 
One patient had a recurrent or persistent crater, 
and hemorrhage occurred in one, and mild pain 
in another. Further irradiation was given in all 
three of these patients, and they are now symptom- 
free. The two remaining patients have died of inter¬ 
current disease. 

Seven patients have had follow-up periods of 
two to eight years. Four of these have remained 
symptom-free, and in all four the free hydrochloric 
acid level in the gastric secretions is either absent 
or very low. In the remaining three, recurrent 
hemorrhage, pain, and crater formation have oc¬ 
curred from three to five years after therapy. Thus, 
the present status is satisfactory after one course of 
therapy in 15, satisfactory after two or three courses 
^in 3, and unsatisfactory because of recurrence in 3. 
^Two died from intercurrent disease. 

' Side-efccfs.—No important side-effects were ob- 

i served in this group, even though two courses of 
' treatment were given in three cases and three 
courses in one. Four patients complained of some 
nausea during the treatment. Epilation was noted 
in one patient, and slight erythema has been ob¬ 
served in several. In one patient who was treated 
for multiple hemorrhages, some bleeding occurred 
during tlie treatment. 

No definite evidence of any injurj^ to otlier or¬ 
gans in the treated area has been noted. Diabetes 
developed a few months after treatment in one 
patient, but there was ewdence of pancreatitis be¬ 


fore therapy. One patient was subjected to left 
nephrectomy for renal cell carcinoma hvo years 
after receiving two courses of irradiation; he later 
died of metastases. The relationship-between the 
radiation therapy and the subsequent development 
of carcinoma of the left kidney is a matter for 
conjecture. 

Summary and Conclusions 

In 23 patients treated with irradiation, clinically 
satisfactory results were obtained in 15 after one 
course of therapy. Tlie results in three other pa¬ 
tients were clinically satisfactory after a second or 
third course of irradiation. In three patients, results 
must be classified as failure because of recurrence 
of stoma ulceration, but in all three the supervision 
was inadequate and there was no opportunity to 
repeat or supplement the treatment before severe 
signs and symptoms developed. Two patients died 
of intercurrent and unrelated disease. 

Radiation doses of 1,800 r with 2 mv. of x-ray 
can be administered to the stump of the resected 
stomach and, if necessary, repeated one or two 
times at intervals of six months without serious 
danger or untoward side-effects. Adequate radia¬ 
tion therapy materially and consistently reduces the 
secretion of hydrochloric acid, and, if achlorhydria 
is established, relief of pain and healing of the 
anastomotic ulcer occur. 

Because the suppression of gastric secretion is 
not always complete or permanent, follow-up stud¬ 
ies should be carried out in patients receiving this 
form of therapy and examinations made for re¬ 
current ulcer or acid secretion; further treatment 
should be instituted if either condition is found. 
There is evidence that, if achlorhydria persists for 
three years after treatment, no further ulceration is 
to be expected. 

In patients with anastomotic ulcer or gastric 
hemorrhage associated with persistent secretion of 
gastric acid occurring after subtotal gastrectomy 
for duodenal ulcer, irradiation of the, gastric stump 
is a safe, rational, and effective treatment which 
may obviate the need for additional major surgery. 

605 Commonwealth Ave. (15) (Dr. Kiefer). 

Tlie Massachu.sett.s Institute of Technology supplied the 
2 million-volt radiation source.s and assumed responsibility 
for physical aspects in this study. 
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ETIOLOGY OF DUODENAL ULCER 

II. SERUM PEPSINOGEN AND PEPTIC ULCER IN INDUCTEES 
Lieut. Col. Paul G. Yessler (MC), U. S. Army, Morton F. Reiser, M.D. 

and 

David McK. Riocb, M.D., Washington, D. C. 


The findings described in tliis paper are the result 
of a project begun in October, 1954, by the depart¬ 
ment of psyebiatrj' at the Walter Reed Army I'^sti- 
tute of Research. It was designed to study the de¬ 
velopment of peptic ulcer in inductees and was 
conducted initially at a large induction station m 
tlie eastern United States. A total of 2,262 randomly 
selected inductees were chosen for this study ® 
two-month period at tire rate of approximately 
per week, certain tests and desired items of infor¬ 
mation being made part of the routine induction 
procedure. A previous article by Weinm' and co¬ 
workers ' reported on some of the findings o 

this project concerning the relationship between 
psychological characteristics and serum pepsinogen. 

The present paper presents a part of data 
which have been obtained from a two-year o 
up study of the military performance and medical 
records of the subjects of this investigation. 

A correlation between peptic ulcer and peps^O' 
gen (both serum pepsinogen levels an P 
excretion) “ and bebveen peptic ® rnrrent 

blood groups " has been demonstrated 
research. Consequently, among the ® 
this study ivere tlie pepsinogen , Cornell 

serum and the blood tj^e- AteSrive 

Medical Index (CMI), the Saslow ‘ 
specially designed sociological q d _ ’ 

. . , TjetjRrtinGnt of Psycbiatry» 
From the Division of Reed Anriy ^^cdicaI 

Walter Reed Army Institute of Research, 

Center. at the 107th Annual 

Read before the Sf^,'ScRitil. San Francisco, June 26, 
Meeting of the American Medical A 
1858. I 


The possibility that the concentration of 
pepsinogen in the blood serum might be cor¬ 
related with other measurable structural or 
functional characteristics was investigated in 
2,262 men selected rondomly o) o large 
army induction center. Pepsinogen values 
were expressed as micrograms of tyrosine 
released by the action of 7 ml. of serum in a 
standard assay procedure. The mean value 
for 2,031 of these men was 440 units, with 
a standard deviation of 136. Duodenol ulcer 
was found in 13 men and gastric ulcer in 1 ; 
the mean pepsinogen value for the 14 men 
was 707 and was significantly higher than 
that of the group os a whole. A low positive 
correlation was found between the pepsin¬ 
ogen value and a man's position in his family 
in that the average value for oldest children 
was higher than the corresponding figures 
for younger or only children, but there was 
no significant correlation with objective meas¬ 
ures of social behavior or over-all military 
performance. 


photographs for analysis of the somatotj’pcs (Shel¬ 
don) were employed. In this paper, certain so¬ 
ciological background data and parts of the CMI 
are used but the bulk of the material will be re¬ 
ported in separate studies later. The pepsinogen 
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values were determined bj' the method described 
in the earlier paper.* Tliose individuals whose pep¬ 
sinogen levels were in the upper and lower 10% of 
the group each week were specially coded, and a 
random group of these men (121 subjects, 64 with 
hypersecretion and 57 with hyposecretion) was 
selected for additional studies, such as psychologi¬ 
cal testing, interviews by psychiatrists and psychiat¬ 
ric social workers, and x-rays of the upper gastro¬ 
intestinal tract. These x-rays were done at the time 
of induction, again about three or four months 
later, and, in 97% of the cases, again about a year 
after induction. Tlie x-ray studies were conducted 
with special care by well-trained radiologists who 
were on dut)' in the large Army hospitals which 
gave diagnostic and medical service to the troops 
in tire geographical areas to which the subjects of 
this study were assigned. Clearly, no method is 
perfect, and, hence, errors—chiefly of omission- 
have probably occurred. It may be noted, however. 


S-er X x*o- 



Fig. 1.—Pepsinogen level distribution curve of 2,031 sub¬ 
jects. Mean (x) = 440; standard deviation (<>•) = 136, One 
standard deviation above mean (x -b <r) = 557 =; b>'per- 
secretion cut-off level; one standard deviation below mean 
(x _ ff) = 304 = hyposecretion cut-off level. Each ulcer 
case (X) is plotted at pepsinogen level below abscissa. 

Sthat in one subject in whom the first fluoroscopy 
j was suggestive of ulcer, due to spasm, a total of 
) five roentgenographic examinations were conducted 
1 with a final diagnosis of “no ulcer.” \^Tien the data 
from the various technical studies were compared 
at the conclusion of the study, it was found that this 
man had a low serum pepsinogen level—namely, 
222 units (expressed as micrograms of t>’rosine re¬ 
leased by the action of 1 ml. of serum at pH 1.5 in 
the standard assay procedure ■'), which is in the 
hjjposecretion group. 

No attempt was made to influence tlie assignment 
of any of the subjects in the total research sample. 
At the end of one year’s service, information xvas 
requested from each of the 2,262 men’s command¬ 


ing officers as to their adjustment to military life. At 
the end of tlieir two years’ obligatory service, com¬ 
plete military records, medical as 'well as adminis¬ 
trative, were obtained for each man. Consequently, 
we were in a position to estimate and evaluate the 
over-all performance and certain particular inci¬ 
dents for each subject during his military service. 
Because our population sample was composed of 
draft-age men, the mean age was correspondingly 
low—20.8 years; 96% of the group were Caucasian 
and 3.5% Negro. Only the aspects of this project 
which deal with pepsinogen, peptic ulcer, and 
blood groups will be reported in this paper. 

Distribution of Pepsinogen Levels and Peptic Ulcer 

Although the total research sample was composed 
of 2,262 men, pepsinogen levels were obtained on 
only 2,031 subjects because of unavoidable acci¬ 
dents, such as some samples being lost or broken in 
transit. The distribution of the concentration of 
pepsinogen in the serum of the 2,031 men is de¬ 
picted in figure 1. The values ranged from 66 to 
1,244 units, with a mean (x) of 440 and a standard 
deviation (o-) of 136. Hyposecretion was defined as a 
pepsinogen value less than one standard dexuation 
below the mean (i. e., 304 or below); hypersecretion 
was a pepsinogen value greater than one standard 
deviation above the mean (i. e., 577 and above). 

Out of the total research population of 2,262 men, 
a diagnosis of peptic ulcer was made in 16. How¬ 
ever, in two of these subjects pepsinogen values 
were not obtainable. Therefore, in the sample of 
2,031 men, 14 cases of peptic ulcer were diagnosed 
during the subjects’ two-year tours of duty; 13 per¬ 
sons had duodenal and 1 had gastric ulcer. The 
diagnosis of ulcer was made only if there was posi¬ 
tive x-ray evidence of an ulcer crater or . scarring 
secondary to an ulcer. Tliose with severe pyloro- 
spasm were not included. 

It is to be noted that eight of the ulcer cases 
were discovered in the “special study group’’ of 121 
men in whom routine gastrointestinal x-rays were 
obtained at our request. Five of these ulcers were 
detected solely by routine examination; only three 
subjects had upper gastrointestinal and/or I'.k-er 
symptomatology at the time the diagnosis of ulcer 
was made. Two of these were actually hospitalized 
because of ulcer, the symptoms being so marked in 
one -caso tliat medical separation from the service 
was necessary. This was the only one of the 16 
patients with ulcer who was unable to complete 
his obligatory’ period of military service. All eight 
cases were diagnosed within four months after the 
subject’s induction, no further ulcer cases being 
detected in this group during the rest of the two 
years’ service. The remaining ulcer cases came 
from the rest of our research population, and all of 
these men received x-ray's because of the symptoms 
which brought them to seek' medical care. Tliese 
ulcers were detected 3 to 15 months after induction. 
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Tlic source tables o[ the Medical Statistics of the 
United States Army, Annual Report of the Surgeon 
General, 19S4, reveal an incidence of ulcer of 3.13 
per 1,000 troops for the year 1954. Therefore, the 
total number of ulcers (IG) discovered in our 

T.Mn.i; L—Di.ilrihiitinn of lilond Tiijx’s in 
nrsvarrh Popii/dlioii" 

Totnl Wllli Without 

Populutlon Ult'or Ulr or 


Ulootl Group No. Cr No. Cr No. % 

X . fi.v? 0 MM sn 

.. ein la.i a i«.7 la.o 

AB.. Ki a.7 1 Vi.? 82 a.7 

0 . j>!)7 AIM a 18.7 ir>.n 

Total .... 2,221 in 2,208 luu.n 


* p = o.a to 0.2. 

series (2,262 men) over a two-year pieriod (3.54 per 
1,000 per year) approximates the expected fre¬ 
quency of ulcer Army-wide. 

Serum pepsinogen le\’els in the 14 subjects varied 
from 427 to 1,027 units with 10 falling within the 
lu'persecretion category (fig. 1). The one subject 
with gastric ulcer had a pepsinogen level of 978 
units, the second highest value among those with 
ulcer. 

Tlie mean of the pepsinogen values for the ulcer 
group is 707. Mhth use of the /-test, the difference 
behyeen the mean in subjects with pentic ulcer and 
the mean in the general sample (440) was found 
to be significant beyond the 0.001 level of con¬ 
fidence. Therefore, these findings are consistent 
with others that show that those persons who de¬ 
velop peptic ulcer come from that segment of the 
population with high serum pepsinogen values.’ 

ABO Blood Groups 

Recently a great deal of work has been reported 
on tire relationship of ABO blood groups with 
various diseases, especially those conditions asso¬ 
ciated with altered acidity of the stomach, e. g., 
gastric and duodenal ulcer, gastric carcinoma, and 
pernicious anemia. Aird and associates ” and Clarke 
and cb-workers in England, Kpster and co-work- 
ers ” in Denmark, and Buckwalter and associates ® 
in the United States report that there is an increased 
frequency in the incidence of blood' group O in 
patients witlr peptic ulcer as compared with controls 
and an increased incidence of blood group A (with 
a corresponding decrease in blood group O) in 
patients ^vith such lesioiis as gastric carcinoma and 
pernicious anemia. In contrast, Clarke and- co¬ 
workers ” present data, including sibship studies, 
indicating no such relationship. 

Out of the total research population (2,262), 16 
subjects developed ulcer , (by x-ray diagnosis). In 
2 of these 16, serum pepsinogen levels were not 
obtained and therefore were not included in the 
description in the preceding section. The blood 
type, however, was known for all 16. The distribu¬ 


tion of blood types for our research population is 
shown in table 1. It will be seen that this distribu¬ 
tion is approximately the same as that usually re¬ 
corded for the United States. Of the 16 subjects 
with ulcers, 9 were group A, 3 group O, 3 group B, 
and 1 AB. This would seem to show that approxi¬ 
mately 56% of the ulcer subjects were group A, 
whereas only 38% of the research population were 
group A and only about 19% of the ulcer subjects 
were group O as compared with 45% of the popula¬ 
tion. However, chi-square analysis of these data 
were not significant. (In all the chi-square statistical 
analyses in this paper, a p value of 0.05 or less was 
accepted as the level of statistical significance.) 
Consequently, in our series no relationship beUveen 
blood type and the incidence of peptic ulcer was 
demonstrated. 

As has been shown, attempts have been made to 
correlate ABO blood groups with peptic ulcer and 
pepsinogen with peptic ulcer. Mirsky ’ has analyzed 
data regarding the relationship between ABO blood 
groups and serum pepsinogen lev'els; no correlation 
was found. Kpster and associates compared the 
blood groups of patients with conditions associated 
with low and high hydrochloric acid secretion in the 
stomach (fig. 2, left). They reported an increased 
frequency of blood group O and a decreased fre¬ 
quency of blood groiq) A in conditions associated 
with increased acid production. 

In our series, there were 2,014 subjects who had 
both pepsinogen levels and blood types at-ailable. 
When each pepsinogen secretion category is broken 
down into the percentages of ABO blood groups 
within it, and plotted on a graph, it will be seen 


BLOOD GROUPS n STOMACH ACIDITY BLOOD GROUPS v« PEPSINOGEN 



Fig. Z.—Left, frequency of ABO group in five different 
conditions of the stomach, ranging from hyperacidity to 
achlorhydria.^” (D. U. = duodenal ulcer, G. U. = gastric- 
ulcer, N = normals, G. C. -|- ac. = gastric carcinoma with¬ 
out achlorhydria, G. C. •— ac. = gastric carcinoma with 
achlorhydria.) Right, frequency of ABO groups compared 
with pepsinogen secretion categories in 2,014 Army inductees. 

that there is a trend not unlike that reported by 
Kpster and associates, namely, with increasing 
pepisongen levels there is an increased frequency 
of blood group O and a corresponding decrease in 
blood group A (fig. 2, right). Blood groups B and 
AB show no such trend. However, plotting the blood 
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groups against secretor categories and analyzing 
tliese data by means of the chi-square test revealed 
no significant relationship. Consequently, the slight 
trend cited cannot be interpreted. 

Pepsinogen and Behavior 

The demonstrated relationship of high serum 
pepsinogen level and personality factors to the inci¬ 
dence of peptic ulcer, togetlier with the evidence 
for the genetic determination of the level of serum 
pepsinogen,^ raises the question of a possible rela¬ 
tionship between serum pepsinogen level and per¬ 
sonality factors. A relationship between “sti'ess” 
and urinary e.xcretion of uropepsin ® further sug¬ 
gests a possible correlation of psychological and 
organic factors. 

' In the first publication from tliis project—analyz¬ 
ing the psychological data obtained on the “special 
group” of subjects with high and low pepsinogen 

Table Z.—Relationship of Social Behavior and Background 
Factors to Pepsinogen Levels 


Slgnifl- 

Behuvior p Value cant 

Social (Performance) 

Final military performance rating. 0.3-0.2 No 

Court martial convictions. 0.2-0.1 No 

Court martial offenses. 0.1-0.05 No 

Number of times AWOL. 0.5-0.3 No 

Civil criminal record. 0.7-0.5 No 

Type of discharge. 0.02-0.01 Yes 

Medical 

Symptoms or complaints at induction 

CMI total “yes” responses. 0.95-0.9 No 

C.MI stomach complaints only. 0.5-0.S No 

Pathology .treatment, etc. 

Peptic ulcer... 0.001 Tes 

Treatment for other GI complaints. 0.5-0.3 No 

Outpatient medical record. 0..>0.3 No 

Hospitalization 

History of any. 0.7-0.5 No 

Number. 0.7-0.5 No 

Days. 0.1-0.05 No 

Reason (GI or other). 0.2-0.1 No 

Social Background 

Broken home.0.9.5-0.9 No 

Age of broken home. 0.10-0.05 No 

Position in family. 0.05-0,02 Tes 

Social class affiliation...... 0.9-0.8 No 


secretion in our population sample—Weiner and co¬ 
workers ' iound'a-'siguificant correlation between 
se'rurn pepsinogen level and personality character¬ 
istics. Tire data used were the responses of the 
subjects to a battery of psychological tests, consist¬ 
ing of a group Rorschach, Blackj' pictures, and 
Draw-a-Person test and, in addition, certain items 
of the Cornell Medical Index and Saslow test. They 
concluded that persons with hj'persecretion showed 
intense “oral” needs, such as wishing to be fed, to 
lean on otliers, and to seek close bodily contact 
with odiers; if attempts to gratify these needs fail 
the resultant frustration causes anger which cannot 
be e.xpressed for fear of a loss of the suppl)’’ of these 
needs. They also felt that persons with hyposecre- 
tion had less problems of dependency but were 
more narcissistic, shovung more problems relating 
to bodily discomfort and reacting to sources of dis¬ 


comfort with freely expressed hostility, some even 
sho\ving hostile feminine identification which they 
defended themselves against by a masculine over¬ 
compensation. 

It is to be noted that the data used by Weiner and 
co-workers were directed toward defining personal¬ 
ity characteristics but not toward describing overt 
behavior or predicting performance. Indeed, the 
results of the studies by Glass and associates" 
clearly indicate that a unde spread of personality 
characteristics is compatible with adequate to su¬ 
perior performance in a military situation. In order 
to investigate these questions further, possible cor¬ 
relations between the serum pepsinogen levels of our 
subjects were compared with data on military' per¬ 
formance (1,999 subjects) and also with certain 
arbitrarily chosen items of social background 
(table 2). 

Every individual was given an over-all perform¬ 
ance rating for his military service by two ofiBcers 
conjointly (by one of us [P. G. Y.] and a psychiatric 
social work officer who had considerable past ex¬ 
perience in commanding troops). The performance 
ratings given were (1) above average, (2) average, 
(3) below average, (4) failure, and (5) separately 
classified. (The details of this rating system, as well 
as tire whole problem of performance and military 
effectiveness as it relates to numerous variables, is 
the subject of a separate study now in preparation 
based on this population sample.) 

In order to be given an “above average” rating, 
a soldier had to have demonsti'ated clearly outstand¬ 
ing performance in a major duty assignment. A 
rating of failure was given when the subject failed 
to complete his obligatory period of military service 
because of such things as having received a medical 
discharge or discharge by a court martial or through 
administrative channels for unsatisfactory behavior. 
A fifth rating included such categories as hardship 
discharge and erroneous induction. This fifth rating 
was not included in the analysis, and the total num¬ 
ber of subjects on whom the relationship of blood 
pepsinogen level to performance was based was, 
therefore, 1,999. 

The average and below-average ratings were 
arbitrarily detenmined with the general principles 
utilized in the previous study on military effective¬ 
ness by Glass and associates.® In keeping with such 
studies, the performance of this sample showed that 
approximately 907o rendered satisfactory service 
(average and above-average ratings) and only 
about 3% were failures. From the performance 
standpoint then, this sample is a representative one. 
When these military performance ratings were 
compared with the pepsinogen categories and the 
data analyzed by means of the chi-square test, no 
significant relationship was found. 

Table 2 shows tlie level of significance (p value) 
from the chi-square test of the relationship of the 
items of social behavior and social background 
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wliicli liavc been sclcclcd for comparison with 
scrum pepsinogen levels. No significant relationship 
was found except for the type of discharge, presence 
of peptic ulcer, and position in family. 

Tlie relationship of the incidence of peptic ulcer, 
as already described, is highly significant. Tlie 
item “t>'pc of discharge” refers to discharge from the 
Army for (1) completion of tour of duty, (2) 
medical reasons, and (3) administrative discharges, 
bad conduct discharges, or similar reasons. The low 
significance noted in the table was due to the fact 
tliat medical discharges (not for ulcer) were slight¬ 
ly higher in the hyposccrction grouj) than would 
have heen e.xpectcd by chance distribution. Analyses 
of those discharges that reflect aberrant social be¬ 
havior (i. e., administrative discharge) fail to show 
any relationship to pepsinogen level. 

Except for peptic ulcer, items reflecting medical 
behavior (CMI, outpatient treatment, and hospi¬ 
talization) failed to correlate with pepsinogen val¬ 
ues. ^^^^ether a person was hospitalized or not, the 
number of hospitalizations, days of hospitalization, 
and the reason for hospitalization (i. e,, for upper 
gastrointestinal complaints other than idcer, com¬ 
pared wdth all other reasons combined) all fail to 
show any significant relationship to the serum 
pepsinogen values. 

In the age group of this population it is clear 
that, otlier than peptic ulcer, tlie criteria for medi¬ 
cal problems and the criteria for over-all. military 
performance show practically no significant rela¬ 
tionship witli pepsinogen secretion categories. Tliese 
results again emphasize the previously reported and 
generally accepted conclusion that subjects of 
wdely varying personality characteristics or psj'- 
chologlcal make-up perform equally well in the 
over-all military' requirements. Tlie significant re¬ 
lationship of serum pepsinogen level to peptic ulcer 
is in striking contrast to all the other criteria 
examined. 

Of the items of social background chosen, only' 
die position in the family (oldest child, youngest 
child, only child, and other) shows a statistically 
significant relationship to Serum pepsinogen level, 
the results of chi-square analyses of the data yield¬ 
ing p values of 0.05 to 0.02. An analysis of variance 
was performed on the frequency' distribution of 
pepsinogen values in each of the four categories of 
position in the family. The F value resulting from 
this analysis was. significant beyond the 0.05 level 
of confidence. Figure 3 shows tlie means for the 
position in family, and it xx'ill be seen that the rank 
order of these means (from highest to lowest) are 
oldest child, other child, youngest child, and only 
.child. When t-tests were computed to compare the 
various pairs of means, it was found that the differ¬ 
ence between the mean for the oldest child and die 
only child was significant at the 0.02 level and the 
difference between the oldest and youngest child 


was significant at the 0.05 level. The difference 
between oldest and other child was not significant. 

The small absolute differences between die means 
of these groups and the possibility of a chance find¬ 
ing of a significant relation in any long series of 
tests of complex data suggest that this finding is not 
of practical importance and indeed may not be sup¬ 
ported by further studies. One reason, however, for 
considering these data is that the rank order may be 
related to cultural attitudes not infrequently en¬ 
countered in families of different size. Thus, die 
oldest child may experience a continuing state of 
responsibility combined with frustration in contrast 
with a state of “baby” of the family (youngest child) 
or of lack of competition for immediate “rewards” 
(only child). It may, therefore, be desirable in future 
studies to obtain childhood developmental data for 
comparison with serum pepsinogen levels. Such 
data would further clarify the problems of the re- 
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Fig. 3.—Rank order of distribution of mean pepsinogen 
values and position of child in family in 1,755 Army inductees. 

ciprocal relationships behveen somatic and psy¬ 
chological factors and their propensity for modifica¬ 
tion by life experiences. 

Summary 

The serum pepsinogen values found in 2,031 in¬ 
ductees ranged from 66 to 1,244 units. The mean 
was 440, and the standard deviation was 136. Hypo- 
secretion was defined as a pepsinogen value less 
tlian one standard deviation below the mean and 
hypersecretion as pepsinogen values greater than 
one standard deviation above the mean. 

Fourteen of tliese subjects developed peptic ulcer 
in the Army; 10 showed hypersecretion, 3 just 
below the cut-off point and only 1 as low as the 
mean of the total group. The mean pepsinogen 
value for the ulcer group was 707, and the differ¬ 
ence between this and the mean of the total.sample 
was significant beyond the 0.001 level of confidence. 
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No significant relationship behveen blood tj'pe 
and either peptic ulcer or serum pepsinogen was 
demonstrable. Pepsinogen levels failed to correlate 
with over-all military performance or other items 
chosen as objective measurements of social be¬ 
havior. A slight positive relationship was found be¬ 
tween position in the famity and pepsinogen, the 
oldest child tending to have higher pepsinogen 
values than younger or only children. 
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O UTWITTING ANTIBIOTIC RESISTANCE.-At Liverpool it has been cus¬ 
tomary in the past four years to treat male patients suffering from gonorrhoea 
with single injections of 0.5 g. of streptomycin. The numbers so treated were 
215 in 1954, 231 in 1955, and 241 in 1956, and the results have been good. Never¬ 
theless the proportion of failures increased from 2.3% in 1934 to 4.9% in 1955 and 
7.0% in 1956. Alergant, who reported these facts, had not attempted to demonstrate 
streptomycin resistance in vitro, but had little doubt that streptomycin-resistant strains 
of the organism were emerging. Curtis and Wilkinson in London, found only 1 
streptomycin-resistant strain of gonococci among 81 tested; and Cradock-Watson 
et ah, also in London, found none resistant among 200 tested. The evidence suggests, 
therefore, that development of resistance is related to tire local practice xvith penicillin- 
resistance in London where penicillin has been the drug of choice and streptomycin- 
resistance in Liverpool where streptomycin has been the routine remedy. Further 
data are required, especially on tests in vitro in Liverpool; but these findings may 
point the way to a means of dealing with this difficult problem. The evidence is 
scanty; but, such as it is, it suggests that sensitivity may perhaps be restored if the 
drug is withheld from patients with the infection. Dunlop showed that 86% of cases 
of acute gonorrhoea seen at the London Lock Hospital in 1946-47 were resistant to 
treatment with sulphonamides; but Cradock-Watson et ah, who tested their 200 
strains of gonococcus for sensivity to sulphathiazole, found to their surprise that 199 
of them were inhibited by 8 mg. or less sulphathiazole per 100 ml. A concerted 
policy of changing from one remedy to another in selected areas, at agreed intervals, 
might help to preserve the efficacy of these drugs; but much more information is 
required before such a plan can be advocated with confidence.—Annotations, The 
Treatment of Gonorrhoea, The Lancet, October, 1958. 
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THE SINGLE SEIZURE-ITS STUDY AND MANAGEMENT 

Madison H. Tiiomas, M.D., Salt Lake City 


The .single .seizure prcsenl.s a proldem as old as 
any in the Field of epilepsy. There are many persons 
who have had a single sei'/Aire and never had a 
recurrence. Each of the million or more patients 
with known recurrent seizures must have had such 
an initial attack, and the physician, at that lime, 
had no way of knowing what the future course 
would he. With increasing public education and 
wider recognition of epilepsy, we will have in¬ 
creased opportunities to see persons after these 
initial attacks. 

However, if one consults the average medical 
library for guidance, one is surprised to find rela¬ 
tively little help available on this point. Almost all 
textbooks of medicine, ncurolog)', or yiediatrics de¬ 
fine epilepsy as ii “recurrent illness” and remain 
silent on what to do while waiting for it to become 
recurrent. A few more recent references consider 
the problem briefly and often with di\'ergent con¬ 
clusions. Because of these uncertainties, I will 
rewew these points of view and outline some pre¬ 
liminary observations in a longer range follow-uir 
study of patients first seen after a single seizure 
episode. 

Occurrence of Single Seizures 

The term seizure, or epileptic seizure, encom¬ 
passes a variety of patterns signaling difierent 
things to tlie observer. From the practical point of 
view, most patients with single seizure problems 
will have a grand mal attack or more , protracted 
focal motor or psychomotor attack. Cases of petit 
mal, subjective sensory, or brief psychomotor at¬ 
tacks wall seldom be witnessed by an observer 
astute enough to bring the patient to a doctor’s 
attention. 

As is true throughout medicine, we cannot fore¬ 
cast the future for an individual person, but we can 
learn about it and be guided to probable patterns 
by experience with others with the same or related 
problems. For example, Lennox has observed an in¬ 
cidence of seizures in 5% of all children under 5 
years of age, one-half of tliese being related to fe¬ 
brile illnesses. Livingston found that 5% of patients 
with tliis type of febrile convulsion later had chron¬ 
ic seizures, tliis being more likely if there were focal 
aspects, a long seizure, positive family history, or 
an abnormal electroencephalogram (EEC). Alpers 
found patients with only one to three seizures in an 
entire lifetime to have electroencephalographic evi¬ 
dence of abnormalities and to be susceptible to 
alcohol, stress, or fatigue. Even after seizures have 

From the Dr, AV, H. Groves Lrvtter-Day Saints Hospital, 

Read before the Section on Kervovis and Mental Diseases at the 
107th Annual Meetins of the American Medical Association, San 
Francisco, June 27, 1958. 


If is impossible to fell whether a single 
convulsive seizure occurring in a given pa¬ 
tient is destined to be his only seizure or 
whether it will prove to have been the first 
of a series. A study is mode of 48 single or 
first seizures in patients who ranged in age 
from 2 to 66 years in an effort to identify 
factors that might have prognostic value. Of 
the 48, 13 had subsequent attacks. Thus, a 
single seizure should not be taken lightly, and 
an aggressive program of neurological and 
electroencephalographic diagnosis is called 
for. In some instances the diagnosis clearly 
calls for medical or surgical treatment, but 
in general the 27 Va likelihood that there will 
be at least one more seizure justifies anti- 
convu/sont medication. If the patient is kept 
free from seizures for two years, it moy be 
safe to carry out a gradual termination of the 
medication. 


become recurrent, “cures” without medication are 
cited by Penfield and Erickson as occurring in 5 to 
13% of cases. Wilkins found remissions in 41% of 
patients witJi infrequent seizures, and Lennox ob¬ 
served spontaneous remissions for one to five years 
in 23% and for over five years in 6% of his epileptic 
patients. These data are mentioned to indicate the 
variability' of outlook for patients with single, as 
well as multiple, seizures. 

Methods and Results of Study 

The Latter-Day Saints Hospital EEG Laboratory 
was opened in January, 1950, to serve a representa¬ 
tive cross section of patients having a variety of 
neurological disorders, with a 2:1 proportion of out¬ 
patients to inpatients. For present purposes, records 
for the five-year period up to Jan. 1, 1955, have 
been reviewed. The original doctors’ records have 
been checked as to follow-up status for three and 
one-half to eight and one-half y'ears and letters sent 
out to patients to check on the remainder. In the 
five years, 48 of a total of 1,054 electroencephalo¬ 
grams were studied because the patient concerned 
had had only a single seizure. A breakdoxvn of 
these cases may clarify the nature of the problem 
and help in planning further study and treatment. 

The patients referred for electroencephalographic 
study after a single seizure ranged in age from 2 
to 66 y'ears, but two-thirds of them were about 
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equally distributed through the 30-year span from 
21 to 50. It is felt that tliis pattern may simply 
reflect a greater medical nonchalance toward sei¬ 
zures early and late in life. 

Electroencephalograms were found to show gen¬ 
eralized abnormality in one-half, localized abnor¬ 
mality in one-fourth, and normal findings in one- 
fourth. All seizures were reported as generalized 
except one that was in the right arm only and one 
that began with unilateral jerking. A family history 
of seizures was present in only 12.5^. 

The underlying pathological basis for the seizure 
was not clearly defined in over half the cases, al¬ 
though many of the patients had x-rays, spinal 
punctures, air studies, or other examinations. The 
remainder appeared related to trauma, encephalitis, 
alcohol, insulin, cerebral Hodgkin’s disease, or car¬ 
bon monoxide exposure. The patients with encepha¬ 
litis and Hodgkin’s disease died, and the disease 
was confirmed by autopsy. No primary brain tu¬ 
mors were found in this series. Of the 48 patients 
seen after a single seizure, 13 (27.3%) had subse¬ 
quent attacks, which occurred from a few days to 
a few years after the patients first were seen. All of 
these recurrent attacks were generalized, although 
only half of the electroencephalograms showed 
generalized abnormality. Only 1 of the 13 patients 
had had a normal electroencephalogram, and one 
had a famih' history of seizures. Age range and 
distribution of the apparent causes was similar to 
those of the larger group. E.xcept in the patients 
with fatal cases of encephalitis and Hodgkin’s dis¬ 
ease, findings on x-rays and spinal fluid or air 
studies were negatii'e. Seizures were well controlled 
subsequently with diphenylh)fdantoin (Dilantin) 
sodium therapy u'hen it was used consistently. In 
some cases, medication was later gradually de¬ 
creased without further recurrence of seizures. 

Management of the Patient 

Mfith this background, we can turn to the prob¬ 
lems involved in study and management of the 
patient who has had a single seizure. All too fre¬ 
quently, this consists of a brief, incomplete, often 
telephoned report of the attack, followed by a gen¬ 
eral reassurance by the physician that it will not 
happen again. 

It is of primar)’ importance to establish from the 
beginning, as definitely as possible, that one is 
actually dealing u’ith a seizure problem, since some 
harm may result from the os'erzealous study and 
treatment of hysterical or other episodes resem¬ 
bling seizures. The electroencephalogram is help¬ 
ful, but it cannot be used alone for differentiation. 
Nothing can substitute for an accurate, detailed 
historx', with an insistence at all times on an objec¬ 
tive, eye-witness description if anyone saw any part 
of the attack. Particular attention is paid to con¬ 
tributory factors, as, for example,- in alcoholism. 


where a somewhat different situation prevails in 
which primary attention to the alcohol problem 
may be more important; 

Similarly, these cases underline the importance 
of additional first-level studies, including a review 
of the general medical history, the general physical 
and neurological examination, routine blood and 
urine studies, and any special studies suggested by 
these. 

As for a second les'el of studies, such as x-ray and 
electroencephalogram, Doyle and others have sug¬ 
gested delaying until a second seizure, specifically 
in febrile convulsions, while Crawley, Forster, and 
Chao and others are less definite but imply that an 
examination, including ,x-ray and electrocardio¬ 
gram, are ordinarily done after a single seizure. 

Another level of studies, such as spinal fluid ex¬ 
amination, air studies, or angiograms, should follow 
if specific indications appear in the course of the 
first two levels of study, but the latter are used less 
routinely where there is greater interest in the 
electroencephalographic evaluation. Our material is 
too limited in scope as yet to do more than suggest 
concurrence with these principles. 

Even a single seizure should not be taken lightly; 
thus, if the first physician consulted does not feel 
equipped to evaluate the problem, he should enlist 
the assistance of someone who does have the time 
and interest to do so. 

This careful evaluation of the patient sets the 
stage for appropriate subsequent management, 
tyffierever specific pathology is disclosed, specific 
measures are taken, whether these are neurosur¬ 
gical or they lie in treatment of concurrent medical 
illness. In addition, common sense advice about 
regularity of meals, work, and sleep or limitation of 
the use of alcohol or stimulants is appropriate, as 
with other patients with seizures, including any 
special considerations involved by the patient’s so¬ 
cial or occupational setting. 

Medication 

Next is the thorny problem of medication. In the 
past, most uniters have waited for recurrences. 
More recently, Crawley and Chao have suggested 
treatment in selective cases but delay if the neuro¬ 
logical and electroencephalographic findings are 
negative in either adults or febrile children with 
convulsions. In the latter group, Schmidt empha¬ 
sizes the real potential hazards of seizures and 
urges anticonvulsive drugs in all cases, at least until 
the patient is 3% or 4 years of age. The sugges¬ 
tions that neurological or electroencephalographic 

abnormality makes seizure enough more likely to 
warrant treatment appears sound. Fanner takes a 
yes-no position considering the severity of the at¬ 
tack, the patient’s occupation, and other factors. 

My experience in seeing over 27% of patients xvith 
a single seizure who have subsequent seizures sug¬ 
gests a somewhat more aggressive approach. 
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It is proposed that, ivftcr an initial major seizure, 
medication lie suggested to the patient as the safest 
program for him if (1) he can and will intelligently 
adhere to a regular sehedide and (2) he will report 
for periodic follow-up neurological examination and 
less frequent follow-up elcctroenccphalographic 
study. 

Outside of a hospital, there is a great difference 
between ordering a medicament and being sure it 
is taken. As in diabetes 'and similar conditions, 
education of the patient is essential to cooperation, 
and this is best done by the physician. Use of medi¬ 
cation facilitates follow-up study, but the initial 
planning discussion is the best opportunity for 
reaching a mutually acceptable plan. 

Some patients deny their illness or are set against 
any kind of medication and will stop it at the first 
excuse. Others are so apprehensive about their jobs 
or social status that they overlook ads'antages of 
medication. A frank discussion of the pros and cons 
of medication may include some of the ideas in the 
table. 

A(]visahilit!/ of Medication After a Single Seizure 


Problem Pro Con 

Recurrence. 25% in present series Uncertainty 

Medicament . Relative safety Cost: bother; risk of 

Interruption 


“MaskInR” of disease N'o elTcct on neurolod* Confusing If original 
cnl or major electro* diagnosis Is doulit- 

cnceplinlogrnphlo ful 


Threat of Increased by dla* 

job loss. .Minimized by closure of taking 

„ . prevention medication 

Social stigma. Minimized by Kstntdisbed by use of 

prevention medication 


Tlie risk of interruption of medication precipitat¬ 
ing seizures can be minimized by tlie patient’s co¬ 
operation. Tire risk of masking seizures by medica¬ 
tion has been overemphasized and is minimized by 


careful follow-up study. In the job and social area, 
.medication can be a two-edged sword, being pro¬ 
tective in preventing seizures, but, potentially, put¬ 
ting the patient in a lesser jeopardy by permitting 
his need for such medication to become known. Tlie 
latter can be minimized by simplification of dosage 
schedules to avoid his taking the medicament at 
school or work. 

Once a medication schedule is set up, the interval 
management depends entirely on the patient’s re¬ 
sponse and on follow-up examinations as a basis for 
future planning. 

In the absence of other specific criteria, gradual 
termination of medication should be done in a fash¬ 
ion similar to tliat used widi recurrent seizures. 
Most autliorities suggest about a two-year period of 
freedom from seizures before tliis is done, with vari¬ 
ation according to the electroencephalographic and 
other findings in the individual case. Should a sei¬ 
zure recur, medication is resumed. 

Summary 

The single or initial generalized seizure is a rela¬ 
tively frequent problem, appearing as tlie reason 
for 1 of 22 routine electroencephalographic studies 
at the laboratory of the Latter-Day Saints Hospital. 
Over 27% of the patients are known to have had 
subsequent seizures within a few days or a few 
years afterward. 

Because of die relatively high risk, after careful 
neurological and electroencephalographic study an 
anticonxmlsive medication program should be pro¬ 
posed to the patient and a mutually acceptable plan 
of management worked out with him to prevent 
some of the serious handicaps accompanying re¬ 
curring seizures. 


CLINICAL NOTES 


REMOTE CONTROL TYPEWRITER FOR PARAPLEGICS 

Alan Ziskind, M.D. 
and 

Richard L. Zisldnd, Boston 


A control panel has been designed to enable an 
individual .who has lost the use of his extremities 
to operate a typewriter at a speed and accuracy 
comparable to that of the average nonprofessional 
typist. This apparatus was developed after observ¬ 
ing patients witli neuromuscular disabilities at¬ 
tempting to strike the ordinary typewriter key¬ 
board with the usual available devices. It was felt 

From the departments of pediatrics. Boston City Hospital and the 
Boston University School of Medicine. 


that, if a device could be constructed to allow 
such patients to typewrite with accuracy at a nor¬ 
mal speed, their rehabilitational goals could be 
more readily and rapidly achieved. Not infrequent¬ 
ly, the written word is the chief method of com¬ 
munication for these patients. 

Working on the principle tliat neck and head 
muscles have the greatest residual muscular con¬ 
trol in many instances, a remote control typewriter 
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was designed to enable the patient to t^’pe with 
the use of tliis group of muscles. The photoelectric 
cell panel board contains a specific target area 
representing each key of the typewriter. This is 



Top, photoelectric cell panel board connected to standard 
electric typewriter with solenoid box over keyboard. Bottom, 
small head lamp witli parallel beam to Strike letter on panel 
board. 

coupled to a standard electric typewriter through 
an easily attached solenoid box placed over the 
typewriter keyboard (see figure). Wlien a parallel- 
beam light source from a small head lamp strikes 
the desired target area, the letter is automatically 
printed. Thus, depending on the distance between 


light source and target board, a very small change 
in head position causes a relatively great excursion 
of the light beam on the panel. For practical pur¬ 
poses, a 15-degree motion of the head from a cen¬ 
tral plane in any direction is sufficient to actuate 
any area of the panel board. 

The light beam is sufficiently small so that it 
cannot focus on two target areas simultaneously. 
Because of the problem of unintentionally sweep¬ 
ing over many letters in the. process of selecting 
the desired one, a small microswitch is interposed 
in the chcuit between the panel board and the 
typewriter. While learning to operate the type¬ 
writer, the individual must close this switch to 
complete the circuit and print a letter. Since only 
a small movement is necessary to operate the 
switch, it is easily controlled by an elbow, finger, 
or any area of the body where minimal motor 
function persists. When greater proficiency is de¬ 
veloped, the switch is used less often since the 
alphabetic distribution on the board is arranged so 
that letter sequences form common combinations 
and words, and modifications are easily made for 
the most effective operation. 

The apparatus is best suited to patients who 
have lost the use of their extremities through in¬ 
jury or spinal cord disease. There is limited ap¬ 
plicability to the cerebral palsied or athetoid pa¬ 
tient. Individuals with residua from poliomyelitis 
and those with spinal cord injuries are able to type 
at a rate approaching 30 words a minute. A com¬ 
panion device—a battery-powered court steno¬ 
graphic machine—is being modified to allow an 
individual to attend school and take. lecture notes 
which later can be transcribed at home. 

It is hoped that this device will give many of 
the disabled more freedom of communication, 
which in turn will result in improved rehabilitation 
and emotional adjustment. 

818 Harrison Ave. (18) (Dr. Alan Ziskind). 

This study was aided by a grant from the United Cerebral 
Palsy Foundation. 


I CTERUS NEONATORUM WITHOUT ISOIMMUNIZATION.-That the prema¬ 
ture infant can develop kernicterus in the presence of hyperbilirubinemia with¬ 
out evidence of isoimmunization is becoming more generally accepted. . . . The 
bulk of the evidence indicates that premature infants e.xhibit jaundice and hyper¬ 
bilirubinemia more frequently and to a greater degree than is reported in full-term 
infants. The duration of this hyperbilirubinemia is I'elated to fetal maturity, persisting 
longer in the most immature infants. Because of the variability of concentrations of 
bilirubin in the" plasma of premature infants, and because of the multitude of factors 
that play a possible role in determining the ultimate concentration of bilirubin, 
routine exchange transfusion for elevated concentrations of bilirubin does not seem 
warranted. The critical level over which exchange transfusion should be done cannot 
be stated on the basis .of any available data.-G. H. Holman, M.D., Studies on 
Physiologic Hyperbilirubinemia of Negro and White Premature Infants, Pediatrics, 
December, 1958. 
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H. D. Kautz, M.D.. Secretarij. 

The following report has been adopted by the Committee on Research. 

Norman De Nosaquo, M.D., Secretary, 
Committee on Research. 


EXPERIMENTATION IN MAN 

Henry K. Bccclier, M.D., Boston 


Present Aims 

Experimentation in man for scientific purposes is 
as old as recorded history. The need for constant 
examination of the procedure is equally ancient. 
Tliis is required by progress in science and by the 
advance of ethical and moral concepts. 

In the two decades just passed, two reasons have 
emerged which especially point up the need for a 
new review of the subject. First, there were tlie 
outrages of Hitler’s Germany. Tire puzzle is how 
such things could have occurred in modem society. 
Although the philosophical problems raised by 
those gross actions are' beyond the area surveyed 
in this report, they too indicate the need for a long, 
straight look at our current practices. Second, there 
is the rather newly recognized fact tliat some types 
of basic scientific advance can be made only in the 
presence of disease. Nature presents us with bolder 
experiments than we would ever dare to perform 
ourselves. We profit from a study of them—basic 
science profits. Having seen what fundamental ends 
can be achieved, the experimentalist is led to carry 
on where Nature leaves off. The purposes of human 
experimentation tlius become deeper and more 
complex than ever before, and so also do the 
problems surrounding it, reasons enough for this 
study. 

In most cases, the problems of human experi¬ 
mentation do not lend themselves to a series of 
rigid rules. Although one purpose of tlie present 
study is to set down views, concepts, and even 
rules” that have been accepted by one group or 
another, this is done so that tire investigator, 
troubled by a given problem, can find references 
to past thinking on this subject, and so that he can 


From the Anesthesia Laborator>’f Har\'ard Medical School at the 
Massachusetts General Hospital. 


have a framework against which he can measiue his 
problems in terms of the ex-periences and con¬ 
clusions of others in similar situations. The breaches 
of ethical conduct which have come to my attention 
were owing to ignorance or thoughtlessness. Tlrey 
were not willful or unscrupulous in origin. It is 
hoped that the material included here will help 
investigators protect themselves from the errors of 
inexperience. 

Finally, it can be said that, while human experi¬ 
mentation has accompanied the practice of medi¬ 
cine from times of antiquity, the current concept of 
medical research has not really been presented as 
such to tlie courts. As the courts hax’e understood 
it, human experimentation has not been, nor is it 
now, legally recognized as a legitimate part of tlie 
physician’s activities. “So far, planned and directed 
medical research on human beings has not been 
tested.”' The universal and long-standing recogni¬ 
tion that research is essential to the advancement 
of medical science and tlie newer recognition that 
some aspects of basic science cannot advance with¬ 
out it have led to a correct, although still extralegal, 
expansion of human experimentation. Curiously, 
such work, when well conceived and soundly con¬ 
ducted, is everywhere recognized as being properly 
witliin tlie ethical and moral concepts of our time; 
yet it remains outside legally. Legal inclusion will 
depend on an understanding of all the facets of the 
problem. 

Brief History 

The oldest world literatures contain references to 
experimental work xvitli animals and man.“ It was 
die practice in ancient Persia for the king to hand 
over condemned criminals for experimental pur¬ 
poses in science. Later the Ptolemies did the same in 
Egypt.” About 1,800 years ago Galen, the founder of 
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experimental physiolog}%‘‘ somewhat formalized 
medical experimentation, but tlris fell under a 
cloud during the Dark and Middle Ages, until 
Vesalius in tlie 16th century overrode tire proscrip¬ 
tion against dissection of the human body and de¬ 
monstrated certain errors in Galen’s concept of tlie 
circulation of the blood. Three generations later 
Harvey, after carrying out controlled experiments 
in animals and in man," demonstrated the circula¬ 
tion of the blood. He showed, in particular, that 
all the blood had to pass through the heart (if his 
calculations of volume and velocity were correct), 
and tlius die first idea of measurement in biological 
investigation bore fruit.'* More dian 100 years later, 
Lind, in 1747, carried out a remarkably well- 
controlled study and demonstrated that oranges 
and lemons could cure scurvy. A half-century after 
this, in 1798, Jenner, after controlled experiments 
in man, published his proof of die value of vaccina¬ 
tion against smallpox. Tlie world was ready for 
two of its greatest experimentalists, Claude Bernard 
and Louis Pasteur. 

However, all was not smoodi sailing for the eager 
investigator. Experimentation on other men re¬ 
quires a willingness to experiment upon oneself as 
evidence of good faith, although in a given case 
self-experimentation may be wholly impractical. 
Mfiien it is carried out, it must be done with the 
same safeguards diat are applied to other subjects. 
Ivy“ cites a number of examples to indicate that 
willingness without the discipline of proper controls 
can be misleading or devastating, or both, to the 
participant. In 1767, John Hunter inoculated him¬ 
self widi gonorrheal pus to prove diat die disease 
was transmissible in this way. He succeeded. But 
from the same inoculum he also acquired syphilis 
and concluded that gonorrhea and syphilis were 
merely manifestations of the same disease. Pur- 
kinje gave himself enough digitalis to kill nine cats, 
so that he might study the visual changes in him¬ 
self. He had cardiac pain and irregularity and 
vomited for a week. Hales, enthusiastic about the 
man'els of intravenous injection, received a half¬ 
ounce of castor oil by this route and lived to de¬ 
scribe its remarkable effects. In 1830, Tonery, in 
order to convince the French Academy of the ex¬ 
traordinary powers of charcoal to absorb alkaloids, 
took wuth this safeguard a dose of strychnine which, 
witliout it, would have been lethal. In 1857, carbon 
tetrachloride was tried as an anesthetic in man; a 
few animal experiments would have shovai it to be 
unsuitable. In 1894, Oliver told Schafer that he had 
made extracts of all the endocrine glands and had 
injected them into his ov-n son. Schafer^altered the 
experiment and was first to demonstrate the pres¬ 
sor effect of epinephrine in dogs and cats. Ivy 
concludes that “these e.xperiments may be a tribute 
to tlie entliusiasm and braver}' of these early 


medical scientists, but they clearly show the limita¬ 
tions and dangers of uncontrolled se]f-e.vperimenta- 
bon. 

At tlie present time we find that able men are 
still in difficulties. ’When one shifts from a study of 
objective manifestation of disease to subjective 
effects, specifically, for example, to a quantitative 
study of the effects of drugs on symptoms, it be¬ 
comes apparent that added controls are mandatory. 
Chief among these is the use of the double-unknowns 
approach to eliminate bias. This procedure is not 
possible when the experimenters are also the sub¬ 
jects, who, as drug experience and sophistication 
grows, cannot remain in ignorance of the “aura” 
produced by opiates, for example. Tlie scores of 
studies tliat have been lost because of a failure to 
recognize and employ adequate controls have been 
reviewed elsewhere.® 

Paradoxically enough, in the last century at least, 
those who experiment in man have been freer of 
attack than those who carry out animal e.xperi- 
mentation. The etliics of human experimentation 
will be discussed later. 

Scope 

There are many good reasons for a careful con¬ 
sideration of the scope of human experimentation: 
protection of the subjects, the goals of the investi¬ 
gators, their research and their institutions, and 
tlie sound development of medicine. These all re¬ 
quire a levelheaded approach to experimentation 
in man. 

Comparatively recent developments in medicine 
and changes in emphasis give added weight to an 
examinab’on of human experimentation at this time. 
Aldiough prior experimentation in animals is abso¬ 
lutely necessary when possible, the crucial study of 
new techniques and agents must he carried out in 
man. The exbaordinary skill of the organic chemist 
and the biologist, working together in identifying 
active agents in natural products, and tlie chemist’s 
progress in creating new and promising compeunds, 
which ultimately must be tried out in man, throw an 
exceptionally heavy load on the experimentalist. 
Man as tlie final test site has come into prominence 
only in recent decades. Tlie current development of 
human biochemistry, human physiology, and human 
pharmacology has made it plain that man is tlie 
“animal of necessity” here. In addition, there is a 
new interest on tlie part of the truly basic scientist 
in human e,xperimentation. This will be described 
in terms of tlie scientist’s goals. 

The investigator has many goals, and, in many 
aspects, they are like those of the practitioner in 
ultimate aim. The investigator is concerned ivitli 
health and its preservation and the betterment of 
life as well as with the causes and consequences 
of disease, the mechanism and relief of its symp- 
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toms, correction of its signs, prevention of lasting 
effects of disease, and the very eradication of dis¬ 
ease. Activities directed toward these ends involve, 
very often, alteration of function of the body or the 
mind, in health or in disease, “directly or indirectly, 
in individuals or groups, primarily for the advance¬ 
ment of. . . human welfare. Although use of a pro¬ 
cedure or its withholding may directly benefit the 
person involved, its basic purpose is for elucidation 
and generalization.”" ^^Mien possible, investigation 
begins in animals but finally must be applied to 
man. 

The goals mentioned arc ancient ones. There is 
a new one or, more accurately, a newly recognized 
one. In the last decade or so, it has become increas¬ 
ingly clear that the study of disease in man can 
have a deeper meaning than once was believed to 
be the case. Tlie \’iew was widely held (and still is 
in some quarters) that the study of disease at the 
bedside level represents nothing more tlian applied 
science at best. A more thoughtful approach could 
long ago have led to a broader grasp of tlie situa¬ 
tion; some parts of basic scientific advance (I use 
die term in its classical sense) are utterly de¬ 
pendent. on disease. An abundance of e.vamples 
comes to mind. Pauling’s interest in “molecular 
disease” arose in part from work with abnormal 
forms of hemoglobin. Altliough neurophysiologists 
have long been interested in the biochemistry of 
the potassium ion, recent basic advances in knowl¬ 
edge of this ion have come from studies of dehydra¬ 
tion. Knowledge of tlie physiology of the endocrine 
glands is largely indebted to tlie fundamental leads 
found in disease. The anatomy of the central nerv¬ 
ous system has been learned, in significant part, by 
study of cerebrovascular accidents. Such diverse 
matters as the discovery and understanding of 
litamins, the development of microbiolog)', and 
even the advance of genetics in study of hereditary 
factors in disease leave no room for doubt that 
truly basic science can be advanced by a study of 
disease processes. This awareness leads to a further 
extension of human experimentation. With these 
developments it is time to examine the many- 
faceted problem of experimentation in man. 

Ladimer ” has expressed it thus; 

Properly conducted experimentation [in man] by qualified 
scientists must therefore be considered an integral branch of 
biologic and medical science, but it does not thereby be¬ 
come customary medical practice. Nor does its essentiality 
and acceptance establish clearly its character or place the 
metliods employed beyond scrutiny. The responsible pro¬ 
fessions have a duty to delineate for tlieir own members and 
for a critically vigilant public the nature of medical research 
and the limits within which it may be properly undertaken. 

These introductory remarks can be concluded 
with the comment that prevention of experimenta¬ 
tion can also be ah experiment, even a very dan¬ 
gerous one, as, for example, withholding treatment 


of a control group. If experimentation is to be 
withheld, “it should be demonstrated that the pro¬ 
posed experiment is more dangerous or more pain¬ 
ful than the known [or probable] results of in¬ 
action.”"' Tliis is an expression of an ideal, rather 
than a practical, possibility in most cases. 

Tliroughout this article the aim has been to pre¬ 
sent sound background data, common-sense views, 
and principles of procedure radier than rules. The 
intricate considerations which must be brought to 
bear on this general subject leave room for only a 
few absolute statements. Tlrese are discussed in tire 
section on Codes. 

Social Necessity 

In the foregoing remarks it is clearly evident that 
human experimentation is essential for the welfare 
of the race, for in medical research lies “a common 
benefit not obtainable by other means.” ° The de¬ 
velopment of medicine, the safeguarding of health, 
and some types of basic scientific advance all re¬ 
quire human experimentation. With tlie recent 
Hitlerian acts freshly in mind, it is not surprising 
that responsible investigators are wary of such 
phrases as “for the good of society.” In any case, the 
scientist or physician has no right “to choose martyrs 
for society,” as Kety ® has put it. 

It should be apparent that no stigma is attached to the 
performance of human experiments per se; disgrace and in¬ 
famy can arise only through its misuse. Tlie moral oblig.ation 
of performing all human experiments, with due regard to 
the sensibility, welfare, and safety of the subject, must not 
be violated. As phrased by Claude Bernard in 1856, 
“Christian morals forbid only one thing, doing ill to one’s 
neighbor.” So, among experiments that may be tried on man, 
tliose that can only do harm are forbidden, those that are 
harmless are permissible, and those that may do good are 
obligatory.® 

Unfortunately, decision is usually not so simple 
as tliis sounds; choice often lies among various 
shades of gray, not between black and white. The 
social necessity for experimentation in man oper¬ 
ates, of course, only when the desired ends cannot 
be obtained in other ways, as through experi¬ 
mentation in animals. 

Subject 

Observations on the choice of a subject can be 
set down as follows: 

1. It is often not possible to directly transfer 
observations made in normal individuals to tlie 
sick. The complexities here are so great that only 
one or two suggestive examples can be mentioned; 
(a) It is exceptionally difficult, if not impossible, 
to reproduce usefully in normal subjects symptoms 
which ordinarily arise in disease. 'Take, as an ex¬ 
ample, pain. Beecher “ has compiled evidence which 
supports this wew, in that 15 groups of investiga¬ 
tors attempted but failed to show a dependable 



112/464 


COUNCIL ON DRUGS 


J.A.M.A., Jan. 31, 1959 


relationship in man between pain threshold and the 
action of analgesic agents, notwithstanding scores 
of papers to the contrary, (h) There is no assur¬ 
ance that the high incidence of nausea in normal 
individuals after administration of morphine holds 
true for those who are in pain. Incidentally, this 
points to a problem not yet satisfactorily solved, 
that is, how to secure information on the side-effects 
of therapeutic agents when these side-effects may 
be similar to those present at times in the disease 
state studied. 

2. Individuals who may die suddenly or who 
seem to be in imminent danger of death should not, 
under ordinary circumstances, be chosen as sub¬ 
jects for experimentation, how'cver harmless the 
planned procedure may be. If death occurs during 
such an experiment, it could cast a shadow' over a 
potentially valuable agent or useful technique, not 
to mention placing the investigator in a most un¬ 
happy predicament, where, although innocent, he 
may appear guilty. 

3. It is usually unwise to study a therapeutic pro¬ 
cedure in an individual who has also a disease un¬ 
related to the expected therapeutic effects. 

4. Lay subjects, sick or well, are not likely to 
understand the full implications of complicated 
procedures even after careful explanation. 

To obtain the consent of the patient to a proposed investiga¬ 
tion is not in itself enough. Owing to the special relationship 
of trust which exists between a patient and his doctor, most 
patients will consent to any proposal that is made. Furtlier, 
the considerations involved are nearly always so technical as 
to prevent their being adequately understood by one who is 
not himself an expert. It must, therefore, be frankly recog¬ 
nized that, for practical purposes, an inescapable responsibil- 
,^ity for determining what investigations are, or are not, 
L^ndertaken on a particular patient will rest with the doctor 
concerned. Nearly always his judgment will be accepted by 
the patient as decisive.’” 

Or, as Guttentag " has put it, “one has only to 
drink of present-day specialization in medicine in 
order to realize that the patient is frequently not 
able to grasp all dre implications of a certain pro¬ 
cedure so far as his health is concerned.” 

To some, diis complexity leads to a strong ad¬ 
monition concerning voluntary w'ork. At one time, 
Pfeiffer held the view' that one should “never use 
anyone e.xcept a volunteer who is at least at the 
level of a graduate student and who has investi¬ 
gated for himself the nature and possible dangers of 
the drug or procedure involved.” Many investiga¬ 
tors w'ould not agree w'ith this last view. For some 
types of investigation, especially when subjective 
factors are involved, it is essential to have subjects 
who know nothing about the expected results and 
have no vested interest in die outcome. Certainly 
Pfeiffer’s early requirement for an informed subject 
cannot be complied xvith in the case of the diseased 
subject. Such difficuldes, however,, emphasize- the 
increased responsibility of the investigator when 


the subject cannot truly understand the full impli¬ 
cation of the study contemplated. This view is set 
down in some detail for comparison with this ideal¬ 
istic, yet thoughtful and practical, investigator’s 
current view. Pfeiffer states his present view: 
“My quotation from 1951 must certainly be modi¬ 
fied as of this date since we are using prisoners at 
the Atlanta Penitentiary who are not graduate 
students! We do screen our prisoners for psychiatric 
difficulties by having them complete a Rorschach 
examination, IQ assay, and MMPI tests. We also 
go over their psychiatric history very carefully. My 
statement of 1951 represents the ideal situation 
radier than the practical situation.” 

Volunteer 

Information Given.—The information given to or 
obtained by the volunteer subject may vary widely 
from none at all, when innocuous procedures are 
undertaken in the study of subjective responses, to 
full discussion whenever any risk is involved. These 
matters have been referred to in the preceding 
section. 

Laboratory Personnel and Medical Students.- 
Laboratory personnel and medical students are 
often considered legitimate game by tlie eager but 
impoverished investigator, and certainly tradition 
has accepted their use. In my opinion, at least, 
there are two reasons why such groups are usually 
not a good choice: 1. In a sense, these are captive 
groups, not so seriously so as prisoners of war 
perhaps, but nonetheless available for certain kinds 
of subtle coercion. A volunteer should be just that, 
not one who may be subject to fear of the conse¬ 
quences if he does not cooperate. The more domi¬ 
neering the investigator, and thus tlie more valid the 
point made, the more likely is this possibility to be 
disclaimed. Denied or not, the situation does exist; 
it is better to avoid it. 2. In quantitative studies of 
subjective responses over many years, it has become 
clear to me that, in this field at least, subjects must 
not be in communication W'ith each other, for, if 
they are, certain false “syndromes” are “established,’ 
through conditioning presumably. Lack of space 
precludes citing some startling examples of tliis. 
The hazard to sound conclusion of such action is 
now'here more amusingly evident than in the re-- 
ports of some of those w'ho have studied the effects 
of psychotomimetic drugs in their own personnel. 

Mackintosh,’'" however, has expressed a sound and 
considerate point of view concerning the use of 
laboratory personnel: 

On tlie difficult question of laboratory personnel, we had 
certain decisions to make in the London School of Hygiene. 
In the study of malarial parasites “resting” in the human 
liver we had offers from a skilled technician to submit him¬ 
self to infection and then to have a small liver section taken. 
In this case the technician-was a senior man who was fully 
'aware of the risks involved. His'offer-was gratefully accepted, 
but at the same time a regulation was passed that in the 
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future no Inimmi axpen'ment siioiiW be nllowcd without a 
full report being made in advance to the School Council 
(which is the professional body) and to the Board of 
Management, which has a consirlcrablc representation of 
scientists, and also lay members. Hie crux of the decision 
was whether the volunteer had the training and .skill to 
appreciate the whole silimtion, allhongh not necessarily the 
details of the procedure. It was evident that there might he 
subjective matters of study which the volunteer ought not 
to know beforehand, so as to a\’oid vitiating the experiment. 
The additional point of the decision was to make sure that 
the volunteer gave his consent freely, or, better still, olTcred 
his service in writing. In such cases no fee or reward, apart 
from any out-of-pocket expenses, .should be olTered. 

Lasagna and von Felsinger *“ have discussed the 
“ample rcason{s) for wariness in making generali¬ 
zations regarding drug effects from a study, no mat¬ 
ter how careful, of any single group of individuals, 
be they sick or healthy, volunteer or non-volunteer." 

Civil Prisoners.—The major scientific contiihutions 
which have come directly from utilization of civil 
prisoners who have volunteered for such endeavors 
offer at least a pragmatic justification for the 
practice. Possibilities for direct or indirect coercion, 
Lagrant or snbtle, arc so great that use of tliese 
individuals must he considerate indeed to be sure 
that there has been no coercion. The practice has a 
rather long history. Included as civil “prisoners” are 
tire inmates of orphairages and asylums for the 
insane” as well as prisoners in jail.’® During 
World War II both federal and state prisoners 
made important contributions to malaria studies, 
tire use of blood plasma, plasma fractions, and 
plasma substitutes, and trials of various new drugs. 
In most prisons more volunteers were available than 
were needed.” 

Tire advisor)' committee ’®'' appointed by Gover¬ 
nor Green, of Illinois, had this to say; 

Since one of the purposes of tlie parole system is reformative, 
the reformative value of serving as a subject in a medical 
experiment should be considered. Serx'ing as a subject in a 
medical etperiment is obviously an act of good conduct, is 
frequently unpleasant and occasionally hazardous and 
demonstrates a U-pe of social consciousness of high order 
when perfonned primarily as a service to society. Tire e.xtent 
to which the service of a prisoner in an experiment is mo¬ 
tivated by good social consciousness on the one hand and 
by the desire for a reduction of sentence in prison on the 
other is a matter for consideration in the case of each 
prisoner. Regardless of a prisoner’s motives for volunteering 
for an experiment, a habitual criminal or a prisoner who has 
committed a notorious or heinous crime should not be con¬ 
sidered an acceptable volunteer for a medical experiment. 

The rewards for prisoner volunteer service vary 
all the way from gifts of tobacco to a full 
pardon.’®” Cautioning against excessive rewards, 
the Green committee said: 

The most important requirement for the ethical use of 
human beings as subjects in medical e.xperiments is that they 
be volunteers. Volunteering exists when a person is able to 
say “yes” dr "no” witliout fear of 'being punished or of 
being deprived of privileges due him in the ordinary course 
of events. 


A reduction of sentence in prison, if excessive or drastic, 
can amount to undue influence. If the sole moUve of the 
prisoner is to contribute to human welfare, any reduction in 
sentence would be a reward. If the sole motive of the 
prisoner is to obtain a reduction in sentence, an excessive 
reduction of sentence which would exercise undue influence 
in obtaining the consent of prisoners to serve as subjects 
would be inconsistent with the principle of x'oluntaiy par¬ 
ticipation. 

The committee added the somew'hat unrealistic 
comment: “Obviously no one may make representa¬ 
tions to a prisoner concerning the extent and types 
of reward xvbicb may accrue as a result of his 
service as a subject in a medical experiment.” In 
all examples I have seen, tire terms were explicitly 
stated beforehand and were always lived up to 
after the fact. 

Milifary Prisoners.—It is never permissible to use 
prisoners of war for experimentation. This is the 
sound policy of the Department of Defense. 

Volunteer Corps 

Hogben and Sim have this to say; 

If we approach the problem [of human experimentation] 
against a background in which the major advances of medi¬ 
cine occurred in the social setting of pestilences, practical 
difficulties of enlisting volunteers without violence to ethical 
standards are easy to exaggerate; but a wholesome regard 
for the sanctity of life becomes increasingly less relevant to 
a statement of tlie priorities of medicine in western com¬ 
munities with a life-expectation well above 60 years at 
birth. TJiere is indeed an ever more pressing need for knowl¬ 
edge about many once-thought minor evils. We cannot 
effectively tackle tliem by group methods; but we might well 
do so with the help of individuals now willing to risk life 
or limb on the speedway or in tlie ascent of Mount Everest, 
if we could institutionalize a not uncommon appetite for 
adventure consistent with acceptable moral standards. It is 
not beyond the reach of social engineering to create a new 
corps of civil defence with tliat end in view. The voluntary 
response to the appeal for blood donors disposes of doubts 
about the feasibility of such an undertaking, if sponsored by 
an adequately accredited organization. 

We have in tlie United States the beginnings of 
such a corps in the group of conscientious objectors 
to military service who volunteer, and also in tlie 
Mennonite group of young adults who volunteer as 
subjects for scientific studies. 

Investigator 

Characteristics and Qualifications.—The physi¬ 
cian and the investigator are different in their 
procedures, in their aims, and in their immediate 
ends. To paraphrase Ladimer,® the physician ac¬ 
cepts patients and is mainly concerned with their 
welfare; the investigator selects subjects (problems 
as well as individuals) and, while responsive to the 
patient’s interest, is bent on solving the scientific 
problem. But “one irresponsible investigator can do 
great harm to medical science.” ”” 

All the so-called codes as guides to human e.xperi- 
mentation emphasize tlie necessit)’ that the experi¬ 
menter be well trained and adequate as a scientist 
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. 0 , Oity of New York, 
.iicii is stated: “#1 Tliat pro- 
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patient as a subject is permitted in any hospital or 
institution of the Department.” 
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Bcinlionslu’p Between Subject nncl Investigator 

Tliis relationship very often is identical with the 
patient-physician relationship and will be con¬ 
sidered from that viewpoint. There is good reason 
why this facet of the Iniinan experimentation prob- 
lenvshould be considered, 'WdiGnever the irhysician 
tries out a new drug or a new technique—not neces¬ 
sarily new in any absolute sense, perhaps only new 
for his particular patient—he is experimenting in 
his effort to relieve or cure the individual in- 
volved.“' It cordd often be .sbowm to be wrong to 
withhold such methods of trial. Such “e.xperimenta- 
tion” is, in principle, relati^'ely uncomplicated. 
Great complications arise, however, when the ex¬ 
perimentation on one jiatient is not exprected to 
benefit the immediate patient but is for the good of 
patients in general. Recent increase in this type 
of e.xperimentation requires consideration, for such 
a matter involves the most basic elements in tire 
patient-physicirm relationship as well as the attitude 
toward life and its responsibilities of both the pa¬ 
tient and tire physician. As Guttentag “ puts it, “not 
all e.vperiments performed on men uill ever be of 
value to these particular men. And it is writli tliese 
breathing men that we are concerned as physicians.” 

Only physicians can legally take the responsi- 
bilitj' for medical experimentation on man. In any 
case, no one else is so well equipped to carry out 
work “to confirm or disprove a biological generali¬ 
zation witli regard to man . . . [than] the profession 
that is trained more completely tlian any other in 
comprehending the somatic and psychological as¬ 
pects of human life, be it healtliy or diseased.” In 
addition to this reason there is anotlier. As Gutten¬ 
tag " points out, it is related to tlie original patient- 
physician relationship: “Here both the healtliy and 
tile sick persons are ... fellowrcompanions, partners 
to conquer a common enemy.” Guttentag has called 
it ‘“mutual obligations of equals’ or to use Weiz- 
saecker’s term, it is ‘solidarity.’ Objective e.xperi¬ 
mentation to confirm or disprove some doubtful or 
suggested biological generalization is foreign to this 
relationship.” He considers the physician-experi¬ 
menter and, the physician-friend as two distinct 
aspects of the doctor. 

Against the background of the two roles played 
by the physician, Guttentag ” considers three cur¬ 
rently evolving developments. First, tliere is the use 
of force as exercised in Hitler’s Germany. It seems 
unlikely -that this will be of importance in this 
country, except for extremely rare local abuses, for 

the overwhelming majority of physician-experimenters, if not 
thoroughly aware of the nature of tlie original patient- 
physician relationship, are so deeply rooted in tlie demo¬ 
cratic spirit tliat they agree, and will continue to agree, 
that the use of force is not justified on a single person, even 
if millions of other lives could be saved by such an act. They 
realize that as an amoral act from the standpoint of demo¬ 


cratic brotherhood, it might create millions of amoral sequels, 
and that the moral history of mankind is more important tlian 
the .scientific. 

Second, the use of the “liopelessly incurable” as 
experimental subjects has developed recently. I 
have already stated the reasons for my deep con¬ 
viction that those who are in imminent danger of 
death should not be subjected to ex^perimentation, 
except as part of the therapeutic effort for the 
benefit of the subject himself. Occasionally, reports 
are found wherein use of the “hopelessly incurable" 
seems to justify dangerous experimentation. The 
error in this appears evident. It is not the physi¬ 
cian’s prerogative to make or to profit from such 
dubious judgments. 'Tire use of such subjects is 

meant to be noble in the democratic spirit, yet it unconscious¬ 
ly challenges this spirit more subtly but no less than the use of 
force, because it violates the concept of equality or brotlier- 
hood in violating the principle of the original patient- 
physician relationship. From the e.\perimenter’s point of 
wew, the description “liopelessly incurable” is not geirnane 
to his purpose. The designation is inadequate, because it 
does not specify tlie time element—hopeless within, hours, 
days, montlis, years? And if months or years are concerned, 
do all experts agree on tlie status of their respective sciences 
and deny the possibility of discovering effective agents with¬ 
in such a period? The term is also imnecessar}'. . .. From the 
standpoint of the physician-friend, the assertion is not 
geniiane to his purpose, either. To him it is an expression of 
detachment between physician and patient, the announce¬ 
ment of a scale of partnership vs. domination quite contrary 
to its original spirit. As a matter of fact, it creates the paradox 
tliat the healthier the patient, the more he should be the 
concern of his physician; the sicker, the less." 

Tliird, “increased technicalities of many prob¬ 
lems and procedures” have arisen. To Guttentag " 
this suggests that for the protection of the subject 
tire physician-friend and tire physician-e.xperimenter 
should be two persons, lest selfishness decide the 
issue. 'The physician-friend would play the part of 
attorney for the defense, whereas the physician- 
experimenter would be the prosecuting attorney. 
Practically, the physician-friend and the physician- 
experimenter must sometimes, and often .will, be 
the same person.. Nevertheless, it is necessary that 
the two attitudes be recognized and pondered. 

Justification for Human Trial ' . 

The importance of tire project undertaken must 
be commensurate xrith the risk involved. The in¬ 
surance of this is a cardinal responsibility of all who 
undertake experimentation in man. However, there 
is still a vast area where judgment-one hopes 
sound judgment-must operate. Only the fanatic 
denies tlrat animal experimentation must precede 
human experimentation. As Sir Geoffrey Jefferson 
put it, “Man is too rare, too expensive, altogether 
too valuable an animal” to be first used in the 
study of technical procedures or trial of even thera¬ 
peutic agents. ‘There are, at tire same time, species 
differences. Ultimately, the definitive test must be 
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to undertake the study proposed. Medical research, 
when it involves treatment or any physical pro¬ 
cedures beyond the simplest type, requires tliat the 
investigator or his close associate be a qualified 
physician. No other profession gives such preroga¬ 
tives, and no other profession, probably, presents 
such a generally high level of unselfishness and 
compassion. Of these two qualities, unselfishness is 
the more important for subject and project alike. 
Imagination, objectivity, and the power to gen¬ 
eralize soundly are all essential. 

Responsibilities and Safeguards.—C\a.nde Ber¬ 
nard stated the responsibilities of the investigator 
as follows: 

As far as direct applicability to medical practice is concerned, 
it is quite certain that experiments made on man are always 
the most conclusive.- No one has ever denied it. . . . First, 
have we a right to perform experiments and vivisections on 
man? Physicians make therapeutic experiments daily on their 
patients, and surgeons perform vivisections daily on their 
subjects. Experiments, tlien, may be performed on man, but 
witliin what limits? It is our duty and our right to perform 
an experiment on man whenever it can save his life, cure 
him, or gain him 'some personal benefit. The principle of 
medical and surgical morality, therefore, consists in never 
performing on man an e.xperiment which might be harmful 
to him to any extent, even though the result might be highly 
advantageous to science, i. e., to the health of others. But 
performing experiments and operations exclusively from the 
point of view of tlie patient’s own advantage does not pre¬ 
vent their turning out profitably to science. 

Bernard’s view cannot soundly be construed as 
ruling out risk when there is hope of gain; both 
must be weighed. 

In patently nonhazardous experimentation, there 
is no necessity for the investigator to subject him¬ 
self first to the e.xperimental procedures. However, 
whenever doubt exists as to safety, it is advisable 
for tlie investigator first to subject himself to the 
possible hazards involved. 

Mdien it is not known whether a given treatment 
is likely to be effective, the investigator is entitled 
to withhold it if new and more promising therapy 
waits trial. However, he is not entitled to withhold 
therapy when its effectiveness is assured, except 
with die consent of the patient. Green states it 
thus: “where die value of a treatment, new or old,' 
is doubtful, there may be a higher moral obligation 
to test it critically dian to continue to prescribe it 
year-in-year-out with the support merely of custom 
or wishful diinking.”"" McCance has said: “the 
medical prpfession has a responsibility not only for 
the cure of the sick and for the prevention of dis¬ 
ease but for die advancement of knowledge upon 
which both depend. 'Tliis . . . responsibility can 
only be met by investigation and experiment.”"" 

Although many differences e.xist between the 
practice of medicine and human experimentation, 
diere are, nonetheless, certain parallels that can 
usefully be draum in e.xamining one’s position of 


responsibility. In questions of malpractice a legiti¬ 
mate point is whether the actions of the physician 
were in accordance with generally accepted stand¬ 
ards in the given case. So too the same question 
can be appropriately raised concerning experimen¬ 
tation. 

In research, standards must relate to liow the investigator 
proceeded and bow he checked himself. The means by 
which research of high quality has been managed and the 
safeguards employed to protect the subject can be generalized 
into a set of precepts similar to that governing malpractice, 
to serve as a guide. Thus, willful or negligent deviation, 
resulting in injury, would constitute a, basis for liability. On 
the other hand, observance of all known precautions, even in 
the event of an untoward result, would protect the honest, 
qualified investigator. Neither he nor the physician is a 
guarantor of success, but each has a responsibility to his 
own law and credo.” 

'Tlie responsibilities devolving on those who un¬ 
dertake experimentation in man are so great that, 
whenever even remote hazard is a possibility, group 
decision supported by a proper consultative body 
should be employed.’ Self-experimentation “with¬ 
out such collaboration and consultation seems as 
indefensible as similar e.xperimentation on another 
individual.” ’ "At the Clinical Center of the National 
Institutes of Health, for instance, projects involving 
deviation from accepted medical practice or un¬ 
usual hazard are presented in writing to a Clinical 
Research Committee. Consent is obtained from 
subjects and final approval from the Centers 
Medical Board and the Director of the National 
Institutes of Health.” ° The British Medical Re¬ 
search Council has said: 

In any particular case—so specialized has medical knowledge 
become—only a small group of experienced investigators, 
who have devoted themselves to this branch of medicine, are 
likely to be competent to pass an opinion on the ads’isability 
of undertaking any particular investigation. But in eveiy 
branch of medicine such a group of investigators exists. It is 
upon them, and the specialized scientific societies to which 
they belong, that the medical profession must mainly rely 
for the creation of the body of precedents and the climate 
of opinion which shall guide investigators in clinical re¬ 
search ... it is incumbent upon the medical scientific 
societies to accept this responsibility and, -by encouraging 
critical discussion on the communications presented to them, 
help to resolve doubts and to form a body of opinion of what 
is necessary, desirable and justifiable to guide investigators 
in their field.*” 

Wiggers ” has expressed a similar view. 

The Department of Hospitals, City of New York, 
issued an order in which is stated: “#1 That pro¬ 
posed, clinical or laboratory investigations in any 
hospital or institution of the Department, whether 
or not under the auspices of affiliated medical 
schools, be submitted for review and approval by 
the Executive Committee of the Medical Board of 
the hospital concerned. 

That unless it is specifically designed to 
benefit the patient involved—no research using a 
patient as a subject is permitted in any hospital or 
institution of the Department.” 
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Rclntionshii) Between Subjeel nntl Investigator 

. This relationsliip very often is identical with the 
patient-physician relationsliip and will be con¬ 
sidered from that viewpoint. There is good reason 
why this facet of the human experimentation prob¬ 
lem should he considered. ^Viienever the physician 
tries out a new drug or a new technique—not neces¬ 
sarily new in any absolute sense, perhaps only new 
for his particular patient—he is experimenting in 
his effort to relieve or cure the individual in- 
volved.“^ It could often be showm to be wrong to 
withhold such methods of trial. Such "experimenta¬ 
tion” is, in principle, relatii’ely uncomplicated. 
Great complications arise, however, when the e.x- 
perimentation on one patient is not expected to 
benefit the immediate tiatient but is for the good of 
patients in general. Recent increase in this type 
of experimentation requires consideration, for such 
a matter involves the most basic elements in tlie 
patient-physician relationship as well as the attitude 
toward life and its responsibilities of both the pa¬ 
tient and the physician. As Guttentag *' puts it, “not 
all e.xperiments performed on men ivill ever be of 
value to these particular men. And it is with tlrese 
breathing men that we are concerned as physicians.” 

Only physicians can legally take the responsi¬ 
bility for medical experimentation on man. In any 
case, no one else is so well equipped to carrj' out 
work “to confirm or disprove a biological generali¬ 
zation witli regard to man . . . [than] tire profession 
tliat is trained more completely than any other in 
comprehending the somatic and psychological as¬ 
pects of human life, be it healtliy or diseased.” In 
addition to this reason there is anotlier. As Gutten¬ 
tag " points out, it is related to the original patient- 
physician relationship: “Here both the healthy and 
the sick persons are . .. fellow:companions, partners 
to conquer a common enemy.” Guttentag has called 
it ‘“mutual obligations of equals’ or to use Weiz- 
saecker’s term, it is ‘solidarity.’ Objective experi¬ 
mentation to confirm or disprove some doubtful or 
suggested biological generalization is foreign to this 
relationship.” He considers the physician-experi¬ 
menter and,the physician-friend as two distinct 
aspects of the doctor. 

Against tire background of the two roles played 
by the physician, Guttentag” considers three cur¬ 
rently evolving developments. First, tlrere is the use 
of force as exercised in Hitler’s Germany. It seems 
unlikely -that this wall be of importance in tliis 
country, except for extremely rare local abuses, for 

the overwlielming majority of physician-experimenter.s, if not 
thoroughly aware of the nature of the original patient- 
phy.sician relationship, are so deeply rooted in tire demo¬ 
cratic spirit that they agree, and will continue to agree, 
that the use of force is not justified on a single person, even 
if millions of other lives could be saved by such an act. They 
re.alize that as an amoral act from the standpoint of demo¬ 


cratic brotherhood, it might create millions of amoral sequels, 
and that the moral history of mankind is more important than 
the scientific. 

Second, the use of the “Iiopelessly incurable” as 
experimental subjects has developed recently. I 
have already stated the reasons for my deep con¬ 
viction that those who are in imminent danger of 
death should not be subjected to experimentation, 
except as part of the tlierapeutic effort for the 
benefit of the subject himself. Occasionally, reports 
are found wherein use of the “hopelessly incurable” 
seems to justify dangerous experimentation. The 
error in this appears evident. It is not the physi¬ 
cian’s prerogative to make or to profit from such 
dubious judgments. The use of such subjects is 

meant to be noble in the democratic spirit, yet it unconscious¬ 
ly challenges this spirit more subtly but no less than the use of 
force, because it riolates the concept of equality or brother¬ 
hood in violating tlie principle of the original patient- 
physician relationship. From the e.\perimenter“s point of 
riew, the description ‘Iiopelessly incurable” is not germane 
to his purpose. The designation is inadequate, because it 
does not specify the time element—hopeless within, liours, 
days, months, years? And if months or years are concerned, 
do all e.xperts agree on the status of their respective sciences 
and deny the possibility of discovering effectiv'e agents with¬ 
in such a period? Tlie term is also unnecessary. . . . From tlie 
standpoint of the physician-friend, tlie assertion is not 
germane to liis purpose, either. To him it is an expression of 
detachment between physician and patient, the announce¬ 
ment of a scale of partnership cs. domination quite contrary 
to its original spirit. As a matter of fact, it creates the paradox 
tliat tlie healtliier the patient, the more he sliould be the 
concern of his physician; the sicker, the less.” 

Tliird, “increased technicalities of many prob¬ 
lems and procedures” have arisen. To Guttentag " 
this suggests tliat for the protection of the subject 
the physician-friend and the physician-experimenter 
should be txvo persons, lest selfishness decide the 
issue. The physician-friend would play the part of 
attorney for the defense, whereas the phj’sician- 
experimenter would be the prosecuting attorney. 
Practically, tlie physician-friend and the physician- 
experimenter must sometimes, and often .will, he 
the same person. Nei'ertheless, it is necessary tlial 
the' two aTdfuues'beT'Ecbgnizcd-ar.d pondered. 

Justification for Human Trial 

The importance of tlie project undertaken must 
be commensurate with the risk involved. Tlie in¬ 
surance of this is a cardinal responsibility of ail who 
undertake experimentation in man. However, there 
is still a vast area where judgment—one hopes 
sound judgment—must operate. Only the fanatic 
denies tliat animal e.vperimentation must precede 
human experimentation. As Sir Geoffrey Jefferson 
put it, "Man is too rare, too expensive, altogether 
too valuable an animal” to be first used in the 
study of technical procedures or trial of even thera¬ 
peutic agents. There are, at tlie same time, species 
differences. Ultimately, the definitive test must be 
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made in man. Certain types of experimentation are 
impossible in animals and must be done in man, as 
discussed in the following section. 

Types of Human Experimentation 

Tliese classifications can be considered from 
various points of view. For example, one scheme 
is based on the patient’s role: (1) “passive,”, in 
which human tissues or products are examined, as 
by the pathologist or biochemist; (2) “late active,” 
in which studies are applied to the patient only 
after prior investigation on animals; and (3) “ini¬ 
tial active,” in which work must be undertaken 
exclusively on man.'^ Another classification is based 
on the purpose of the research; that is, whether it 
is designed to be of value to the immediate patient 
under study or to patients in general. Still other 
categories of consideration are reasonable; for 
example, whether the investigation is to advance 
basic science or whether it falls into the realm of 
applied science. 

The reviewer must confess to scant interest in 
such schemes. There are, however, several points 
that should be made, points which cut across vari¬ 
ous classifications. 

1. Prior controlled experimentation in animals is 
absolutely essential whenever this is advantageous, 
and this is almost always, in one way or another, the 
case. Even when primary drug effects cannot profit¬ 
ably be studied in animals, possible toxic effects 
can and should be. 

2. In certain circumstances, experimentation in 
animals is impossible or useless. For example, 
mental disease and its prodromal states must be 
studied in man. Studies of subjective responses, 
symptoms, require human subjects, although useful 
inferences can be drawn in some cases from animal 
work, for example, studies of the effect of analgesic 
agents on animal withdrawal reflexes presumably 
produced by pain. Since certain syndromes and 
diseases do not occur in animals, obviously they 
must be studied in man. 

3. Although the investigator should be willing 
to serve as a subject ir. -j/iojcct-Litvinj^-^ven re¬ 
mote possibilities of hazard (as evidence of his 
good faith), self-experimentation is an unwise per¬ 
formance whenever judgment can enter into the 
conclusions drawm. 

4. Any classification of human e.xperimentation as 
“for the good of society” is to be viewed unth dis¬ 
taste, even alarm. Undoubtedly all sound work has 
this as its ultimate aim, but such high-flowm e.xpres- 
sions are not necessary and have been used within 
recent memory as cover for outrageous ends. • 

' Permissible vs. Nonpermissible Human 
Experimentation 

Veiy'^ often decision lies between two shades of 
gray.“® AATien hazard is involved, or may be present, 
group decision by one’s peers becomes important. 


Ivy “ has presented some telling examples of rash 
or foolish e.xperimentation. On top of all his other 
problems, the harassed investigator recognizes that 
sometimes to prevent an experiment may of itself 
be also an experiment, even a dangerous one. 

Pope Pius XII expressed the stand of the 
Roman Catholic Church thus; 

In the domain of . . . science it is an obvious law that the 
application of new metliods to living men must be preceded 
by research on cadavers or the model , of study and e.\peri- 
mentation on animals. Sometimes, however, this procedure 
is found to be impossible, insufBcient or not feasible from a 
practical point of view. In this case, medical research will 
try to work on its immediate object, the living man, in the 
interests of science, in the interests of the patient and in the 
interests of the community. Such a procedure is not to be 
rejected without further consideration. But you must stop at 
the limits laid down by the moral principles We have ex¬ 
plained. 

Propriety in Publication 

When reports on human experimentation are 
prepared for publication, 

It cannot be assumed that it will be evident to every reader 
that the investigations being described were unobjectionable. 
Unless such is made unmistakably clear misconceptions can 
arise. In this coimection a special responsibility devolves 
upon the editors, and editorial boards, of scientific jour¬ 
nals. ... It is desirable tliat editors and editorial boards, 
before accepting any communieation, should not only satisfy 
themselves tliat the appropriate requirements have been ful¬ 
filled, but may properly insist that the reader is left in no 
doubt that such is indeed the case.’'* 

There have been instances in which certain de¬ 
tails and complications have been deleted from pub¬ 
lished reports to avoid unfavorable criticism. It 
seems unlikely that such abuses are common, but 
when they occur, it is probable that the study 
should not have been carried out in the first place. 
The failure to report serious complications in a 
final report is inexcusable. 

Ethical and Moral Aspects 

The physician, with his 2,500-year-old traditions 
and his constant preoccupation with problems of 
life, "pd death, has understandably had a long 
concern with ethical matters. The first codification 
of such matters in the United States occurred in 
1848,'® when the American Medical Association 
patterned its statement on Sir Thomas Percival’s 
“Medical Ethics” of 1803. The principal categories 
concerned the relationship of the physician to so¬ 
ciety, to his patient, and to his colleagues. 

There have been a good many controversies in¬ 
volving medical ethics in the past 20 years. Fitts 
and Fitts have suggested as various causes for 
this the splintering of medical knowledge into 
numerous specialties, leading as it does to group 
practice; the spread of insurance schemes, with in¬ 
trusion of a third party between the physician and 
his patient; and finally “the radical treatment of 
serious disease, which appears, when first applied, 
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to verge dangerously upon human experimenta¬ 
tion." The implieation of this last comment, i. e., 
the radical ti'eatment of disease, ho\ve\’cr close to 
the legal stand it may be, is possibly at variance 
with present widespread humanitarian concepts. 

Changes in ethical considerations may be slow, 
but they do occur and are illustrated in correspond¬ 
ence to the Royal Society in England. In 1756, Sir 
Hans Sloane described how, 

The princess Anne, now princess royal of Oranpc, fallin)' ill 
of the small-pox in such a dangerous way that I very inneh 
fc.arcd her life, the late Queen Caroline, when princess of 
Wales, to secure her other children, and for the common 
good, begged the lives of six condemned criminals, who had 
not iiad the small-pox, in order to try tlie experiment of in¬ 
oculation upon them. But Mr. Maitland, who had inoculated 
at Constantinople, declining for some reasons to perform the 
operation. . . . [but later he was persuaded and] undertook 
the operation, which succeeded in all hut one, who had the 
matter of the small-irox put up her nose, which irroduced no 
distemper, but gave great uneasiness to the poor woman. . . . 
To make a further tryal, the late Queen Caroline irrocured 
half a dozen of the charity-children belonging to St. James’ 
parish, who were inoculated, and all of them, except one 
(who had had tlie small-pox before, tho’ she pretended not, 
for the sake of the reward) went thro’ it with the symptoms 
of a favourable kind of that distemper. 

Tlie verj' fact that such a performance on the part 
of the present royal family of Great Britain would 
be unthinkable emphasizes the change. 

Tliis ethical change is further exemplified in 
recent correspondence to Lancet, in which the dis¬ 
cussion, even though pros and cons are presented, 
indicates a lively conscience. In the letter which 
started this correspondence, Fisher had this to say: 

It is a matter for regret that the use of nonnal children (or 
children suffering from some irrelevant disease) as controls 
in clinical research appears to be increasing. 

No medical procedure involving the slightest risk or ac¬ 
companied by the slightest physical or mental pain may be 
inflicted on a child for experimental purposes unless there 
is a reasonable chance, or at least a hope, tliat the child may 
benefit thereby. 

If this is true—and I hope that there are few doctors in 
this country wlio would disagree—then it must surely be 
difficult to justify tlie use of two hydrocephalic infants re¬ 
ported in the paper by Dr. Do.xiadis and his colleagues, and 
the use of a nonnal control by Dr. Bickel and his colleagues. 

It may be, of course, diat there were some good reasons 
for the use of these children which have not been made clear. 

Holt®' replied for one group of autlrors: 

It is quite reasonable that Dr. Fisher should raise the ques¬ 
tion of the use of normal children or children suffering from 
some irrelevant disease as controls in clinical research. There 
are extreme opinions on both sides, but I feel most of us 
adopt a policy between the two—somewhere in the grey be¬ 
tween the rather tlieoretical white and black. My own work¬ 
ing policy, which differs slightly from that e-xpounded by 
Dr. Fisher in the second paragraph of his letter, is that no 
procedure should be carried out involving risk or discom¬ 
fort witliout a reasonable chance of benefit to that child 
or other children; and this principle was followed through¬ 
out our work. The crux of the matter is contained in the last 


sentence of Dr. Fisher’s letter—we owe it to ourselves to 
explain our actions. Surely we .all weigh these matters most 
carefully in our own consciences. 

Further comment was made bj' Bickel and Ger- 
rard;“We are grateful to Dr. Fisher for raising 
a problem of which we are fully conscious in our 
daily work. Nevertheless, errors of metabolism con¬ 
stituting the underlying cause of many diseases 
cannot be understood or properly treated without 
knowledge of normal physiology.” 

Leys commented on the previous correspond¬ 
ence; 

Tlic privileged position which doctors hold in society depends 
entirely on the trust which people have in the purity of their 
motives. Thi.s is stated explicitly in the international code 
adopted by the World Medical Association in 1949; “Under 
no circumstances is a doctor permitted to do anything which 
would weaken the physic.al or mental resistance of a human 
being except from strictly therapeutic or prophylactic indi¬ 
cations imposed in the interests of the patient." There is no 
justification here for risking an injury to an individual for the 
possible benefit to other people, as enunciated by Dr. Holt 
as his guiding principle. Such a rule would open the door 
wide to perversions of practice, even such as were inflicted 
by Nazi doctors on concentration-camp prisoners. Tlie mag¬ 
nitude and crudity of their "experiments" must not be 
allowed to blunt sensitivity to breaches of the medical ethic 
made on a smaller scale and with greater plausibility. Of 
this nature are experiments performed upon condemned 
criminals, with or without the victim’s consent, upon con¬ 
scientious objectors to military service, upon persons with 
chronic mental illness or deficiency or incurable disease of 
any kind, and all procedures, whether therapeutic in intent 
or not, which are not designed with the sole intention of im¬ 
proving tlie lot of the individual upon whom they are per¬ 
formed. Only one exception can be allowed—i. e., when the 
c.xperimental subject is an adult whose judgment is not im¬ 
paired and who freely gives his consent. No child must ever 
be the subject of such an experiment. 

It is clear that the assumption by doctors of scientific 
methods and techniques calls for critical examination of the 
uses to which these methods are put. The scientific material 
of the clinical rese.arch-worker is human life. 

I should like to see a resumption of the practice by which 
all doctors upon qualification were required to make a 
declaration of adherence to the medical ethic. There is need 
for a revised, more simple form of the Hippocratic oath, 
relevant to the circumstances of the 20th century'. For some , 
time the ethics subcommittee of the Medical Association for t. 
Prevention of War has been occupied with such a revision, 
and I give, for the sake of discussion, the tentative and 
interim results of this attempt. 

Items (2) and (4) of the revised oath are perti- i 
nent to the present discussion; 

(2) To direct all my work to the preservation of life and 
the relief of suffering, and under no circumstances whatever 
to use my medic.il knowledge to harm any person, nor take 
part in any experiment involving risk of injury, without as¬ 
suring myself of the understanding and freely giv'en consent 
of an adult subject, nor without consulting my colleagues 
upon tlie value and necessity for such an experiment. 

(4) To communicate freely to all doctors any discoveries 
which I believe inyself to have made concerm'ng the nature, 
cure, or prevention of disease. 
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Ethical and moral implications and problems 
surround everj' facet of experimentation in man. 
This has been evident in each of the preceding 
sections of tliis report. The central conclusion is 
that it is unethical and immoral to carry out poten¬ 
tially dangerous experiments without the subjects 
knowledge and permission. Every act of a physician 
designed soundly to relieve or cure a given patient 
is experimentation of an easily justifiable kind. The 
patient’s placement of himself in tire physician’s 
hands is evidence of consent. The problem becomes 
a knotty one when the acts of the physician are 
directed not toward benefit of the patient present 
but toward patients in general. Such action requires 
the exphcit consent of the informed patient. It 
also requires more than tliis—it requires profound 
thought and consideration on the part of the physi¬ 
cian, for the complexities of medicine are, in some 
cases, so great that it is not reasonable to expect 
that the patient can be adequately informed as to 
tire full implications of what his consent means. 
His trust in tlie physician may lead him too easily 
to say yes.^^ Although there is no excuse for failure 
to do one’s best to present an accurately informa¬ 
tive picture to the subject, it is an injunction to the 
experimenter himself to cultivate a deep sense of 
his own responsibility in such a case. 

“The patient, however humble and however ill, 
in whatever degree derelict and forlorn, has sacred 
rights which the physician must always put ahead 
of his burning curiosity.” “ The situation is a safer 
one, as Guttentag points out, when the “physician- 
friend” who looks after tire patient’s illness and wel¬ 
fare in general is not the same person as the 
“physician-experimenter.” 

“Tire ethical principles involved in the use of tire 
mentally incompetent are the same as for mentally 
competent persons. The only difference involves the 
matter of consent. Since mental cases are likened 
to children in an ethical and legal sense, the con¬ 
sent of the guardian is required." " 

The ethics and practice of placebo tlierapy have 
been reviewed and discussed in considerable detail 
, by Leslie who concluded, “The proper use of the 
) placebo requires, in addition to broad medical 
J knowledge, a depth of human understanding not 
I requisite to tlie purely materialistic approach to 
I medicine.” 

In a speech delivered on Sept. 14, 1952, Pope 
Pius XIIdiscussed tire moral limits of medical 
research and treatment and, in particular, the 
interests of science as justification for research and 
the use of new methods. If a procedure “cannot be 
used witliout injuring the rights of others or with¬ 
out woiating some moral rule of absolute value ... 
morally tire metlrod is not admissible,” even though 
knowledge might be increased by its use. The 
reason for this is tlrat, just as science is not the 


highest good, so also the desire for scientific growth 
cannot override certain moral values. “Science it¬ 
self, therefore, as well as its research and acquisi¬ 
tion, must be inserted in the order of values.” 

Furtlrer discussion by the Pope concerned the in¬ 
terests of the patient as justification of new medical 
methods of research and treatment. The physician’s 
rights or power over the patient or subject are only 
those given by the subject, bearing in mind that 
“the patient cannot confer rights he does not pos¬ 
sess.” According to this philosophy, “The patient, 
then, has no right to involve his physical or psychic 
integrity in medical experiments or research when 
they entail serious destruction, mutilation, wounds 
or perils.” 

A third interest is the bontim commune or com¬ 
mon good. 'The Lvo interests already discussed, 
that of science and that of the patient, are closely 
allied to the general interest. This leads to tlie 
question, “Can public authority, on which rests 
responsibility for the common good, give the doc¬ 
tor the power to experiment on the individual 
in the interests of science and the community in 
order to discover and try out new methods and 
procedures?” The answer is obviously for 

the individual must not be subordinated to the 
community; the community exists for the man. 

Legal Considerations 

The legal considerations surrounding human ex¬ 
perimentation have been exhaustively reviewed and 
documented by Ladimer.“° Appropriate to the pres¬ 
ent report is a statement of tlie basic assumptions 
and general principles involved. In addition to this, 
attention will be called to some surprising lacks of 
legal precedent in this field. 

Tire practice of medicine has been described over 
some thousands of years in recorded history, and 
during this vast period it has been hedged about 
with innumerable oaths, precedents, customs, rules, 
orders, and laws for the protection of the patient. 
Human experimentation is as ancient as the prac¬ 
tice of medicine; yet, remarkably enough, no speci¬ 
fied legal precedents have been set dovm to protect 
the subject or tlie investigator. At die same time 
there is an abundance of precedent to indicate that, 
however able, skillful, conscientious, well trained, 
and generally well qualified the investigator is, he 
experiments on man to his peril. The first malprac¬ 
tice suit involving alleged experimentation occurred 
in 1767, Slater v. Baker. It “established the rule that 
experimentation was at the physician’s peril,” 
although the court commented at the time on the 
surgeon’s good character and repute. 

As Ladimer has put it, the position taken by 
strict legal ivriters and jurists who have summarized 
the issue’s present position is as follows: In treating 
the patient “there must be no experimentation . . • 
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\vc find thiit legal encyclopedias have unwaveringly 
set forth that while it is the duly of the physician 
or surgeon to keep up with advancements in his 
profession, it is also his duty not to try to forge 
ahead of it by trying e.vperiinents.” The doctrine is: 
“The physician experiments at his peril.” Many 
similar examples could be given. In this seemingly 
harsh stand “the law” seems to close its eyes to 
reality, for, as every able physician knows, the ade¬ 
quate practice of medicine involves continual ex¬ 
perimentation. No two patients respond precisely 
alike to any therapeutic procedure. Even in ordi¬ 
nary practice the able physician experiments until 
his treatment is successful or the patient dies. 

The precedent and interpretations just mentioned 
have to do with the comparatively simple situation 
of experimentation designed to benefit the immedi¬ 
ate patient. The important but much more difficult 
situation remains, and is scarcely mentioned in legal 
discussion, in which the research is not designed to 
benefit the immediate patient but rather patients in 
general. 

To a layman like myself, this is an instance in 
which the law and its interpretation are far re¬ 
moved from actual practices and from current, uni¬ 
versally accepted ethical and moral concepts of 
Western civilization.'”'” These concepts can be sum¬ 
marized as follows; 1. Progress in the medical 
sciences depends upon research. 2. Much of this 
research requires human experimentation. 3. Human 
experimentation is necessary and proper. 4. It is not 
considered just that a man' be placed in jeopardy 
or penalized for helping his brother. 

The need for a redefinition of human experi¬ 
mentation becomes apparent, because many court 
rulings equate experimentation with “rash action” 
and “ignorant and unskillful departure from ap¬ 
proved methods.” The low esteem of the court for 
such experimentation is expressed in such phrases 
as “rash or experimental methods,” “mere experi¬ 
ment,” or “reckless experiment.” By no means 
could all the acts so castigated be labeled as foolish, 
nor were they always the work of incompetents. 
The remarks quoted, “quite typical in cases of tlris 
kind reveal[s] the association in the judicial mind 
between experimentation and professional disregard 
of negligence. Needless to say, this represents either 
a complete misconception of scientific experimenta¬ 
tion or the singular use of the term so that it par¬ 
takes of reckless behavior or quackery.... The term 
‘experimentation’ has been used loosely by the 
courts,” so says Doctor of Jurisprudence Ladimer, 
as I would scarcely dare to do. He points out that 
the precedents, the cases of record, have “dealt not 
\vith major problems baffling to medicine and sci- 
.ehce on which basic research or applied clinical 
study was required, but with questions which con¬ 
front the regular practitioner.” 


In his superb review Ladimerhas said: 

The term "experimentation” must be considered objectively 
(preferably discarded if it retains the connotation of im¬ 
proper medical practice) so that it is recognizable as a 
legitimate scientific endeavor which can be advanced by the 
recognized research scientist. The legal issue would then 
become not experimentation versus accepted practice of the 
art of medicine but an evaluation of the plan and conduct 
of research in relation to specific fact situations, that is, 
whether the research was conducted with due regard to the 
interests of the subject. The Law has a duty to comprehend 
the scope and elements of diverse human activity and their 
places in society if it is to assist in making individual judg¬ 
ments and setting or recognizing general values. . . . Essen¬ 
tially, medical research on human beings consists in ex¬ 
perimentation, that is, deliberately inducing or altering body 
or mental functions, directly or indirectly, in individuals or 
in groups primarily for the advancement of health, science 
and human welfare. 

Continuing, Ladimerhas maintained that 
medical research 

is significantly different from medical practice in such re- 
•spects as purj^ose and attitudes, scientific problem or medi- 
c.al hypothesis, study design or treatment, relative obliga¬ 
tions of physician-researcher and patient-subject and gen¬ 
eral environment including scientific staff, facilities and types 
of clinical material selected. . . . The conduct of medical 
practice, generally conceived to be diagnosis, treatment and 
care, is governed by state statute and supporting administra¬ 
tive licensing and regulatory bodies. Medical research on 
human subjects, except as it is an inherent but not predomi¬ 
nant incident of such practice, would appear to be outside 
the scope of [medical practice]. . . . There is no existing 
broad police power statute for control of human research 
although it is, by its nature, subject to the general police 
power. 

Human research “today warrants [legal] recogni¬ 
tion as a separate endeavor affected with a public 
interest as significant as medical practice itself.” 

Codes 

As already mentioned, it is not my view that 
many rules can be laid down to govern experi¬ 
mentation in man. In most cases, these are more 
likely to do harm than good. Rules are not going 
to curb the unscrupulous. Such abuses as have 
occurred are usually due to ignorance and inex¬ 
perience. Tlie most effective protection for all con¬ 
cerned depends upon a recognition and an under¬ 
standing of the various aspects of the problem. 
Eventually, the broad gap between tlie law of the 
land and its interpretation, on the one hand, and 
scientifically, ethically, and morally sanctioned 
experimentation in man, on the other hand, must be 
narrowed, if not closed. This legal development can 
be helpful and directed toward progress or can be 
harmfully restrictive. Which it shall be will be 
determined by die breadth of understanding ex¬ 
pended on this complex subject. 

Since only physicians can accept the responsibil¬ 
ity for human experimentation, beyond the simplest 
procedures, the oath of Hippocrates has been a 
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basic guide. The physician agrees to work to the 
best of his abilitj' for the good of his patients and 
to “abstain from whatever is deleterious and mis¬ 
chievous.” As Claude Bernard put it a century 
ago: In tlie field of experimentation “Christian 
morals forbid only one thing, doing ill to one’s 
neighbor.” In terms of principle, these elevated sen¬ 
timents possibly say all that is necessary. The writer, 
in common with many other 'investigators, has 
sought a practical spelling-out of the principle in¬ 
volved. Various attempts to do this will now be 
described, using as the basic framework for dis- 
•cussion tire 10 points developed at the Nuremberg 
Military Tribunals.®’ 

’Nuremberg Code’s 10 Points—It is puzzling to 
me, as a layman in legal matters, why the opinions 
e.xpressed and the judgments rendered by the 
Nuremberg Military Tribunals coneerning human 
experimentation cannot be construed as legal 
precedents (evidently not the case, cf. Ladimer 
when drey say that “certain basic principles must 
be observed in order to satisfy moral, ethical and 
legal concepts.” At any rate, violation of these prin¬ 
ciples wag considered as sufficient basis for impos¬ 
ing seven death sentences and nine prison terms. It 
would not seem unreasonable to conclude that, if 
“certain basic principles” (to be stated)rare “satis¬ 
fied,” then “legality” shall have been attained. How¬ 
ever that may be, the principles and the discussion 
of them are as follows.®’ 

Nuremberg Rule 1: The voluntary consent of the human 
suhi'ect is absolutely essential. 

This means that the person involved should have legal 
capacity to give consent; ..should be so situated as to be able 
to e.xercise free power of choice, without the intervention of 
any element of force, fraud, deceit, duress, over-reaching, or 
other ulterior form of constraint or coercion; and should 
have sufficient knowledge and comprehension of the ele¬ 
ments of the subject matter involved as to enable him to 
make an understanding and enlightened decision. This 
latter element requires that before the acceptance of an af¬ 
firmative decision by the e.\perimental subject there should 
be made known to him the nature, duration, and purpose of 
the experiment; the method and means by which it is to be 
conducted; all inconveniences and hazards reasonably to 
be expected; and the effects upon his health or person 
which may possibly come from his participation in fire 
) experiments. 

The duty and responsibility for ascertaining the quality of 
the consent rests upon each individual who initiates, directs 
or engages in the experiment. It is a personal duty and 
responsibility which may not be delegated to another with 
impunity. 

On first reading, this sounds simple, straightfor¬ 
ward, and absolutely to the point. Reflection reveals 
certain difiBculties. For one thing, a rigid interpre¬ 
tation of this would effectively cripple, if not 
eliminate, most research in the field of mental dis¬ 
ease, which is one of the two or three greatest 
medical problems. However, Ivy served as. chief 
medical consultant to the War Crimes Trials and 
presumably had a hand in formulating the 10 


points. As he has said previously: “The ethical 
principles involved in the use of the mentally im- 
competent are the same as for mentally competent 
persons. The only difference involves the matter of 
consent. Since mental cases are likened to children 
in an ethical and legal sense, the consent of the 
guardian is required.” ® If this were the intention of 
the Nuremberg Tribunal, it is regrettable that the 
matter was not explicitly stated, for more and more 
the 10 points are referred to as a sort of Western 
credo. 

We can consider what may be other difficulties 
in the way of widespread acceptance, difficulties 
not with the spirit and principal substance of the 
TO points but difficulties, nonetheless, of interpre¬ 
tation. 

Strict observance of point one would cast con¬ 
siderable doubt not only on the propriet}' of study¬ 
ing mental disease but also on the use of placebos, 
essential to progress in studies in which judgment 
is involved in decision.®® Explicit observance of 
point one would require detailed explanation to the 
participating subject with the inevitable result that 
he would become self-conscious and introspective. 
An abundance of evidence in the field of study of 
subjective responses has showm that such introspec¬ 
tion has produced misleading results.® The use of 
placebos in therapy, occasionally necessary for the 
guidance of the able, responsible physician as well 
as the treatment of the patient, could hardly be 
tolerated under a strict observance of the point in 
question.® 

Furthermore, how is the investigator to draw a 
practical line in the prior information to be given 
his patient, between "reasonably to be expected” 
and possible hazards, when these will often be 
quite unknown in first experiments? Kety’s" dis¬ 
cussion of this question is, as usual, to the point: 

In studies on normal individuals where there was no intent 
or little possibility of helping the subject, the rule of volun¬ 
tary consent is, of course, absolutely essential and the ne¬ 
cessity of complete e.xplanation equally important. The com- 
pletene.ss of the e.xplanation, however, need refer only to that 
information which will enable the subject to make a judg¬ 
ment upon hazards and need not include other scientific in¬ 
formation irrelevant to the question of risk and knowledge 
of which on the part of the subject may be prejudicial to a 
controlled experiment. In other words, if one were giving .a 
potent drug or a placebo, it would be necessary to e.xplain 
to the subject only the risks involved in the taking of the 
drug. In the case of patients there are important justifica¬ 
tions for clinical research in addition to those which hold 
for normal) controls. In the first place, if the research is 
relevant to the clinical condition from which the patient is 
suffering, and 1 feel that it should be, there is the clear 
possibility of personal benefit to the patient from the re¬ 
search itself, and there, perhaps, the criterion might be the 
chance of harming the patient versus the chance of helping 
him. Even though both of these chances may be low, in 
most clinical research the chance of personal benefit is 
usually considerably greater than the chance of harm to the 
individual patient. 



Vol 109, No. 5 


COUNCIL ON DRUGS 


121/473 


With regard to the justification for using a placebo in¬ 
stead of u drug in tlio treatment of a disease, tins can, of 
course, be justified if the purpose of tlic study is to evalu¬ 
ate a new and untried drug, since one can hardly be crili- 
ebed for withholding an agent of unknown potential for 
good or hann. With regard to the question of withholding a 
dnig of known benefit temporarily, the concept of greater 
liarm versus greater good to the patient may still apply, in 
addition to wliich it may l)o perfectly possible to get the 
voluntary consent of the patient to cooperate in a research 
problem in which certain parts of the treatment may be 
delayed or withheld temporarily in order to make certain 
obsers'ations. In fact, in any case where the element of 
hazard is greater than the chances of benefit, the patient 
may still consent with full knowledge of the risk. 

When a patient places himself in the hands of a 
physician for relief or cure of a symptom or disease, 
this act implies consent to the physician to carrj' 
out the necessary acceptable means to relieve or 
cure. If the problem is pain, for example, we know 
that a placebo will often relieve one-half to txvo- 
thirds of the pain relievable wnth an optimal dose 
of morphine."" Surely it would be carrying matters 
too far to require a dissertation to the patient on 
grades or degrees of relief anticipated, when real 
value could be expected from the use of a placebo. 
Such use of a placebo could reveal, for example, 
whether a powerful narcotic was actually necessary 
or not. 

Possibly in the beginning, before its pou’er to re¬ 
lieve was established, the use of a placebo in such 
work might have been challenged on ethical 
grounds more e£Fecti\’el)' than at present. Tins is 
true of many, if not most, standard therapeutic pro¬ 
cedures in wide use today. In the early days of 
cardiac catheterization, that procedure could have 
been challenged on serious grounds as jeopardizing 
the immediate subject’s life. Subsequently this has 
indeed been proved at times to be the case. At 
present, it is v\adely recognized that the demon¬ 
strated value of the technique outweighs the risk 
and this has been recognized by the award of a 
Nobel prize. Ladimerhas described in chilling 
detail tile probable fate in a court of law of the con¬ 
scientious but bold investigator who takes such risks 
and experiences his failures early. In most cases, 
neither true risk nor benefit can be known early, 
and therefore they cannot be adequately described. 

It is easy enough to say, as point one does, tliat 
the subject “should have sufficient knowledge and 
comprehension of the elements of the subject 
matter involved as to enable him to make an under¬ 
standing and enlightened decision.” Practically, this 
is often quite impossible, as we have seen, for the 
complexities of essential medical research have 
reached the point where the full implications and 
possible hazards cannot always be known to anyone 
and are often communicable only to a few informed 
investigators and sometimes not even to them. 
- Certainly the full-implications-of .work to be done 
are often not really communicable to lay subjects. 


As mentioned in an earlier section, tliis tljrows a 
serious burden on the responsible investigator. 
Once again, point one states a requirement very 
often impossible of fulfillment. 

A further limitation on the matter of consent, as 
viewed by the Roman Catholic Church, has been 
expressed by Pope Pius XII 

In the first place it must be assumed tliat, as a private 
person, tlie doctor can take no measure or try no course of 
action without the consent of the patient. The doctor has no 
other riglits or power over the patient tlian tliose which the 
latter gives him, explicitly or implicitly and tacitly. On his 
side, the patient cannot confer rights he does not possess. 
In this discussion the decisive point is the moral licitness 
of the right a patient has to dispose of himself. Here is the 
moral limit to the doctor’s action taken with the consent of 
tlic patient. 

As for the patient, he is not absolute master of himself, 
of his body or of his soul. He cannot, therefore, freely dis¬ 
pose of himself as he pleases. Even the reason for which he 
acts is of itself neither sufficient nor determining. The pa¬ 
tient is bound to the imminent teleology laid down by na¬ 
ture. He has the right of use, limited by natural finality, of 
tlie faculties and powers of his human nature. Because he is 
a user and not a proprietor, he does not have unlimited 
power to destroy or mutilate his body and its functions. 
Nevertheless, by x’irtue of the principle of totality, by vir¬ 
tue of his right to use the services of his organism as a 
whole, tlie patient can .allow individual parts to he destroyed 
or mutilated when and to the extent necessary for the good 
of his being as a whole. He may do so to ensure his being’s 
axistence and to avoid or, naturally, to repair serious and 
lasting damage which cannot otherwise be avoided or re¬ 
paired. 

Tlie patient, then, has no right to involve his physical or 
psychic integrity in medical experiments or research when 
they entail serious destruction, mutilation, wounds or perils. 

Moreover, in e.\ercising his right to dispose of himself, 
his faculties and his organs, the individual must observe the 
hierarchy of the orders of values—or within a single order of 
values, the hierarchy of particular rights—insofar as the rules 
of morality demand. Thus, for example, a man cannot per¬ 
form on himself or allow doctors to perform acts of a physical 
or somatic nature which doubtless relieve heavy physical or 
psychic burdens or infirmities, but which bring about at the 
same time permanent abolition or considerable and durable 
diminution of his freedom, that is, of his human personality 
in its typic.al and characteristic function. Such an act de¬ 
grades a man to the level of a being reacting only to ac¬ 
quire reflexes or to a living automaton. Tire moral law does 
not allow such a reversal of values. Here it sets up its limits 
to the "medical interests of the patient.’’ 

Brig. Gen. Telford Taylor,■*" who served as chief 
counsel for the prosecution of war criminals, says 
of the 10 points from the Nuremberg Trials that 
“the judgment lays dowm ten standards to which 
physicians must conform.” Must? Most investigators 
would if they always knew how. Some of the fore¬ 
going discussion might be labeled as quibbling, but 
some is not. “The law is not concerned xvith trifles.” 
It is at times difficult to distinguish between die 
two in a matter of this kind. Nothing said in this 
discussion should be construed as an attack on the 
principle of consent. The discussion is set down to 
indicate-that even the “obvious” matter of consent 
is not so easy to live up to as it sounds. 
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Nuremberg Rule 2: The experiment should he such as to 
t/wld fruitful residts for the good of society, unprocurable by 
other methods or means of study, and not random and un¬ 
necessary in nature. 

The somewhat unsavory nature of the phrase "for 
the good of society” has been discussed previously. 
Point two is vague and frovms on random experi¬ 
ments; however, anesthesia, x-rays, radium, and 
penicillin, to mention a few products of “random” 
e.xperimentation, seem to justify the disallowed 
approach. Most of the epoch-making discoveries in 
science have been unexpected.'*' Surely there is 
something to be said for tlie “random” experiment. 
I, at least, would not know how to define experi¬ 
ments “unnecessary in nature.” Doubtless cardiac 
catlreterization and frontal lobotomy would each 
have been placed in such a category at the be¬ 
ginning of their use. Perhaps lobotomy would be 
characterized by many in this way now, although 
it would not have been a few years ago. Decision 
is difficult; experiment clearly perilous. 

Nuremberg Rule 3: The experiment should be so designed 
and based on the results of animal experimentation and a 
knowledge of the natural history of the disease or other 
problem under study that the anticipated results wilt iustify 
the performance of the experiment. 

But if the anticipated results fail to justify the 
performance of tlie experiment, has the investigator 
necessarily been guilty of wrong behavior? Who 
can guarantee the success of any new experiment? 

The aforementioned comments are by no means 
intended to scoflF at this valiant effort to codify per¬ 
missible experimentation in man. They are in¬ 
tended, ratlier, to indicate more clearly than the 10 
points do how difficult it is to be precise in this 
field. The remaining seven points wll be set down 
TOthout comment. 

Nuremberg Rule 4; The experiment should be so con¬ 
ducted as to avoid all unnecessary physical and mental 
suffering and injury. 

Nuremberg Rule 5: No experiment should bo conducted 
where there is an a. priori reason to believe that death or 
disabling injury will occur; except, perhaps, in those experi¬ 
ments where the experimental physicians also serve as 
subjects. 

Nuremberg Rule 6: The degree of risk to be taken should 
never exceed that determined by the humanitarian impor¬ 
tance of the problem to be solved by the experiment. 

Nuremberg Rule 7: Proper preparations should he made 
and adequate facilities provided to protect the experimental 
subject against even remote possibilities of injury, disability, 
or death. 

Nuremberg Rule 8: The experiment should be conducted 
only by scientifically qualified persons. The highest degree 
of skill and care should be required through all stages of the 
experiment of those who conduct or engage in the experi¬ 
ment. 

Nuremberg Rule 9: During the course of the experiment 
the human subject should be at liberty to bring the experi¬ 
ment to an end if he has reached the physical or mental state 
where continuation of the experiment seems to him to be 
impossible. 


Nuremberg Rule 10; During the course of the experiment 
the scientist in charge must be prepared to terminate the 
experiment at any stage, if he has probable cause to believe, 
in the exercise of good faith, superior skill and careful judg¬ 
ment required of him that a continuation of the experiment 
is likely to result in injury, disability, or death to the ex¬ 
perimental subject. 

Notwithstanding the difficulties of formulating 
rules to cover all occasions, it was clear from the 
principles set down at Nuremberg"^ that during 
the war 

these ten principles were much more frequently honored in 
their breach than in their observance. Many of the concen¬ 
tration camp inmates who were the victims of these atrocities 
were citizens of countries other than the Gennan Reich. 
They were non-German nationals, including Jews and “aso¬ 
cial persons,” both prisoners of war and civilians, who had 
been imprisoned and forced to submit to these tortures and 
barbarities without so much as a semblance of trial. In 
every single instance appearing in the record, subjects were 
used who did not consent to the experiments; indeed, as to 
some experiments, it is not even contended by the defendants 
that the subjects occupied the status of volunteers. In no 
case was the experimental subject at liberty of his own free 
choice to withdraw from any experiment. In many cases ex¬ 
periments were performed by unqualified persons; were con¬ 
ducted at random for no adequate scientific reason, and 
under revolting physical conditions. All of the experiments 
were conducted with unnecessary suffering and injury and 
but very little, if any, precautions were taken to protect or 
safeguard the human subjects from the possibilities of in¬ 
jury, disability, or death. In every one of the experiments 
the subjects experienced extreme pain or torture, and in 
most of them they suffered permanent injury, mutilation, or 
death, either as a direct result of the e.xperiments or because 
of lack of adequate follow-up care. 

Declarations of Geneva and Rome.—The declara¬ 
tions of Geneva and Rome, which have been 
adopted by the World Medical Association, consist 
of a rephrasing and amplification of the Hippocratic 
oatli."" Nothing is said directly about e.xperimehta- 
tion; however, in the section on “Duties of Doctors 
in General,” the following statement could be con¬ 
sidered as a limitation of experimentation: “Under 
no circumstances is a doctor permitted to do any¬ 
thing that would weaken the physical or mental 
resistance of a human being, except for strictly 
therapeutic or prophylactic indications imposed in 
the interest of the patient.” 

Views of the United States Public Health Service. 
—Tlie United States Public Health Service has, in 
effect, adopted the Nuremberg Code's 10 points, 
with added comment on the importance of group 
review and group approval of all procedures when 
even remote possibilities for hazard exist.' The 
rights and welfare of the patient are emphasized. 

Gonceming research patients at the Glinical 
Center for Medical Research of the United States 
Public Health Service, Topping has said: 

An overriding principle governing our clinical studies is 
that the welfare of individuathuman beings takes precedence 
over every other consideration. Medical procedures or ther¬ 
apy substantially different from accepted general medical 
practices are often an essential component of clinical medical 
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research. This oITers the only means of actiuirinir certain in- 
fonnation ncccssar)’ to solve the proiileins of the diseases’ and 
disorders tliat afllicl man. Ethical and .scientific considerations 
dictate, however, that titese investigations mnst he nndcr- 
taken only after mature thonght, nndcr rigorously defined 
and controlled conditions, and under circumstances that 
will minimize the dangers of prcdictahlc or unprcdictahic 
hazards. Tlie basic principle on which all such investign- 
tions must rest is that human beings have inalienable rights 
that supersede all otiicr considerations that may be raised 
in the name cither of science or of the general public wel¬ 
fare. Tlic responsibility of the physician for the physical and 
mental well-being of persons in his care and for observance 
of the ethics of liis profession cannot be overridden by any 
clement of study or research that is interjected into the 
relationship between the physician or surgeon and irersons 
in his care. 

Views of French Academics—The National Acad¬ 
emy of Medicine, of France,''^ points to the need 
for a distinction between (1) investigation and 
therapy directed toward the patient’s health as the 
right and dnty of the physician, “conducted with 
tlie necessary prudence and following the rules of 
medical ethics,” and (2) research with other ends 
in view. In this case, in which the e.xpcrimentation 
is “for scientific purposes only” it is essential that 
(1) only true volunteers who are informed con¬ 
cerning the project he used and that (2) the in¬ 
vestigators he well qualified for the task at hand 
and thus reduce the hazard to a minimum. 

The view of the French Academy of Moral and 
Political Sciences is that only responsible, ex- 
perienced scientists should engage in human experi¬ 
mentation, men who can he expected to draw their 
own prudent limits to their activities, for written 
law of itself cannot provide an adequate safeguard. 
Tlie final justification for such work is tlie scientific 
knowledge gained.'*' 

British Vietos.—British views on this subject have 
been stated by J. M. Mackintosh,'"’ a British scien¬ 
tist acting as special consultant to the United States 
Pubhc Health Service. He has made the following 
points; Consent is essential by the individual or his 
guardian. 

The law in England is by no means clear as to the responsi¬ 
bility of the experimenter in the case of accident arising. 
The maxim “volenti non fit injuria” still holds, and might be 
freely expressed as “volunteers can’t claim damages.” But, of 
course, experimental research on sick persons designed to 
elucidate the nature of their disease and to provide treat¬ 
ment is well established. There has been a movement of 
late, however, to invite sick persons to cooperate in physical 
experiments upon themselves with the primary object of 
elucidating some fundamental problem of disease, without 
necessarily affecting their individual treatment. [Mackintosh 
points out tliat the consent] of a patient as a member of a 
research team acting as it were the part of the donor in tire 
e.\periment, is new and startling. . . . Whether this coopera¬ 
tion in tire event of accident is covered by the consent in 
writing of the patient is a matter xvhich would have to be 
tested in the courts. Obviously the patient would be pro¬ 
tected in common law here,'as elsewhere, against negligence. 
But suppose no negligence has occurred, and in consequence 
of an experiment—tlie outcome of which cannot be known—a 
patient suffers a damage or death. The position of the di¬ 


rector of the team and of its members would stand in some 
doubt. It is clear that the law would have to require 1) Hint 
the patient had been clearly informed of tlie nature and pur¬ 
pose of the experiment and of any re.sults that it might in¬ 
volve; 2) that the experiment had been carried out not mere¬ 
ly without negligence but with every available precaution 
against disaster, (e. g., by the provision of restorative ap¬ 
paratus); and 3) that the person responsible for tlie e.xperi- 
ment was a person who could in the eyes of the law be 
confidently entrusted with the important tasks which he was 
undertaking. In this re.spect, it is evident tliat in addition to 
any expertly qualified scientist, a physician of standing would 
have to subscribe to the responsibility of the team. 

Mackintoshrecognizes two ways of safeguard¬ 
ing the patient after die aforementioned proposi¬ 
tions are aecepted. This can be either by “an 
elaborate and meticulously worded code of regula¬ 
tions designed to cover the whole pattern of 
situations whieh might occur,” or, abandoning any 
attempt to use a code of regulations, by the use of 
a “carefully worded ‘statement of faith’ on the 
ethical question of research.” He expresses as his 
personal view that “the mere preparation of a close¬ 
ly defined code of regulations would defeat its own 
purpose. Human beings are not alike, and a code 
of regulations obeyed to the letter by one research 
worker might well result in irretrievable damage of 
a patient. Tliere is no code that could cover die 
frailties of an inefficient worker, or the sinister 
vagaries of a research student who placed his own 
ambitions above the human needs and rights of the 
patient.” 

The British Medical Research Council *” has also 
said, “it is impossible to frame a code of general 
advice which would adequately cover the ever 
changing circumstances which arise.” 

Views of the Roman Catholic Church .—Pius 
XII has said: 

Sometimes it happens tliat a metliod cannot be used with¬ 
out injuring the rights of otliers or without violating some 
moral rule of absolute value. In such a case, although one 
rightly envisages and pursues the increase of knowledge, 
morally the method is not admissible. Why not? Because 
science is not the highest value, that to xvhich all other 
orders of values—or in the same order of value, all particu¬ 
lar values—should be subordinated. Science itself, there¬ 
fore, as xvell as its research and acquisitions, must be in¬ 
serted in the order of values. Here tliere are well defined 
limits which even medical science cannot transgress xvithout 
xaolating higher moral rules. The confidential relations be¬ 
tween doctor and patient, the personal right of the patient 
to the life of his body and soul in its psychic and moral 
integrity are just some of the many values superior to sci¬ 
entific interest. Tliis point will become more obvious as 
We proceed. 

Without doubt, before giving moral authorization to the 
use of new metliods, one cannot ask that any danger or any 
risk be excluded. That would exceed human possibilities, 
paralyze all serious scientific research and very frequently 
be to the detriment of the patient. In these cases the weigh¬ 
ing of the danger must be left to the judgment of the tried 
and competent doctor. Nevertheless, as Our explanation has 
shown, there is a degree of danger that morality cannot 
alloxv. In doubtful cases, xvhen means already known have 
failed, it may happen tliat a new method still insufficiently 
tried offers, together xvith very dangerous elements, appre- 
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ciaLle chances of success. If the patient gives his consent^ 
the use of tlie procedure in question is licit. But this way 
of acting cannot be upheld as a line of conduct in normal 
case-s. 

People will perhaps object that die ideas set forth here 
present a serious obstacle to scientific research and work. 
Nevertheless, tlie limits We have outlined are not by defini¬ 
tion an obstacle to progress. The field of medicine cannot 
be different in this respect from other fields of man’s re¬ 
search, investigations and work. Tlie great moral demands 
force the impetuous flow of human thought and will to flow, 
like water from tlie mountains, into certain cliannels. They 
contain tlie flow to increase its efficiency and usefulness. 
They dam it so that it does not overflow and cause ravages 
tliat can never be compensated for by tlie special good it 
seeks. In appearance, moral demands are a brake. In fact, 
they contribute to the best and most beautiful of what man 
has produced for science, the indiiidual and tlie commu¬ 
nity. 

Requirements of the American Medical Associa¬ 
tion.—The American Medical Association has 
three principal requirements; “(1) the volimtary 
consent of the person on whom the experiment is 
to be performed; (2) the danger of each experi¬ 
ment must be previously investigated by animal 
experimentation, and (3) the e.xperiment must be 
performed under proper medical protection and 
management.” Tliis is, in essence, similar to the 
Nuremberg document, and tlie comments appended 
to tliat are pertinent here. 

Wiggcrs’ Statements.—In effect, Wiggers® re¬ 
stated tlie 10 points of tlie Nuremberg Code, until 
extensions or additions as follows: 

1. Human experiments should not be projected until tlieir 
necessity has been unquestionably established and a feasible 
humane procedure for tlieir conduct has been fomiulated. 

2. The scientific, etliical, and legal considerations per¬ 
taining to contemplated studies on human subjects should, 
whenever possible, be reiiewed and approved by a group 
of colleagues who Mill not participate in the investigation. 
The nature of the experiments and reasons for their per¬ 
formance should be explained. 

8. The investigation should be so conducted diat legal 
liability under malpractice or personal injury laws never 
comes into question. 

To follow M^iggers’ point one concerning necessit)' 
would, of course, be proper if danger attended the 
proposal. In experiments devoid of hazard it is 
difficult to see why tlie e.xperimenter should not 
have freedom to trj' out his hunches, provided that 
the subj’ects understand the uncertain nature of the 
project and give consent. Many of the great dis¬ 
coveries of science have come from just such un¬ 
necessary'” and "random” experimentation.'” Re¬ 
garding "point eight, as tlie laws are now witten 
and at present interpreted,®'” it seems clear that 
the investigator is frequently, if not always, in 
danger of being subjected to “legal liability' under 
malpractice or personal injury' laws.” 

World Medical Association.—The World Medical 
Association has presented a summary of a long re¬ 
port prepared by the Public Health Council of the 


Netherlands, u’hich was submitted to that countrj'’s 
Minister of Social Affairs and Health on Oct. 10, 
1955. After defining human e.xperimentation as any 
"intervention in the psychic and/or somatic in¬ 
tegrity' of man yy'hich exceeds in nature or extent 
fliose in common practice,” the report presents an 
elaborating discussion and summary of reasonable 
practices already discussed. 

Approval of the Subject. It i.s generally agreed that if the 
experiment is not solely, primarily, or to any degree a direct 
benefit to the subject, bis approval is required. This approval 
should neitlier be conditioned by idealistic impulses, (nurses 
and medical students); nor by special conditions, (prison¬ 
ers, etc.). Even under ideal conditions, the subject’s consent 
has only relative importance. 

However the committee felt that when a physician under¬ 
takes "new treatment” on his own patient, the relationship 
of confidence between physician and patient is in no M’ay 
violated if the physician increases his knowledge or experi¬ 
ence without first informing the patient, rvith the under¬ 
standing that recovery is not delayed and there is no detri¬ 
mental effect. 

After all, hospitals exist not only to treat patients, but also 
to increase medical knowledge and skill. Animal experimen¬ 
tation always precedes that on humans. The public should 
understand that the interests of the patients require a certain 
amount of eeeperimentation. 

Bixk. “Risk” is defined as “any danger that is greater than 
the inexitable peril.” Surgical procedures inevitably involve a 
risk, therefore, proper investigation and use of powerful new 
medicaments cannot be carried out witliout a degree of in¬ 
evitable risk to the patient. 

A distinction is made between the research e.xpert and the 
investigator M’ho is also the patient’s attending physician. 
The Committee was of the opinion that “medical activities 
involving risk to the e.xperimental subject should not be 
carried on by tlie practicing physician; the practicing physi¬ 
cian who also is the investigator is not the person qualified 
to objectively judge the risk involved.” 

When experimentation is conducted in institutions such as 
homes for children, convalescents or old people, etc., the 
responsibility must be shared by tlie attending physician in 
addition to the investigator. 

The Committee recognizes the inherent right of a person 
to accept a voluntary ri.sk, and the right of the investigator 
to make use of this attitude to achieve altruistic objectives ■ 
but ethics must act as a check wherever a great risk is in¬ 
volved. Dangerous experiments are never justifiable if the aim 
is only advancement of medical knowledge; they must also 
entail some benefit for humanity. 

The Committee recognized that in time of war or epi¬ 
demic, dangerous experiments may be justified. However, in 
normal times, "human experiments involving dangerous risks 
of life cannot be reconciled with the nature and objective 
of the medical profession.” Hence it recognized that the 
nature of this problem does not make it possible to have 
clearly defined standards governing experimentation; ‘ the 
conscience of the investigator will have to determine the 
course of conduct" and even the “individual conscience 
cannot be relied upon unconditionally.” . . ..For, "scientific 
e.xperinientations demand from the investigator an objective 
attitude, a certain distance and restraint toM'ard his object 
of experimentation which is actually in conflict M'itli the re¬ 
lationship of physician and patient.” 

Staiicfarcls. Nevertheless, it is felt that standards should 
be sought tliat M'ill govern individual conscience in m.iking 
decisions; guarantee acceptable scientific procedures; and 
provide all the precautions necessary. 
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Tlie Commitlco recoTuinciitls the followinn K'lnrinitocs nml 
stniulards: 

n. Sliitly of rcit'vniil public.ntioiis to avoid iinnc'c<'.>.siiry 
rcpelitions of o.vporimciU.s; 

1). Tlic pliysicians comlucliii}; t-xporinicnls slimilil li.-ivo 
.special knowlctlKc of tlie prol)!cm niitl bo complelrly 
rc.spoiisiblej 

c. Good orRaniralion and execution; 

d. Every available aid for .sirccial or ciiierRcnc)’ treal- 
ineiit of tbo experimental sobjeel slioiild be available. 

Prior to experimentation tbe followiiiR aspeel.s .sbonld bi; 
considered: 

1. Can the experiment, wholly nr partly, be carried out 
on animals? 

2. What is tlie minimum requirement to obtain the ob¬ 
servation? Is its importance and durations etbically 
justifiable? 

3. What is the minimum requirement in alteriiiR the 
conditions of the experiment? 

4. Arc the requirements for the obscrx'alinn and tlie 
alterations of conditions the same? 

5. What arrangements are planned? Is tbe project the 
fruit of mature thought and expert advice? 

6. How will the results be used in obtaining a definite 
conclusion? 

Risk, inconvenience or pain for the subject should be 
governed by these prinicplcs: 

a. The investigator’s rcsiwnsibility is more important 
than tlie willingness of the subject to accept tbe 
conditions; 

b. Tlic investigator should consult other experts on tbe 
research project in order to intensify tbe sense of 
re.sponsibi!ity; 

c. Tlie subject must be fully infonned and must con¬ 
sent freely; 

d. If considerable risk is involved, the experiment is 
not in accord xvith the object and purpose of medicine; 

e. A practicing physician should not become an in¬ 
vestigator on his own patient, if the experiment in¬ 
volves danger. A body of advisers should be con¬ 
sulted; 

f. Experiments should be discontinued if the subject so 
desires or if une.xpected danger is encountered, 
activities the consequences of which cannot be un¬ 
done, and which therefore cannot be discontinued, 
are therefore disapproved; 

g. Any suffering or danger not strictly inevitable must 
be prevented; 

h. Experiments on children; in institutions for children, 
old people, etc.; on the in.sane; or on prisoners, which 
involve dangerous risks, inconvenience or pain are 
not approved. All experiments on the dying under 
any circumstance are disapproved; 

i. The “utmost restraint” must be exercised in e.xperi- 
ments on patients deemed to have an incurable 
malady, even though they volunteer as subjects; 

j. Unnnecessary examinations should be avoided, and 
diagnostic activities that may be dangerous are justi¬ 
fied only if they result in effective therapy. In rou¬ 
tine examinations new methods that are dangerous 
should be strictly limited. 

The following additions are suggested: 1.,Patients 
who are soon to die or who are in imminent danger 
of death should not be considered suitable subjects 


for research unless it is intended to benefit them¬ 
selves. Potentially useful procedures might thus be 
unjustly blamed and the reputation of the investi¬ 
gator be damaged. 2. As a general principle, sub¬ 
jects with an unrelated disease should not be 
utilized for investigation involving another disease. 

Tlic principle codes have been presented abox’e. 
The armed services in the United States and one 
or two state organizations abroad have classified 
codes which cannot be quoted. Such codes as I 
have seen do not contain anything not presented 
here. 
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P ORENCEPHALY.—The term porencephaly is used to indicate nontumorous 
cystic lesions of the brain communicating with the ventricles and/or the sub¬ 
arachnoid space, resulting from either developmental or destructive lesions. 
It is not possible to assign each case to one or the other pathogenic group on a clini¬ 
cal basis. The large majority of the cases presented belong to the group of de¬ 
structive lesions, or “encephaloclastic porencephalies.” . . . The cases in which 
symmetrical bilateral frontal cysts were demonstrated is the only one which can 
reasonably be considered as belonging to the developmental, or “schizencephalic,” 
group. We have limited the use of the term porencephaly to those cases in which the 
etiological lesion occurred prior to, incidental to, or shortly after birth. The clinical 
features of porencephaly as a disease consist, in a majority of instances, of symp¬ 
toms referable to a focal cerebral hemispheric lesion, witli the clinical onset at a 
variable time after occurrence of the underlying process, and developing with an 
accumulative and progressively severe course. In most cases of porencephaly the 
signs are indicative of focal cerebral lesions which correlate well with the symptoms. 
The clinical picture, in the majorit)' of patients, early in its course, is mild to moder¬ 
ate in degree, so that it does not precipitate adequate study until adolescence or 
early adulthood. The only sjTnptoms that apparently improve were seizures of various 
U'pes, which did so after excision of the cysts or upon adequate anHconvulsive 
therapy. The pathogenic changes which account for the chhically progressive char¬ 
acteristics of this disease remain to be disclosed and explained.—R. W. Naef, M.D., 
Clinical Features of Porencepaly, A. M. A. Archives of Neurology and Psychiatry, 
August, 1958. 
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The need to identify rapidlj' an unknown tablet 
or capsule frequently occurs in a wide variety of 
circumstances. In such cases, a qualitative chemical 
analysis followed by confinnation tests frequently 
is a long and difficult task. The time factor, coupled 
until the limited quantities of the unknown, makes 
the identification difficult and often impossible. 

Methods to aid in identification have involved 
direct comparisons of the unknown with pictures 
of known products ' or with authentic samples 
carried on various types of display boards. Such 
methods may suggest the’ identity of the unknown 
or eliminate a few possibilities, and in this way 
they are of some value in identification work but 
are necessarily limited in scope. 

Development of Identity Guide 

As a possible aid in drug dosage identification 
work occasionally undertaken by the A. M. A. 
Chemical Laboratory, the feasibility of a prelimi¬ 
nary screening method, based solely on the physi¬ 
cal characteristics of solid drug dosage forms such 
as tablets and capsules, was investigated. Exami¬ 
nation of a number of • commercial tablets and 
capsules quickly made it evident that there were 
sufficient differences in the several physical char¬ 
acteristics to suggest reliance on them in an iden¬ 
tification or screening procedure. To test these 
initial observations, 100 products were examined 
and catalogued according to tlieir physical charac¬ 
teristics. 

Since the results were encouraging, the study 
was then extended to 500 samples. These samples, 
including both prescription and proprietary drugs, 
were obtained from the drug files of the Chemical 
Laboratory, physician’s samples, and from a com¬ 
mercial drug store. The samples were not selected 
according to any use-frequency statistics but on 
the basis of a representative cross section of the 
physical characteristics of the tablets and capsules. 

Froin tlie experience gained in examining these 
500 products, a dosage identification guide was de¬ 
veloped.-This system helps-one to identify an un¬ 
known by following through a series of categories 
of physical characteristics, with the consequent 
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elimination of many individual drug preparations 
and the eventual restriction of remaining possibili¬ 
ties to a relative few. 

After completion of this pilot study with tlie 
500 products, the dosage identification guide was 
discussed in detail with representatives of various 
agencies and specialty groups concerning the feasi¬ 
bility and need for such a scheme in their particular 
areas. These included physicians, personnel in 
emergency receiving rooms, the A. M. A. Commit¬ 
tee on Toxicology, toxicologists, pharmacists, and 
medical examiners and representatives of govern¬ 
ment agencies, poison control centers, the pharma¬ 
ceutical industry, and law enforcement agencies. 

These conferences indicated that such a suggest¬ 
ed guide would prove valuable in a number of 
areas, provided it were available in suitable form. 

It is planned to make this information available by 
publication of a text which would include a short 
discussion of the dosage identification guide, gen¬ 
eral information on solid drug dosage forms, a set 
of color reference chips, and data on the physical 
characteristics of those products examined. 

Solid Dosage Identification System 

This dosage identification guide (fig. 1) is con¬ 
structed to accommodate all the individual tablet 
and capsule preparations on the market. The guide 
has three main categories: tablets, soft gelatin cap¬ 
sules, and hard gelatin capsules. In each of these 
categories is listed a number of terms to describe 
the individual characteristic under such headings 
as coating, shape, coloring, contents, markings, / 
scoring, and size. 

The shapes of the various tablets and capsules 
used in the dosage identification guide are illus¬ 
trated in figure 2. When the tablets are viewed 
from the side, one of the most characteristic dif¬ 
ferences between sugar-coated, uncoated, and film- 
coated tablets is easily seen. Since sugar-coated 
(pan-coated) tablets are coated by tumbling, all 
the ridges resulting from compression of the core 
are rounded by subsequent layers of coating ma¬ 
terial. Film-coated tablets are coated by dipping; 
thus, they have a thin film coat but retain ridges 
characteristic of the uncoated tablet. Some forms 
of sugar-coated tablets are quite similar to soft 
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gelatin capsules. The essential differences are that 
the soft gelatin capsule has a scam at the point of 
closure of the two halves, and the contents can be 
liquid, paste, or powder. Tiie sugar-coated tablet 
will not have a scam and will have a compressed 
core. 

In the dosage identification guide (fig. 1), the 
outside and inside color categories have 10 terms 
for tablets and 11 for capsules. The use of a limited 
number of colors at this point in the guide is to 
facilitate indexing. At the far right of the guide is 
provision for a more exact color notation of the 
product. 

A more e.xact color notation is obtained b)' com¬ 
parison of the colors of the product with a set of 
reference color chips, which will be included with 
the identification text. For e.xample, a sugar-coated 
tablet might be described by using the limited color 
terms as outside color, red, and inside color, brown, 

A. Uncoaled, Film Coaled, and Sugar Cooled Tablcls (TOP VIEW) 

'•O "-O ^-O ^-CZ) 

I.Hexogonol 4,Oblong > 

H. EIliplical 5. Square 

3,Round 6. Triangular 

B. Uncoaled and Film Coaled TobleU (SIDE VIEWJ 

1.^^ 3. I_I 5.^^ 

I. FIal-Convex 4.Flat s Bevel 

2. Biconvex 5. Round 

3. Flat c Bevel 

C. Sugor Cooled Tablets (SIDE VIEW) 

2. Biconvex 
5, Round 

D. Soft Gelatin Capsule (SIDE S. ENO VIEWS! 

V'© © ©’■© © 

1. Elltplicol 3«Round 

2. Oblong 

E. Hard Gelatin Copsule (SIDE 8. END VIEWS) 

'•OD o 2-r~r> o 

le Conventional 
2. Bullet-like 

Fig. 2.—Common tablet and capsule shapes. 

whereas in the color notation category, these two 
colors might be more accurately described in re¬ 
lation to the reference chips as red no. 2 and tan 
no. 1 respectively. 

The color of each product will also be notated 
by reference to a commercially available color 
text. This information will be of value only to 
those who have that text and would constitute an 
auxiliary refinement of the identification guide. 
This additional color notation system would not be 
necessary for the normal use of the system. 


The data reported for the dimensions of tablets 
and capsules are subject to three sources of varia¬ 
tion. They are variation due to (1) manufacture, 
(2) limitations of the measuring device, and (3) 




Fig. 3.—Standard capsule sizes (actual size). 


precision of the measurements. The magnitude of 
these sources of variability will be dependent, in 
part, on the particular type of tablet or capsule. 

Due to its method of manufacture, the size of 
an uncoated (pressed powder) tablet is most read¬ 
ily reproduced within the same lot and between 
lots. The diameter of such a tablet is determined 
by the diameter of the die used in the compression 
of tlie tablet and is usually duplicated to within 
0.1 mm. On tlie other hand, the total thickness is a 



Fig. 4.—Physical characteristics of sample tablet. 


less accurate dimension because of manufacturing 
variables such as granulation density. The duplica¬ 
tion of this dimension, however, is usually within 
0.3 mm., depending to some extent on the size of 
the tablet. The measurement at the bevel edge is 
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related to and has die same variables as that of the 
total thickness, plus die added variable due to 
greater dilBculty in obtaining as accurate a reading 
at the edge with a measuring device. With un¬ 
coated, pressed powder tablets, the dimensions in 
decreasing order of reproducibility are diameter, 
total tliickness, and bevel thickness. 

With film-coated and sugar-coated tablets and 
soft gelatin capsules, a wider range of dimensional 
variability results because of the methods of manu¬ 
facture. These products (with the exception of film- 
coated tablets) do not have a bevel measurement 
and as a result have one less dimension than does 
tlie comparable shape in an uncoated tablet. Thus, 
the dimensions of film-coated and sugar-coated 
tablets and soft gelatin capsules are somewhat less 


figure 4 can be used as an example of an unknoivn. 
Using the guide, figure 1, the term best describing 
tliis tablet in each category such as coating, top 
view, etc., is selected. For this tablet, tlie terms 
and the corresponding categories of physical classi¬ 
fication would be as follows: 

Coating.uncoated No. of inside colors .... single 

Top view.round Inside color.white 

Side view.biconvex Scoring . scored-!* 

Type of coating.solid Dimensions 12.8,5.3,3.2 mm. 

Outside color.white Color notation.white 

Markings . initials 

After the selection of those terms best describing 
the physical characteristics of this tablet, the text 
containing similarly obtained listings for commer- 


— TABLETS - 


Uncoated, R 

MARK¬ 
INGS SIZE 

ouni 

IN 

d. B 

mm 

iconvex. White, 

TRADE 

NAME 

Scored *“ 

DOSAGE 

!^2 » Marked 

FIRM 

TV 

7.2 

3.0 

1.4 

Thcruhistin 

4 mg. 

Aycrst 

A- 

6.4 

2.6 

1.0 

Arlidin 

6 mg. 

Arlington Funk 


12.8 

5.3 

3.2 

Gantrisin 

0.5 gm. 

Hoffmann-LaRoche 


8.0 

4.0 

2.3 

Hedulin 

50 mg. 

Walker 

u 

6.4 

2.7 

1.8 

Delta" Cortcf 

5 mg. 

Upjohn 

RIKER 

11.2 

5.3 

3.2 

Calcium DIso- 
dium Vcrsenate 

0.5 gm. 

Riker 

1^ o 

7.5 

3.1 

2.0 

Daraprim 

25 mg. 

Burroughs 

Wei Icomc 


Fig. 5.—Idealized page of future te.\t on identification of solid dosage forms. 


definitive than are those of an uncoated tablet; 
however, this is somewhat offset by the many col¬ 
ors and t>Tpes of contents which these products 
usually have. 

All measurements of tablets and soft gelatin 
capsules are made with a vernier calipers reading 
to 0.1 mm. The size of a hard gelatin capsule is 
determined by comparison to a chart of standard 
capsule sizes (fig. 3). These capsule sizes are ac¬ 
cepted throughout the pharmaceutical industry' and 
represent tlie most convenient way to describe the 
size of a hard gelatin capsule. 

Application of Dosage Identification Guide 

To illustrate-the application of the dosage iden¬ 
tification guide to a specific problem of identifica¬ 
tion, tlvi commercially available tablet pictured m 


cially available tablets and capsules is referred to 
for the possible solution to the identity of the un¬ 
known. An abbreviated and idealized page of this 
text might look like that shown in figure 5. This 
page contains a listing of tablets which are un¬ 
coated, round, biconvex, white, marked, and 
scored-%. The tliird product listed has the same 
physical characteristics, markings, and dimensions 
as the tablet in figure 4, so the tablet is probably 
die 0.5-Gm. tablet of sulfisoxazole (Gantrisin) 
manufactured by Hoffmann-LaRoche. Positive 
identification of this tablet should tlien be made 
by some confirmatory test. 

In figme '6, the application of this guide and 
text to 500 products demonstrated its workability 
w4th a variety of tablets and capsules, ranging from 
the unusually shaped, well-marked products to the 
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familiarly shaped, unmarked products. Proceeding 
from left to right across the chart, gradual elimina¬ 
tion or separation of the 500 products into groups 
occurs. The numbers in parentheses on the chart 
represent the number of individual products re¬ 
maining in that group. 

At the far right of the chart, wherever the hreak- 
do\\Ti ends as marked products, there are still two 
further aids to identification, that is, the dimensions 
and the actual markings such as symbols, initials, 
or names. In these cases complete separation usu¬ 
ally occurs, leaving no two products in the group 
alike in every physical characteristic utilized by 
the coding system. 

On the other hand, the unmarked categories, 
such as that indicated by the arrow in figure 6, can 
be further separated only on the basis of size. This 
tablet group—uncoated, round, biconvex, white. 


1 

2 

3 

1 

2 

3 

8.0 

3.0 

1.2 

10.5 

4.5 

2.6 

8.0 

3.5 

2.0 

10.5 

4.9 

2.4 

8.0 

3.7 

2.0 

10.6 

4.8 

2.8 

8.0 

4.3 

2. 1 

11.1 

4.6 

2.5 

8.8 

3.6 

1.9 

11.1 

5.9 

3.9 

8.8 

3.6 

2.0 

1 1.2 

4.9 

3.2 

8.8 

3.7 

2.0 

1 1.2 

5.0 

3.1 

8.9 

3.4 

1.5 

1 1.2 

5.4 

3.4 

9.6 

4.3 

2.3 

1 1.2 

5.9 

4.2 

10.4 

4.3 

2.3 

12.8 

5.0 

3.0 

10.4 

4.4 

2.5 

12.8 

5.1 

3.0 

fO.4 

4.5 

2.6 

12.8 

5.6 

2.6 

10.5 

4.0 

2.0 

16.0 

6.7 

4.0 

10.5 

4.4 

2.4 

17.7 

8.7 

3.4 


I ~ Diameter in mm, 2“Thickness 
in mm, 3“ Bevel Thickness in mm 

Fig. 7.—Dimensions of uncoated, round, biconvex, white, 
unmarked, and scored-Ji tablets. 

unmarked, and scored-Vz-contains 28 products, 
which is the largest group in the sampling of 500 
products. 

The sizes of these 28 products are listed in fig¬ 
ure 7. The first 4 of these products have the same 
diameter of 8.0 mm., whereas the other 24 products 
are sufficiently different to be eliminated by this 
first measurement. The thickness of the first and 
fomth separate them from the second and third 
products; however, the third measurement fails to 
achieve any further separation. Reference to tlie 
te.xt will indicate what the drug compositions may 
be. Identification is then relatively simple by appli¬ 
cation of confirmatory tests for these substances. 


There are eight tablets in figure 7 with a diam¬ 
eter betsveen 10.4 mm. arid 10.6 mm. Thickness 
measurements eliminate three of these products 
(4.0, 4.8, 4.9); thus, the remaining five represent 
1% of the 500 products used in this initial study. It 
is recognized that when thousands of samples in¬ 
stead of 500 are' examined and coded into the 
scheme, the total number of individual products in 
such a nondistinguishable group will be much 
greater, even though the percentage of the total 
may not change. 

Present Status 

The examination and coding of commercial dmg 
products is under way. A list and samples of those 
drugs which represent approximately 87% of the 
prescription drugs used have been obtained and 
coded. The same approach is being applied to tlie 
proprietary drugs. With these most frequently used 
drugs as a core, coding is extending to other com¬ 
mercially available tablets and capsules. 

Extension of the coding system to include other 
solid drug dosage forms such as suppositories is 
planned. Some nondrug products such as plant 
foods, which are now commercially available in 
tablets and capsules, will also be included. 

It is planned that all the data obtained from 
coding the physical characteristics of these prod¬ 
ucts will be organized and published in text form 
together with the dosage identification guide, color 
reference chips, and instructions for use. It is hoped 
that the first edition of this text including some 
5,000 listings will be published in about a year. 
Thereafter, supplements and new editions will be 
published to include new products and those old 
products whose physical characteristics will have 
been changed. Further editions will be expanded 
then to include all the commercial drug products 
obtainable. 

The success of this project depends on obtaining 
authentic drug samples. This is one of the most 
difficult problems in this work, and it is hoped tliat 
samples will be made available to us by the many 
firms, individuals, and agencies who have such 
products. At least six individual tablets and cap¬ 
sules of each size, the name of the product and of 
the manufacturer, and dosage size are essential for 
coding purposes. 

The color reference chips used in the text will be selected 
and prepared xvith the assistance and advice of Mr. Carl 
Fos.s, Princeton, .N. J. 

The list representing 87% of prescription drugs used in this 
study was developed and contributed by Mr. David D. Stiles 
of Abbott Laboratories, North Chicago, Rl., from a prescrip¬ 
tion survey project carried out under his direction. 

The samples of these prescription drugs were gathered 
and contributed by Sargent’s Drug Stores, Inc., Chicago, 
through the courtesy of Mr. William Morse. 

Reference 

1. Tablet and Capsule Identification Guide, 1956, Chemist 
and Druggist: Annual Special Issue, pp. 603-606, June 30, 
1956; Tablet Identification 1958, ibid., pp. 698-703, June 28, 
1958. 
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As the Amcrican’.s income has 
risen, so has his annual cxpcnclilnrc 
for individual health scvviccs—only 
more so. The Health Information 
Foundation last month reported 
that, whereas 3.7% of the consumer- 
expenditure dollar went for Iicaltir 
seiA'ices in 1929, the comparable 
1957 figure was .5.3%. 

HIF attributes this to two facts; 
the quantity and v;uicty of private 
health services and the vastly im¬ 
proved qualitx'. The foundation 

f ated; “Pain, disability, and serious 
Iness could be faced at relatively 
little expense in the past because 
there was little that could be done 
for a sick person. Now pain and 
dis.ability can often be avoided, and 
deatli greatly postponed—but at the 
cost of more \isits to physicians, 
more admission to hospitals, more 
use of drugs and other treatments.” 

Not only has the gross amount 
spent for these health serx'ices in¬ 
creased (to 15 billion dollars in 
1937), according to HIF, but the 
proportionate share spent for in¬ 
surance, drugs, and hospital and 
professional seivices has undergone 
revision. 

The foundation states, for ex¬ 
ample, that phj’sicians’ sendees took 
almost 33 cents out of the 1929 
medical care dollar, whereas by 
1957 this share dropped to less than 
25 cents. Conversely, says HIF, 
hospitals in 1929 were receiving 
less than 14 cents, but by 1957 
were taking almost 26 cents of that 
dollar. 


MEDICINE 
AT WORK 


• People and Crashes 

• Ahead in Mental Health 

• Saving for Medical Bills 

• Worker Health Survey 

• The Moon Is 'Old Hat' 

• Talk with Pioneer Space,Doctor 



A. M. A. Committee in discussion of auto safety last month. Left to right are 
Drs. Horace Camphell, John Rodger, James Goddard, Charles Hayman (guest 
participant), Jacob Kulowski, and (back to camera) Fletcher Woodward, chair- 


SI. A. photo 

Human Inadequacy—Is It the Vital 
Clue to Safety on the Highway? 

"Only a nia.ss of crumpled metal that once had been an automobile 
remained today to offer mute testimony to tlie speed with which a sales¬ 
man’s car struck a freight train last night.” (Illinois) 

“Four teen agers died today as.the car in which they weic riding ran 
head on into a semi-trailer tnick on a mountain road ... " ( Colorado) 
"Seven lost their lives and two more were injured sestciday in a colli¬ 
sion that resulted wlien two cars, traveling in opposite directions, at¬ 
tempted simultaneously to pass the vehicles in front of them on a three- 
lane highway.’’(Indiana) 

News stories such as these daily record the teirible toll of highwus- 
tragedy that has become an almost accepted part of the American scene. 
Night or day, main highway or back road, kids in their teens or .i pair 
of grandparents—day after day the slaughter has continued virtualb un¬ 
checked to reach an estimated total last year of 37,000 dead; another 
one and one-third million with disabling injuries. The motor xebicle, 
w’hich as much as any single invention brought Americans to their peak 
of material comfort, has also brought a record of death and crippling 
injur)' so staggering that one writer even pointed out its efficacx- as a 
method of population control. 

One group that two years ago sank its teeth into the accident problem 
was tlie A. M. A.’s Special Committee on Medical Aspects of Automobile 
Injuries and Deaths (see Medicine at Work, The Journal, Oct. 27, 
1956), Its Chairman, Dr. Fletcher Woodward of Charlottesville, Va., 
reduced the problem to its essentials when he wrote; “The higbwa)- 
traffic accident problem has three main components—tire driver, the high¬ 
way, and the vehicle. Today, human failure overshadows all other factors 
in the production of highway accidents,” 

Guides to Driving Ability 

Starting with this basic assumption, the Committee has spent its first 
two years in the production of three guides. One-half million copies of 
the Committee’s 15-page booklet, “Are You Fit to Drive?” have been 
made available to the public through physicians and insurance companies. 
Colorfully illustrated, it outlines a series of conditions that affect individ¬ 
ual capacity to operate a motor vehicle. More explicit and comprehensive 
is the soon-to-be-published “Medical Guide for Physicians in Determining 
Fitness to Drive a Motor Vehicle” which received a final polish when the 
Committee met in Chicago last month. 

Both publications deal—as will the forthcoming “Medical Guide for 
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A bumper-triggered, hydraulic system that pulls 
the driver’s seat forward and tilts it to the rear with 
a scooping motion in 0.0031 of a second is being 
offered as a possible antidote to front-end collision 
injuries. The device allows front-seat passengers to 
take impact force on their hindquarters. The system, 
manufactured by Protect-O-Matic Corp., was demon¬ 
strated in an action film on test crashes (right) 
shown last month to the A. M. A. Committee on 
Medical Aspects of Automobile Injuries and Deaths. 
Test drivers have emerged uninjured in 50-mph col¬ 
lisions, the manufacturer claims. 




Licensing Authorities”—with physical, emotional, 
and toxicological states that affect individual com¬ 
petence behind the wheel. The “Medical Guide for 
Physicians” states; “The physician is the person best 
able to ascertain the physical, mental, emotional, or 
physiological impairments of an individual. More¬ 
over, he is in a good position to evaluate these im¬ 
pairments in relation to safe driving ability.” 

How much of a role does the physical and men¬ 
tal condition of a driver play in highway accidents? 
Nobody knows for sure, but there have been some 
informed guesses. Capt. R. C. Blossom, research 
and development officer of the California Highway 
Patrol, offered one last summer when he spoke at 
the A. M. A.’s Annual Meeting in San Francisco. 
He said; “An analysis of coroners’ reports covering 
» 6.53 motor \'ehicle deaths indicates 62 may have 
been due to natural causes. From this small sample, 
plus logic, it would appear that existing and in¬ 
duced physiological conditions of drivers involved 
in fatal auto accidents may constitute a major 
portion of the true causes of death in an 
automobile.” 

With its three guides, the Committee hopes in 
time to be able to discourage persons with poten¬ 
tial disabilities from operating motor s'ehicles. In 
addition, members of the Committee have written, 
and in some cases testified before legislative bodies, 
of tlie value of safetj' design in motor cars, the 
need for seat belts, and the dangerous impact of 
even limited alcohol usage on driving abilit)'. 


Others Work for Safety 

Other new and continuing efforts include; 

—The A. M. A. joined with the Nationiil Safety 
Council and the Public Health Service last month 
to revive flagging interest in the injury-reducing 
potential of seat belts for passenger cars. 

—A 14-man team from the Department of Legal 
Medicine of the Harvard Medical School this month 
began a five-year study of fatal auto accidents 
supported by an $809,000 federal grant. Efforts 
will be made to trace the erring motorist’s physical 
and psychological history to determine factors that 
may have affected his driving ability. 

These efforts all have one thing in common. 
They recognize the responsibility of the individual 
motor vehicle operator as the prime causative 
factor in accidents. Dr. Harry H. Wagenheim, di¬ 
rector of psychosomatic service at Temple Uni¬ 
versity Medical Center, pinpointed this responsi¬ 
bility when he said; “Automobiles don’t kill people. 
Drivers kill people.” 


Dr. Fletcher D. Woodward of Charlottesville, Va.j 
is Chairman of the A. M. A. Committee on Medical 
Aspects of Automobile Injuries and Deaths. Vice-chair¬ 
man is Horace E. Campbell of Denver. Other mem¬ 
bers are Drs. Jacob Kulowski of St. Joseph, Mo.; 
Harold M. Brandaleone of New York City; John R. 
Rodger of Bellaire, Mich.; Seward E. Miller of Ann 
Arbor, Mich.; James L. Goddard of Washington, 
D. C.; and Ross McFarland, Ph.D., of Boston. Staff 
Secretary is Mr. Howard Schulz. 
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What’s Ahead in Mental Health? 
Conference Is Sounding Board 

Can medicine cope with (he coinmnnicability of 
certain mental and emotional disorders? What arc 
some of the problems of “Icaming deficits” in chil¬ 
dren? Why do mental illness and health in aged 
persons present a special challenge to medicine? 
How can physicians and medical students best be 
trained in psychiatric medicine? What are some 
problems of the Joint Commission on Mental Illness 
and Health, and how has it progressed? 

Those five broad questions were tackled several 
weeks ago in separate round-table discussions by 
140 representatives of 42 state medical associations 
and sex'en national health organizations.® Tran¬ 
scripts of the Fifth Annual Conference sponsored 
by the American Medical Association and its Coun¬ 
cil on Mental Health last Nov. 21 and 22 in Chicago 
now are being compiled. At a banquet in mid¬ 
session, both A. M. A. President Gunnar Gundersen 
and Dr. Jonas Salk pointed out the similarity of 
certain aspects of physical and mental disorders. 

Dr. Salk, who is professor of e.xperimental medi¬ 
cine and director of the Virus Research Laboratory 
at the University of Pittsburgh, cited analogies be¬ 
tween the personal immunity to physical disease 
and that developed against mental illness. Dr. 
Gundersen told the participants: “Tuberculosis, 
along with many other diseases, is not related to a 
single causatir'e agent. It, as well as mental and 
emotional illness, seems to be multifactorial in the 
sense that social factors enter into the causation of 
both.” Earlier, Dr. Salk said: 

The idea of communicability of mental and emotional ill¬ 
ness requires now a recasting of the concept of causation, 
etiologic factors, and patliogenesis. A fresh examination from 
the purely biological viewpoint would be most helpful. Is 
not tile plasticity of the individual during his dei'elopmental 
period the heart of the matter? When the individual has got 
beyond a certain point in development, he no longer is sus¬ 
ceptible to this particular malady, but he may be susceptible 
to anotlier, whether it is Orson Welles fantasy or sometliing 
that happens on television for a child audience. The indi¬ 
vidual is still growing, still changing. All that he is, is not 
determined by his genes but by a number of events that 
occur after birth. Why cannot we visualize this as a dynamic 
situation where there are different degrees of sensitivity or 
susceptibility or sensibility to different stimuli or different 
events at different points from the moment of conception to 
the moment of death? 

Following are other summary excerpts from the 
conference: 

Problems of Learning Deficits in Children.— 
“Isolationism is a relatively uncommon situation, 
but frequent enough to demand of the physician 

®Thc American Hospital Association. American Medical Association, 
American Psychiatric Association, American Psyphoanalytic Association, 
Council of State Governments, Joint Commission on Mental Illness and 
Health, and National Committee Against Mental Illness. 
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that he look into absolute rejection by parents. On 
file i.s the interesting case of isolationism in a child 
who had an IQ of 52 at the liospital where he was 
studied, and with good care and training he showed 
two years of mental growth in three months. Fre¬ 
quently parents get the feeling that their child is 
not developing normally, mentally. They do not 
know where to get help. Tliere are as yet many un¬ 
trained people in the field. Tlrere are not enough 
psychiatrists in the general population, and only 
about 200 child psychiatrists who are qualified in 
the U. S. As a result the burden is placed on the 
general practitioner. Most often the teacher is the 
first to find the difficulty but there is a danger that 
by the time the child who has a mental deficit gets 
into school the damage might be irreversible. . . . 
Reading deficits need a great deal of study. Much is 
known today about reading disabilities and it is 
tragic when the child who has a reading disability 
is diagnosed as mentally retarded. . . . Schools for 
retarded children should not be for adults. There is 
need for separation of delinquent and aggressive 
defectives from the child who can be trained.” 

Education for Psychiatric MerZ/cine.—“Preceptor- 
ship training is, by far, the best way to teach psy¬ 
chiatric principles. . . . Medical students seem to 
learn the didactic or scientific aspects of psychiatry 
while retaining their cultural prejudices. Influenc¬ 
ing such a student with good psychiatric principles 
could begin at the grade school level and become 
increasingly important in his premedical education. 
It is difficult to describe the kind of person who 
would do best in psychiatry or utilize psychiatric 
principles in the general practice of medicine. The 
most common phrase to describe him is that he 
‘must like people.’... What makes a good physician 
has not been well conceptualized. Admission com¬ 
mittees seem to select students on the basis of 
whetlier they will pass in medical school and not 
on the basis of whether they will be good physi¬ 
cians.” 

Progress and Problems of the Joint Commission 
on Mental Illness and Health.—The effects of 
iproniazid and electroshock were discussed as 
examples of areas of study that should be under¬ 
taken. "The Joint Commission should plan projects 
that are concerned with research in relation to pa¬ 
tients’ care and what happens to patients after 


Dr. Leo H. Bartemeier of Baltimore is Chairman of 
the A. hi. A. Council on Mental Health. Other mem¬ 
bers are Drs. Lauren H. Smitli of Philadelphia, Vice- 
chairman; tValter H. Baer of Peoria, III.; Norman Q. 
Brill of Los Angeles; Hugh T. Carmichael of Chicago; 
Hamilton Ford of Galveston, Te.x.; Francis M, Forster 
of Madison, Wis.; George E. Gardner of Boston; and 
M. Ralph Kaufman of New York City. Dr. Richard J. 
Plunkett is Staff Secretary. 
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psychotherapy. If the Commission is to be extended, 
more psychiatrically trained doctors should be ob¬ 
tained.” There was much discussion of the idea of 
practicing psychiatrists’ engaging in projects within 
the area of their practice, pooling their information 
two or three times a year, and then making their 
reports to the Joint Commission. 

(The Joint Commission on Mental Illness and 
Health is a research and educational organization 
founded in 1955 by the American Psychiatric Asso¬ 
ciation and the A. M. A. with the cooperation of 
several dozen other groups to study resources avail¬ 
able for the detection, treatment, and rehabilitation 
of the mentally ill.) 

Mental Illness and Health in the Aged—“We can¬ 
not at this time elaborate the problems of housing 
and the senior citizen, or the economic factors that 
include insurance and pension plans. Often the 
economic factors are secondary to emotional needs. 
There is need to consider whether social values can 
be changed to make old age an honorable state. Too 
much premium has been placed on the cult of youth 
and beauty. There is need to encourage children to 
feel a sense of responsibility toward aging par¬ 
ents. . . . There is considerable clinical evidence to 
show that good medical treatment can get 25% of 
the mental hospital patients over the age of 65 back 
into the community, and as high as 70% of depres¬ 
sions of old age sufficiently relieved so that they can 
resume normal living. . . . Whenever possible, the 
old person should be maintained in his own 
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home. ... An active and productive life is a protec¬ 
tion against emotional decomposition in old age.” 

Communicability 

Tire conference participants gave special atten¬ 
tion—both in a separate round table session and in 
general discussion—to the relatively unexplored con¬ 
cept of the communicability of mental and emo¬ 
tional illness and health. A summary report stated: 

Tills concept was a relatively new and provocative one 
which stimulated a wide variety of thinking within tlie 
group, ranging from a description of outstanding examples 
of “epidemics” of emotional disturbance—such as the panic 
resulting from Orson Welles’ radio broadcast [in 1938, de¬ 
picting realistically in news format an attack by invaders 
from another planet], panty raids in colleges, and certain 
types of religious revivals clearly related to environmental 
factors—to individual personal experiences with emotional 
disturbance arising out of distorted thoughts, feelings, and 
attitudes transmitted between family members. The concept 
of communicability of mental health is a concept of equal 
importance with that of communicability of mental disorder. 

As participants wanned to the subject, they 
voiced provocative ideas such as the following: 

“It seems a substantial number of patients become 
mentally disturbed by talks with their doctors.” 

“The kind of communicability that exists in men¬ 
tal illness is much greater than in measles or other 
similar diseases.” 

“In the field of neuroses, anxiety-ridden'parents 
or teachers may evoke anxiety reactions in their 
children or pupils. Poor leadership with subsequent 
defective morals prepares the groundwork for a 


Selected Quotes from A.M.A.’s Annual Mental Health Conference 
ON OLD PEOPLE- 

Many of the people who reach old age become a problem because they are isolates. They have no families 
on whom they can rely. . . . Family relationships frequently are stressful, and some of the problems of old 
age are the expressions of some of that stress. -Discussion on “Mental Illness and Health in the Aged.” 

Too often when we follow the urge to rid ourselves of a burden like old people, we send them to a 
hospital. And I tell you, when that happens, the old life is shortened. Maybe- we as physicians should 
stand up and not too easily agree with families that want to hospitalize their elders, 

—Dr. Leo H. Bartemeier, Chairman, Council on Mental Health. 

ON CHILDREN- 

The more that psychiatrists can contribute to the diagnostic field, the greater chances there will be that 
many children who are presently diagnosed as feeble-minded, mentally-retarded, etc., will not fall into this 
category. . . . Many are not in this category at all. 

—Discussion on “The Problems of Learning Deficits in Children.” 

ON COMMUNICATING THE ILLNESS- 

The concept of the communicability of mental disorder should be accorded all possible consideration in 
research planning. . . . Efforts directed toward training psychiatrists in this important field should be com¬ 
mended. . . . Psychiatrists do not now generally have the epidemiological orientation required for the devel¬ 
opment of a conceptual framework for epidemiological study of mental disorder. 

—Discussion on “Communicability of Mental and Emotional Illness.” 

In years past, nostalgically speaking, the public health and epidemiological approach to specific disease 
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Iiigli incklcnce of emotional illness winch is com- 
nivinicalccl." 

“Since the word ‘coininunicaljility’ has had a 
specific medical sense for centuries, arc we justified 
in giving this word an enlarged meaning? It would 
be ridiculous to try to defend the assertion tliat all 
mental disorders arc communicable.” 

“The cpidemiolog>' of healthy ideas and healthy 
behavior is an epidemiology of the future.” 

“I suspect there is a S'ery direct correlation be¬ 
tween the general level of emotional maturity in 
individual members of a given culture and the de¬ 
cline of that culture. What are the socioeconomic 
and gor’ernmental factors u’hich pre\'ent the ma¬ 
turation capability in our citizens? Medicine as a 
whole .should spend a lot of time thinking about 
this and talking about it. This is an c.vccllent oppor¬ 
tunity for organized medicine to get together with 
the sociologists, the historians, the law enforcetnent 
representatives, and others—to lead our country’s 
cultural development instead of following it. Educa¬ 
tors are as alarmed as we physicians are at .the 
‘cultural deterioration,’ the need for improvement.” 

“During the Hitler regime paranoia became not 
merely an epidemic, but a national policy by one 
man, against whom''large masses of population ap¬ 
parently were unable to immunize themselves.” 

“In epidemiology, mental disorder has got to 
develop on a conceptual framework of psychiatry. 
General epidemiologists can contribute method, but 
it will never be epidemiology of mental disorders 


unless you get psychiatrists who are trained in 
epidemiological methods, and that is one of the 
critical things we need.” 

Does She Drive Him to Drink? 

Plan Aids to Wives o£ Alcoholics 

"The wife is often a critical link in the rehabilita¬ 
tion of an alcoholic husband. She can help him, or 
she may, svithout intent, almost literally drive him 
to drink.” Based on this theory, the Chicago Com¬ 
mittee on Alcoholism this month announced plans 
for new group and individual services for wives. 

The committee recently spent several months 
offering such services on an experimental basis, and 
the e.xperiment was considered successful. 

Dr. Patrick Israel, psychiatrist and phychiatric 
director of the committee, said sessions will be held 
periodically for wives who feel that their husbands 
have an alcoholism problem. He said: “They will 
be given information about the illness of alcoholism 
and suggestions as to the kind of behavior on the 
part of the wife which is likely to be most helpful 
for living with the problem and in getting the hus¬ 
band to understand his own need for obtaining 
assistance in overcoming his alcoholic pattern.” 

The committee, which operates Portal House, an 
outpatient clinic for the treatment of alcoholics, is 
concerned with education, research, and treatment 
in the field of alcoholism (see Medicine at W’ork. 
The Journal, July 19, 1958). 


problems now would seem to have been fantastically simple, compared to our present problems in mental 
illness. . . . We face in essence a heretofore unrecognized epidemic throughout our country and the world. 

—Dr. Gunnar Gundersen, President of the A.M.A. 

The cells tliat produce polio are conditioned to respond when a virus threatens the body. . . . There is no 
reason to believe that cells of the nervous system will not respond in the same way as cells that create the 
immunity to polio. We are really concerned with the problem of biology as it relates to many fields. 

—Dr. Jonas Salk, University of Pittsburgh School of Medicine. 

ON COMMUNICATING THE PROBLEM- 

We psychiatrists are not always effectively communicating with our colleagues in medicine. Not enough 
of us are leaving our ivory towers. No wonder some physicians refer patients to psychologists—instead of to 
psychiatrists—for psychotherapy. They don’t know the differences between psychologists, psychiatrists and 
psychoanalysts. Because they don’t know, they fear—and because they fear, they tend to fight the good that 
we, who also are in medicine, are trying to do. —Dr. Alfred Auerback, San Francisco psychiatrist. 

Mental health committees [of medical societies] can help educate the governing bodies and the officers of 
their state medical associations. Furthermore, they can be a great deal of help in education, often by meeting 
with prominent non-physicians in the state. —Discussion on “Education for Psychiatric Medicine.” 

ON INTERNATIONAL COMPARISONS- 

The Joint Commission on Mental Illness and Health should make comparative studies between the United 
States and other countries with regard to methods, procedures and research on various projects. . . . Various 
countries of the world have different standards of procedure and definition in evaluating mental illness and 
health. —Discussion on “The Joint Commission—Progress and Problems.” 
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Survey of Small Plant 
Occupational Health Programs 

Hundreds of small business firms have success 
stories to tell about their occupational health pro¬ 
grams, and the A. M. A. wants to relay those stories 
to physicians everywhere. To do this, a survey of 
the various types of medical services provided by 
physicians in charge of such programs will be made 
this year by a committee of the Councils on Medi¬ 
cal Service and Industrial Health. 

The survey will also seek to determine the various 
arrangements through which these services are pro¬ 
vided in the plants employing 500 and fewer work¬ 
ers. Case studies for each program will cover such 
points as location of establishment, type of industry, 
types of medical service provided, arrangements 
and administrative procedures used, origin and ob¬ 
jectives of the program, hours of service provided, 
description of the occupational environment, and 
relationships between the physician serving the 
program and other physicians in the community. 

Physicians in individual private practice, in clin¬ 
ics, or in various other arrangements through which 
occupational health services are provided to small 
plants who would like to take part in the study are 
invited to communicate with the Committee on 
Medical Care for Industrial Workers, 535 N. Dear¬ 
born St., Chicago 10, for additional details. Tlie 
committee believes that publication of the case 
studies will help other physicians and management 
who are interested in developing such programs 
where they do not now exist or in evaluating those 
programs presently in operation. 

Can Discoveries Be Coaxed? 

Names prominent in pharmacology, research, 
biochemisfay, medical journalism, clinical science, 
and industrial technology figured on the program 
of the world’s first serendipity (“happy accident”) 
conference which ended t^vo weeks of session to¬ 
day at Nassau, Bahamas. 

As "animateurs,” they stimulated free discussion 
among representatives from various disciplines on 
the role of serendipity (see Medicine at Work, 
The Joubnal, Dec. 21, 1958) in such fields as 
chemical synthesis, endocrinology, organic disease, 
enzymolog}', and neurology. Dr. B. L. Frank of 
Montreal, who organized this First Bahamas Ser¬ 
endipity Conference, said: 

“From the start, our goal has been to break down 
the barriers between specialized fields and to en¬ 
courage the cross-fertilization of ideas which might 
lead to unforeseen results. Perhaps, this way, ser¬ 
endipity can be controlled to tlie point of coaxing 
discoveries or inventions-finding something acci¬ 
dentally on purpose.” 

Each discussion lasted two hours for all partici¬ 
pants. Smaller and more informal groups then car- 
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ried the theme further. Among “animateurs” on the 
conference program were: 

Dr. R. Keith Cannan, chairman, division of medical .sci¬ 
ences, National Academy of Sciences. 

Dr. Alfred Gilman, professor of pharmacology, Albert 
Einstein College of Medicine. 

Dr. Henry B. Hass, president. Sugar Research Foundation. 

Dr. Edward C. Kendall, award-winning biochemist, Prince¬ 
ton University. 

Dr, I. Arthur Mirsky, professor of clinical science. Uni¬ 
versity of Pittsburgh School of Medicine. 

Bernard E. Scliaar, president, Schaar and Company, 
scientific apparatus. 

Dr. Abraham White, associate dean and professor of bio¬ 
chemistry, Albert Einstein College of Medicine. 

Dr. Walter F. Riker, professor of phannacology, Cornell 
University Medical College. 

Dr. Austin E. Smith, former editor, The Jotonal. 

Tax Deferred Savings—One Way 
To Pay for Medical Care in Old Age? 

If Poor Richard never said “Save for your old 
age,” it’s probably only because he didn’t think of 
it. It’s the kind of eye-to-the-future thrift that ap¬ 
pealed to him. 

To encourage just this kind of thriftiness, Frank 
Dickinson, Ph.D., last month advocated federal' 
legislation allowing workers to salt away up to 
$100 per year, tax deferred, to pay exclusively for 
medical needs in old age. 

His suggestion came, coincidentally, just as the 
National Association of Insurance Commissioners 
approved a change—the first in 17 years—in the 
mortality table, a statistical record of the rates of 
death at different ages. “Life e.xpectancy,” they 
said, “has reflected an e.xplosive increase.” 

Dickinson, who recently retffed as head of the 
A. M. A.’s Bureau of Economic Research, offered 
his idea Dec. 28 in a paper presented at the Amer¬ 
ican Association of Universitj' Teachers of Insur¬ 
ance meeting in Chicago. 

Under tliis plan, any worker would be allowed 
to put aside up to $100 a year in a special private 
account. His taxable income for that year would, 
then be reduced by the amount of the deposit. On 
retirement, the accumulated sa\dngs in the special 
account could be used to meet medical and hos¬ 
pital bills, purchase health insurance, or buy a 
medical and hospital care annuity. Payment of tax 
on the money would be made as it was withdrawn. 

General Practice and Worker Health 

Although the annual Congress on Industrial 
Health in Cincinnati ne.xt month is expected to at¬ 
tract chiefly industrial doctors, it should be of in¬ 
terest to other physicians, too. This is because 
general practitioners are the ones who provide oc¬ 
cupational services for most workers; three-fourths 
of the nation’s labor force is employed in firms not 
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having industrial physicians (see Medicine at 
Work, Tuk JounNAL, March 30,1957). 

The Congress, sponsored by the A. M. A. Coun¬ 
cil on Industrial Health, will he held Feh. • 16 
through IS in the Nethcrland-Hilton Hotel. To be 
included are: 

—A panel di.scussion of industrial health educa¬ 
tion at all le\’cls. 

—Papers on such research problems as noise, 
radiation, cancer, and to.vicology. 

—Reports on cases of industrial disease presented 
by fellows and staff of the University of Cincin¬ 
nati Institute of Industrial Health. 

Another A. M. A. Meeting Soon 

Kansas will be the scene of the 14th National 
Conference on Rural Health to be held in Wich¬ 
ita March 5 through 7. “Horizons in Rural Health” 
is the theme of the meeting sponsored by the 
A. M. A. Council on Rural Health, together with 
state medical societies and farm, educational, and 
allied organizations. 

Spread ‘Homemaker’ Idea 

Where does a family go for aid when the mother 
is hospitalized or incapacitated, the father must 
work, and there are no relatives to help out? In 
150 U. S. counties, the obvious answer is “to a 
homemaker service.” 

To increase the number of counties in which 
such an answer is possible is one of the main 
objectives of the National Conference on Home¬ 
maker Services to be held Feb. 10-11 at the Edge- 
water Beach Hotel in Chicago. Sponsors, in addi¬ 
tion to the A. M. A., include 25 voluntary and 
governmental organizations. 

Preconference study groups have prepared 12 
working papers which will form the basis for con¬ 
ference talks. One development to be discussed is 
the sponsorship of a homemaker service by the 
Passaic County (N. J.) Medical Society and its 
Womans Auxiliary. 

Information on registration for the conference 
may be had by writing to the Council on Medical 
Service, American Medical Association, 535 N. 
Dearborn St., Chicago 10. 

Big City Experiment for AMEF 

A five-minute period at the beginning of all de¬ 
partmental meetings held in Minneapolis hospitals 
in November was used to promote contributions to 
the American Medical Education Foundation. 

Dr. Harold G. Benjamin, AMEF chairman for 
the Hennepin County Medical Society, said the 
method was an experiment in solving a major so¬ 
licitation problem; complete coverage of a large 
city’s physician population. This month the medi¬ 
cal society pronounced the experiment a success. 



139/491 1 . .; 

The Moon Is Old Hat 

Medicine, Other Sciences 
Explore Space Frontier 

Milton Golin 

The Time: Veterans Day, Nov. 11, 1958. 

The Occasion; Second International Symposium 
on the Physics and Medicine of Atmosphere and 
Space. 

The Participants: Hundreds of physicians and 
other scientists interested in the problems of space 
conquest. 

The Place: San Antonio, the Hilton Hotel—near 
the scenes of other conquests 112 years ago, when 
Texans fought the early battles which led to U. S. 
acquisition of the entire territory west of the Missis¬ 
sippi. 

That was the setting near tlie hallowed bones of 
Crockett, Bowie, and Travis—pioneers in tlieir own 
right. But how different were the pioneers of 1958 
as tliey looked toward the decades ahead! 

—Sipping soft drinks, they cast unsmiling, sophis¬ 
ticated glances at the lobby sign which read: “Make 
your ne.xt symposium at the Lunar Hilton—1960." 

—Elbowing their way through the jammed audi¬ 
torium doorway as loudspeakers carried program 
remarks to tlie adjoining foyer, some of them mut¬ 
tered about lack of space at the space symposium. 
(The Air Force and the Southwest Research Insti¬ 
tute had figured on only 500 participants and a 
handful of newsmen when they planned the meet¬ 
ing. Nearly 800 showed up, including 73 reporters.) 

—Seated comfortably inside, others were regard¬ 
ing moon-region flights as "old hat.” Tlieir thoughts 
were beyond—as tliey listened to papers on speed- 
of-light propulsion, closed ecologic systems, prob¬ 
lems of rescue in space, the physical environment 
of Mars. 

The forward tone was sounded by James A. Van 
Allen, Ph.D., head of the department of Physics at 
the State University of Iowa, when he said: “We 
would like to emphasize interplanetary or space 
probes rather than merely moon shoots.” Another / 
physicist said: “We have cracked the scientific '■ 
problem for orbital or lunar flight. It is up to the ' 
technologists to follow through. We are concentrat¬ 
ing realistically now on probing Mars and Venus.” 

But what about the medical problems—how close 
are they to solution? A good many physicians, some 
of them active in keeping the American Medical 
Association up to date on such matters, assembled 
around the time of the symposium to absorb a sort 
of postgraduate refresher course. They included Dr. 

Jan Tillisch, Chairman of the A. M. A. Committee 
on Aviation Medicine which met on the eve of the 
symposium; Dr. B. Dixon Holland, Staff Secretary 
of the Committee and its parent CounciLon In¬ 
dustrial Health; Navy Capt. Oran W. Chennault, 
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M.D., another Committee member; Dr. William J. 
Kennard, then acting director of the A. M. A. 
Washington office and an aviation medicine pioneer 
in his own right; Dr. Richard Meiling, a member of 
A. M. A. Board of Trustees ad hoc committee con¬ 
cerned with aeronautics and space; Dr. Harold 
Lueth and Mr. Frank W. Barton, another member 
and StaflF Secretary, respectively, of the ad hoc 
committee; Dr. Carroll P. Hungate, a member of 
the A. M. A., Council on National Defense; and 
the Associate Editor of The Journal. 

A physician even more closely concerned with 
the health aspects of space flight. Major Gen. Otis 
O. Benson Jr., commandant of the School of Avia¬ 
tion Medicine at Randolph Air Force Base near 
San Antonio, told the symposium: “The fact tliat 
we have to deal with a multitude, of environmental 
factors shows, more than ever before in the history' 
of human progress, a very close cooperation be¬ 
tween physics and engineering on the one hand, 
and medicine and biology on the other.” 

Progress of Decade 

Next month (on Feb. 9) the School of Aviation 
Medicine will observe the 10th anniversary of the 
founding of its space medicine department. Much 
has happened in the decade since a physician, an 
astrophysicist, and a bioclimatologist launched op¬ 
erations of the department (see Medicine at Work, 
The Journal, June 15, 1957). “Space medicine is 
a logical extension, is an approved and accredited 
specialty ranking with the time-honored divisions 
of medicine,” said General Benson. “Now tlie School 
of Aviation Medicine has on its staff scientists 
trained in medicine, space medicine, biology, bot¬ 
any, psychology, biometrics, mathematics, electron¬ 
ics, biophysics, radiobiology, microbiology, astro¬ 
physics, and engineering. We also have a number 
of skilled pilots, many who have scientific training.” 

One such man is designer-engineer-test pilot 
A. Scott Crossfield of Nortli American Aviation, 
Inc., who spoke at tire s 5 Tnposium. This month, 
in a rocket-powered X-15, he was scheduled to 
be the first man to fly an airplane designed to - 
journey weightlessly (for him) into space 100 miles 
or more above earth. He said: “Aeromedical prob¬ 
lems in orbit are—in order of importance—boredom, 
zero g [weightlessness], radiation, and tlren some of 
die difficulties' of detachment. The boredom thing 
is serious. It is nature that a pilot literally goes to 
sleep at the switch when he has notliing to do. 
Demanding tasks enhance his entire performance.” 

Following are otlier medically oriented comments 
from symposium participants: 

ON WEIGHTLESSNESS- 

There is now a statistically, significantly founded basis 
for the assumption that man can handle the zero gravity 
situation for short periods of time. The final answer con¬ 
cerning longer periods, however, can only be found in a 
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manned orbiting vehicle. It is up to the ingenuity of the 
engineer to invent magnetic and other kinds of devices 
which may provide a make-believe gravity. 

—Hubertus Strughold, M.D., professor 
of space medicine (see interview in 
this section of The Journal). 

We are concerned that when the weightless state be¬ 
comes longer tliere may develop minor physiologic disturb¬ 
ances which, if cumulative or irritating, may cause or en¬ 
hance psychiatric symptoms. We can best investigate this 
by utilizing our rocket capabilities to establish biological 
laboratories in the sky. 

—Siegfried J. Geratliewohl, Ph.D., re¬ 
search psychologist for Army Ballis¬ 
tics Missile Agency. 

ON RADIATION- 

The cosmic ray measurements of our space satellites and 
probes have brought about a revolutionary change in the 
basic concept of the extra-atmosirheric radiation field. . . . 
A radiation intensity prevails which would administer a 
lethal dosage in a few hours’ e-xposure. 

—Herman J. Schaefer, Ph.D., researcli 
scientist in radiation biophysics at 
U. S. Naval School of Aviation 
Medicine. 

ON DETACHMENT- 

Exposure to “everyday life” in space over a period of one 
to several weeks, or even months, in an orbital test bed is an 
important factor in conditioning a space crew for prolonged 
absence from earth. 

—Krafft A. Ehricke, assistant to the 
chief engineer at Convair-Astro- 
nautics. 

ON STRESS- 

Studies at this time indicate that man is adaptable, en¬ 
during and strong enough to withstand the stresses antici¬ 
pated, and tlirough the use of sealed cabins, he can be in¬ 
doctrinated and trained to acceptable performance levels. 

—Lieut. Col. George R. Steinkanip, 
chief of the Department of Astro- 
ecology at Air Force School of Avia¬ 
tion Medicine. 

ON NUTRITION- 

The yeast cycle is being considered to provide a method 
for stabilizing human waste products by means of bacteria 
and to make the waste available as appropriate food for 
both algae and the yeast. Whether a large quaptity of yeast 
could be eaten to operate tliis cycle over long periods is not 
known. . . . The interposition of an animal such as a goat, a 
daphnia, a slug, a snail, or some other animal which is like¬ 
ly to eat algae directly would yield animal protein for tlie 
space crew. 

—Robert G. Tischer, Ph.D., head of 
the Department of Bacteriology at 
Mississippi State University. 

During a weightless state, a certain danger exists when 
attempting to drink from an open container. The liquid 
tends to disperse upon contact with the lips, and to slip into 
the sinuses and tire respiratory tract. The danger of aspira¬ 
tion is real. Sucking or squeezing the liquid from a bottle 
solves this problem. 

—Siegfried J. Geratliewohl. 

ON HEALTH HAZARDS GENERALLY- 

Man has not had to cope with the following unknowns 
be will encounter during our initial space flights: Extended 
periods of weightlessness, extended periods of isolation 
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aml/or conroK-mcnt, oatinK and sleeping and workitiK and 
.iccomplislnnK normal liody funclions nndor lioslilo environ- 
nu-ntal conditions, liiKlr accelerations and decelerations, 
liijtli teinpcratnre, low pressure and radiation. , . . And yet, 
these pnildeins are not insurinnuntalile. A capsule can he 
hailt within the wei^hl limitations of onr availahle propul¬ 
sive capahilily, thus allowinp us to achieve manned space 
lliyiit .soon. 

—Major Gen. llernard A. Schreiver, 
commander of the Hallisties Alissilc 
Division, Air Ueseareh and Devel¬ 
opment Command. 

How soon will the U. S. uclhcvc iimnnecl space 
flight? Sooner than many people helicvc, according 
to the journal, Missiles and Rockets. It reports that 
a joint military-industry program—complete with 
formal specifications—is now under way for con¬ 
struction of a 2,000-pound manned satellite capsule 
that would replace the nose cone of a standard 
Atlas intercontinental missile to he launched from 
Cape Canaveral, Fla. Several dozen contractors 
were supposed to submit bids on the project last 
month, with trial launchings (first with dummy 
payloads and then with small animals) expected 
soon after construction begins this year. Already, 
the Air Force is laying plans to send a number of 
two-pound monkeys separately into orbit by the 
middle of this yearj according to Brig. Gen. Donald 
D. Flickinger, director of life sciences for the Air 
Research and Development Command. 

Words, Actions, Trends 

Those are the words, actions, and plans which 
portray the rocketing rise of space medicine as 
physicians join with other scientists in an upward- 
look-with-feet'on-ground. There will be more space 
medicine symposiums—like the one at San Antonio 
—and at the regional level, too, like the ones spon¬ 
sored by medical educators in Santa Monica, Calif., 
last Oct. 22, by the Bexar County Medical Society 
in Texas the same month, and by the San Mateo 
County (Calif.) Medical Society last September. 

There will be greater interest at top federal lev¬ 
els, as policymakers—selecting a civil air surgeon— 
consider his qualifications to attack both physiologi¬ 
cal and psychological problems involving high-speed 
jet and rocket flight. And tliere will be world-wide 
concern, too, as 15 nations (including the U. S. and 
the U, S. S. R.) assign nonpolitical representatives 
to the new international committee to coordinate 
space research (COSPAR) later this year. 

The race for space supremacy is so intense, and 
yet so broadly attractive, that even amid tight 
secrecy widrin individual nations, statesmen call 
for letting down the bars. One side of that paradox 
is personified by the FBI agents who kept a con- 
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slant watch on an uninvited Polish biologist who 
had “crashed” the symposium at San Antonio. Tlie 
other side is heard in the words of U. S. Senator 
Lyndon Johnson at the same meeting: “In a world 
circled by vehicles of space, there can be no secrets. 
We need, tbereforc, to conceni ourselves not with 
guarding what we know but, rather, with exchang¬ 
ing and pooling our knowledge with all the commu¬ 
nity of free men. . . . The space frontier is, above 
ail, a peqretual frontier.” 

Medicine has become a partner with other 
sciences in the exploration of that frontier—and the 
profession may e.xpect research rewards that can 
benefit the man on the ground as well as the man 
in outer space. The former Air Force surgeon gen¬ 
eral, Dan Ogle, has pointed out that techniques in 
miniaturizing and otherwise refining instruments 
for recording animal reactions aloft is hastening the 
improvement of many professional appliances in 
terrestrial diagnostic procedures for humans. He 
says: “Maybe these new devices will help save the 
life of an Ozark woman whose hill doctor was 
stumped.” 

General Flickinger believes that the study of 
mice catapulted into radiation zones may one day 
furnish leads for cancer research. Other physicians 
foresee a variety of untold benefits accruing from 
space findings directly to earth application. Dr. 
Hubertus Strughold expresses the point this way: 

“The extension of medical research into tlie extra¬ 
terrestrial realm of space will not only promote 
man’s conquest of space, it will also broaden our 
knowledge in medicine and biology in general and, 
therefore, will be of general benefit to mankind.” 



Three scientists chat informally at symposium on space 
medicine and physics in San Antonio. Lcfi to right, Werniier 
Von Braun, Ph.D., technical director of the Army Ballistic 
Missile Agency at Huntsville, Ala.; Hubertus Strughold 
M.D., professor of space medicine at Randolph Air Force 
Base, Texas; and L. R. Shepherd, Ph.D., chairman of the 
Council of the British Interplanetary Society. 

-Leslie W. Bland Photo 
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Interview tvith Pioneeer “Space Doctor" 

Medicine Ready to Keep Man 
Alive in Trip Up, Around, Down 

How far has medical research moved toward 
safeguarding the health of the first man in orbit? 
What are some of the human problems of space 
flight? How does space medicine interrelate with 
the profession generally, with medical education, 
with allied sciences and technologies, with indus¬ 
tries making space vehicles? 

Dr. Hubertus Strughold, often called “the fa¬ 
ther of space medicine,” answers these and other 
questions in the following wire-recorded inter¬ 
view with The Journal at San Antonio, Te.vas, 
where 700 physicians and other scientists assem¬ 
bled several weeks ago for a symposium on the 
physics and medicine of atmosphere and space. 
Dr. Strughold was director of the Aeromedical 
Research Institute in Berlin before World War H. 
is^ow he is an American citizen serving as advisor 
for reseat ch and profes.sor of space medicine at 
the School of Aviation Medicine, Randolph Air 
Force Ba.se, Texas. 

Q With commercial jet aircraft now carrying hu¬ 
mans at 35,000 ft., what kind of health dangers exist 
to passengers and crew? 

A One danger is explosive decompression—the 
plane suddenly losing air pressure to the 35,000-ft. 
level from the comfortable cabin level of 8,000. 
There are measures for coping with this problem. 
At that altitude there are no dangers to passengers 
from any increased cosmic radiation. There is, how¬ 
ever, one significant problem which arises after the 
flight—dismption of the normal day-night cycle. 

Q Would you explain that? 

A Today, it takes a propeller-driven plane about 
12 hours to cross the Atlantic. In a few months, 
when jet airliners will begin dominating the ocean 
sky, it will take only six hours as the aircraft whizzes 
past six dr seven time zones. Let us say that a pas¬ 
senger lands in New York at 3 p. m., when it is 9 in 
the evening in Europe. His ajjpetite is thrown out 
of kilter. He is very sleepy and may doze off, awak¬ 
ening at 3 the next morning. 

Q So this corresponds to sleeping and eating 
problems of a night worker? 

A Yes, more or less, with some complexities 
added. Say a businessman has a very important 
meeting in England. Because of the upset day-night 
cycle he arrives unprepared, psychologically, for his 
work. So he should plan on arriving a few days be¬ 
fore the meeting. 

Q How does this concern the physician in prac¬ 
tice? 

A It is something he should reckon with in pa¬ 
tients who make long overseas flights. And there is 
another point. Body temperature normally reaches a 
high around 5 in the afternoon. Suppose a man flies 
to New York from Paris while he has a cold, or per¬ 


haps another kind of infection. His physician finds 
an unusual temperature at 11 a. m. New York time 
when it may not be unusual at all. 

Q How would space flight intensify the day-night 
cycle problem? 

A In space travel there is no day or night. A 
vehicle in orbit would be 20 minutes or so in the 
shadow of the earth, perhaps 60 or 70 minutes in 
the sun’s rays. So we must provide submarine con¬ 
ditions in creating an artificial day-night cycle. 

Q What kind of submarine conditions? 

A Setting periods for duty, recreation, and sleep. 
Submarine crews change duty every four hours, and 
this might be best for space crews, too. We are ex¬ 
perimenting. 

Q If technicological problems can be solved, 
when will we be ready—from the medieal standpoint 
—to keep a man alive from the time of launching, 
through several days of orbiting, and during reentry' 
into the atmosphere and recovery? 

A We are ready now'—if we can solve the recently 
defined problem of radiation. There are certain ways 
to get around that problem. One might be to launch 
into a route over the polar region, where it appears 
the radiation belt narrows. Or the vehicle velocity 
might be increased to shorten the time of exposure. 
This problem will occupy us for the next year. 

Q In an interview two years ago you predicted 
that by the 1960’s we would see 25-minute coast-to- 
coast flights by rocket ships looping through space. 
M'hat is your estimate now? 

A The same. But I was misquoted then. I said 45 
minutes, not 25. 

Q In the spring of 1957, before sputnik, you told 
THE JOURNAL [see Medicine at Work, June 15,' 
1957] about the space cabin simulator which nearly 
duplicates extraterrestrial conditions. How has that 
kind of study progressed? 

A We now have greater knowledge of air regen¬ 
eration, of carbon dioxide elimination, of the human 
effects of hibernation, and of the day-night cycle. 
So far, a man has spent seven days in the simulator. 
That would cover a trip to the moon. Experiments 
are still going on, relating to other conditions and 
to applications that I cannot speak about at this 
time. 1 can say, however, that we will have a space 
cabin simulator for two men when the special build¬ 
ing for space medicine is completed at.Brooks Air 
Force Base next July. 

Q How might research in space medicine benefit 
the profession and the general public along specific 
medical lines—such as nutrition, psychiatry, ortho¬ 
pedics,. physiology, pharmacology, ophthalmology, 
cardiology? How might physicians, generally, help 
solve some space medicine problems? 

A A very interesting question. We will never 
achieve success in space flight without the vast 
knowledge of medicine through the ages. For ex¬ 
ample, physicians have a rnuch better idea now 
about radiation than they had' 5 or 10 years ago. Of 
course this is important in solving health problems 





Vol. 1G9, No. 5 


143/495 


ill .spiice flight. At the .same time, the .seieiice of 
physiologs’ is bcnefileci by what we in space inecli- 
ciiic arc learning about wcightlcs.sncss. And that 
point on cardiology—in weightlessness, we find that 
Wood circulation is not affected very much. This is 
very important.. 

Q Do chewing, drinking, digestion, and elimina¬ 
tion of body wastes function at zero gravity? 

A With proper preparation, yes. As far as wo can 
learn thej’ do work—at least for short periods of 
time. We have reproduced weightlessness for no 
more than one minute for a human. 

Q Arc there any efforts to c.xchangc space medi¬ 
cine data with Soviet physicians? 

A No specific channels. Tliey translate every 
paper on space medicine in the U. S. 

Q How do the two countries compare in space 
medicine knowledge? 

A The Soviets work in this field at the Institute 
of Aviation in Moscou’ and, it seems to me, at some 
other place. My gcner.il idea is that they are not 
ahead in this field—actually, they have been inspired 
by some events here in the United States—for c.\- 
ample, when we rocketed monkeys into space. 

Q Is there any reason to believe that the Soviets 
might more likely risk a man’s life in order to launch 
him into space before we do? 

A In my opinion, yes. But 1 also have the impre.s- 
sion from reading the Russian medical literature, 
and from recent scientific conversations in Amster¬ 
dam, that they plan especially to get a dog into 
orbit and get the animal back. 

Q What do you consider the optimum physical, 
mental, and emotional characteristics of the so-called 
premium space man? 

A First let me say what I do not consider opti¬ 
mum—not a hermit, not a monk, not a schizophrenic. 
We also hear that a woman should be first in space, 
which would be nice and also very cavalier. But you 
would have to train a woman 10 years for that task. 
From a medical standpoint an experienced jet pilot 
should be first in space. 

Q What other prime characteristics would be 
necessary? 

A Motivation. He would have to want to go. He 
would also need to know something about the nature 
of space. And he would have to be familiar with 
medical problems in flight. 

Q Would he need a personality to adapt to alone- 
ness, or would he need to be conditioned to the 
problem of, as one speaker here described it, “de¬ 
veloping an effective umbilical cord” for himself 
outside the earth’s influence? 

A I think both factors operate. 

Q A little while ago you said that, from the med¬ 
ical standpoint, we are able to send a man up and 
keep him alive and well through return. Now we 
hear of algae as the key to a closed-cycle feeding 
system that will keep him nourished. How critical 
is this closed-cycle feeding problem? 


A I don’t feel that we must achieve such a system 
for an initial flight of, say, up to six weeks. Food 
can be brought along. 

Q What about water? 

A We have recently learned that 10% of a m.an’s 
own water—called metabolic water-can be recov¬ 
ered daily. We can refine potable water from urine 
by a process that is relatively simple in a space cabin 
simulator. So it is not necessary to take too much 
water along. 

Q In your experience, what manpower needs 
exist for the space-oriented physician as a part-time 
or full-time consultant in the aircraft industry? 

A There is a demand for physicians of that train¬ 
ing. Four or five years ago space medicine was a tiny 
part of the Air Force School of Aviation Medicine. 
Now almost every big company has a physician to 
study human factors in space flight. Convair has a 
physician for aeronautics and another for study of 
human factors. 

Q'Where would a physician interested in space 
medicine get his training? 

A At the present time at Randolph, the Aero- 
medical Laboratory at Wright Field, or at Ohio 
State University. I do not believe that medical 
schools should establish courses in space medicine, 
although they might integrate the subject into the 
total curriculum—just as, 20 years ago, medical 
schools started to include lectures on aviation medi¬ 
cine. I think the whole field of medicine could be 
made much more interesting by including some 
phases of space medicine. The study of physiology, 
for e.xample, could become really exciting if there 
were just a one-hour lecture on the effects of weight¬ 
lessness on various body actions. 

Q At this conference, participants included—be¬ 
sides physicians—astronomers, physicists, chemists, 
biologists, and representatives of other fields. Is it 
an advantage or a disadvantage when men of diverse 
disciplines meet to tackle a single problem such as 
space flight? 

A A great advantage, definitely. In fact, this is 
the first time that we have had a medical meeting 
where at least half of the participants are not med¬ 
ical doctors. They-are learning something from us, 
and we learn from.tliem. Each is knowing where 
the other is trying to go. 

Q What would you think is the next area for ex¬ 
ploration involving physicians and other scientists at 
a future space symposium? 

A Probably the same problem area as now. There 
might be some new problems, too, though—like anti¬ 
matter, a point in. physics. Time adaptation also 
should be discussed on a broader basis. But basically 
we in medicine are not so' much concerned with 
distance as we are in duration of space flight. Our 
task is to develop more effective mechanisms to 
make longer and longer space exploration. We can¬ 
not determine the timetable. That is for the tech¬ 
nologists and the rocket engineers. 
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REPORT OF JOINT COMMITTEE ON THE 
NARCOTIC PROBLEM 

JOINT Committee of the American Bar 
Association and the American Medical As¬ 
sociation has been engaged in a study of 
the narcotic problem for the past three 
Research has been conducted to ascertain 
the extent of this problem in those European coun¬ 
tries equal to the United States in industrial de¬ 
velopment and to study the legal structure which 
these countries have erected to combat it. The 
present status of the narcotic problem in the United 
States was reviewed, and certain recommendations 
for further studies, both legal and medical, were 
made. The first report is a mine of information 
about the problem, and it contains much of great 
interest to doctors. 

The situation in Europe differs from that in the 
United States in at least three ways; the number of 
known addicts is much smaller than in the United 
States, so the problem is far less acute; the penalties 
provided for persons convicted of violation of the 
narcotic laws are far less severe than those pro¬ 
vided by our recent laws; there is more disposition 
on the part of the legal authorities to regard the 
problem as a primarily medical one and to turn a 
larger proportion of it over to the doctors. 

Whether the severity of our laws is a factor ag¬ 
gravating or ameliorating the problem in the United 
States is debatable, but the question is likely to be 
settled by the passage of time, for Congress has 
recently made the laws still more severe. Certain 
members of the judiciary, ;is the Committee is ad¬ 
vised, feel strongly that the penalties prescribed by 
die laws are unduly severe and that they do not 
have a proper relation with the penalties for otlier 
criminal offences. The mandatory sentences which 
these judges are required by law to pronounce are 

of the Joint A. B. A.-A. M. A. Committee on Ptobletm 
„{ Norcotio Addiction are Rufus King. Es<i..aainnan; Judge Edward 
j! bimock; Abe Fortas. Esq.; Dr. Robert H. Felix; Dr. Isaac Starr; and 
C. Joseph Sleticr, Esq. 


often at variance with their sense of justice, but any 
plan to turn over the problem to the medical pro¬ 
fession raises the question how well this profession 
is prepared to deal with it. Certainly the tendency 
in recent years has been to increase the scope of 
medical efforts; for example, those suffering from 
undue anxiety, a subject of great interest to all 
doctors today, a generation ago-were thought not 
worthy of the attention of the profession. One 
Avonders how many physicians practicing todai' 
would Avelcome patients Avith problems concerned 
Avith addiction into their offices, or have any good 
idea of hoAV to help them. 

We need not accuse ourselves of lack of progress. 
The U. S. Public Health SerA'ice narcotic addiction 
hospitals at Lexington and Fort Worth are Avithout 
doubt the best of their kind in the Avorld and the 
research being conducted there is Avorld-famous. 
We knoAV Iioav to AvithdraAV addicts from their drug 
Avith safety, and Ave are making progress in lessen¬ 
ing the discomforts of witlidrawal, but Ave need to 
study methods of prevention. This and many other 
problems, such as that of relapse, cannot be suc¬ 
cessfully attacked from institutions such as Lexing¬ 
ton and Fort Worth, Aidiere patients are seen only 
after they have become addicted. 

To the Joint Committee it seemed obvious that 
the ne,xt step Avas to establish an experimental out¬ 
patient clinic in an urban center Avhere addiction 
is prevalent, sucli as Washington, D. C. Such a 
clinic could be primarily charged Avith the super¬ 
vision and help of former addicts discharged after- 
Avithdrawal, and with patients referred to it by the 
courts, but this might prove to be but a small part 
of its activities. When it is noised abroad that there 
is a place to Avhich those confronted Avith problems 
related to addiction can go for understanding and 
help, many may resort to it voluntarily and, if it is 
successful in developing practical methods, doctors 
AA'ould have the advantage of this e.xperience in the 
handling of their OAvn patients. 

The development of a program for the intensiA'e 
postinstitutional treatment of addicts has already 
been advocated by the Council on Mental Health 
of the A. M. A., and the Joint A. B. A.-A. M. A. 
Committee endorsed this vieAV, recommending a 
limited experiment w’hich could test various Avays 
and means. Such a clinic could determine Avhether 
it is possible to rehabilitate addicts in a noninstitu- 
tional setting, so that they can live and function 
AA'ithout drugs. The disciplines of medicine, psy¬ 
chiatry, psychology, social case Avork, and educa¬ 
tion should all be used. The clinic should offer 
psychotherapeutic guidance in dealing Avith their 
personality problems and social Avork help Avith 
family difficulties and vocational guidance. In short, 
every effort should be directed tOAvard enabling the 
addict to become productive Avithout drugs. 

This may not ahvays be as difficult as some have 
believed. The medical profession is most conscious 
of the worst side of the picture. It is the repeaters 
at Le.xington Avho attract attention and provide 
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data for the literature; those wlio remain oil the 
drug arc hard to follow and do not appear in doc¬ 
tors’ office-s. The resolution of the Hou.sc of Dele¬ 
gates of the A. M. A. that ambidatory treatment of 
addiction was impossible was passed about 35 
years ago, largely as a result of acute dissatisfaction 
with a group of doctors making money by supplying 
addicts with drugs. Studies made on the adolescent 
addicts in New York indicate tirat many of tlicm 
simply decide to give up the habit and do so with¬ 
out medical assistance of any kind. Persons lightly 
addicted have few withdrawal symptoms. Success¬ 
ful police work is rellectod by the great dilution of 
the drugs now sold in the black market; it is more 
difficult to become heavily addicted than was for¬ 
merly the case. Impros-ed methods of minimizing 
the withdrawal swnptoms, as by substituting one of 
the newer synthetic drugs before withdrawing, arc 
being developed. Perhaps more patients could be 
successfully treated as outpatients than most now 
think. Certainly the psychological trauma inherent 
in confinement in Lexington or some similar insti¬ 
tution should be avoided if possible. 

The question of what should be done with ad¬ 
dicts who persist in their addiction despite the 
clinic’s best efforts leads to a controversial field 
where strong opinions are many and facts are few. 
The history of the belief that clinics for the low-cost 
distribution of drugs to addicts are the solution of 
the narcotic problem is treated at length in the 
joint A. B. A.-A. M. A. report. The report is clearly 
skeptical that any easy solution lies along those 
lines and agrees with the recommendation of the 
Council on Mental Health that the A. M. A. should 
not approve clinics which would dispense drugs to 
addicts at this time, but, like the Council on Mental 
Health, they were tempted by the possibility of a 
limited experiment conducted by experts to shed 
more light on this important aspect of the problem. 
It was the opinion of the legal members of the Joint 
Committee that such a test, if conducted by the 
experimental clinic, xvould not violate irresent laws. 

The time, therefore, seems ripe for an extension 
of the medical attack on the narcotic problem by 
the establishment of outpatient clinics devoted to 
the problem in the centers of populations where 
addiction is prevalent. Indeed an outpatient clinic 
for addicts has already been started in New York 
and plans are under discussion in Philadelphia. 
Outpatient clinics concerned with medical counsel¬ 
ing, chiefly for adolescents, are operating in Chi¬ 
cago, Detroit, and Los Angeles. Tlie U. S. P. H. S. 
is embarking on a large program. One can say with 
confidence that such efforts seem well worthwhile. 

^^fllat matter if, because of the peculiar difficul¬ 
ties involved, those in charge of such clinics xvill 
need the best virtues of both the doctor and tlie 
saint. The medical profession has risen to chal¬ 
lenges before. 

The Interim Report of tlie Joint Committee of the American 
Bar Association and the American Medical Association and 
Appendix A, “Some Basic Problems in Drug Addiction and 


S'*K^ostions for Research, may be secured from Grosbv 
press, 30 Ferry St., New York City, at a price of $4.50. 

.ludtte Morris Ploscowe is Director of the Narcotic Drills 
Control Study instituted by the Joint Committee. 

This study lias been supported by a grant from the Russell 
Sage Foundation. 


NEW AND NONOFFICIAL DRUGS, 1959 

Available for the first time in January of the year 
of publication, the 1959 annual edition of New and 
Nonofficial Drugs offers practicing physicians a con¬ 
venient and up-to-date compendium of the views 
of tlie A. M. A. Council on Drugs concerning most 
of the modern drugs in current use. In addition to 
revision, where necessary, of descriptions of drugs 
wliicli are retained in the book for it period of 20 
years, it includes new monographs that have ap¬ 
peared in the Council’s column of The Journal 
since the previous edition was published. Mono¬ 
graphs for drugs which are no longer commercially 
available have been deleted. The organization of 
contents into chapters according to the clinical ap¬ 
plication or pharmacological action of drugs has 
been preserved. Thus the new edition prox’ides in 
cumulative, classified, inde.xed, and bound form a 
concise reference to authoritative information on 
newer drugs. Physicians are urged to avail them¬ 
selves of the early opi^ortunity to obtain the latest 
edition of the.Councirs annual publication by order¬ 
ing it directly from the publisher, the J. B. Lippin- 
cott Company, East Washington Square, Philadel¬ 
phia 5, Pa. 'Tlie modest retail price of $3.35 per 
copy is a small investment indeed for a book which 
is so carefully compiled and published as an 
A. M. A. service to the medical profession. 

In today’s era of “polytherapeutics” (numerous 
drugs for identical or similar clinical uses) the cur¬ 
rent edition of such a book as New and Nonofficial 
Drugs should be almost indispensable, if not a 
“must,” for the practicing physician. Known trade 
names for all described drugs are listed in conjunc¬ 
tion with monographs, and in the index, to facilitate 
identification of drugs which the Council describes 
under recognized nonproprietary terminology. Com¬ 
mercially available pharmaceutical preparations, in¬ 
cluding sizes or strengths of dosage forms, also are 
listed in conjunction with monographs as an aid to 
prescribing. Most important of all—the Council’s 
unbiased descriptions of the actions, uses, limita¬ 
tions, hazards, routes of administration, and dosage 
of drugs should enable physicians to determine their 
suitability for use in practice. Physicians generally 
also should be aware that the scope of tlie publica¬ 
tion has been expanded since 1955 to encompass all 
individually available commercial preparations of 
drugs, whether or not their clinical usefulness has 
been established. 

Physicians who have never used tlie Council’s 
annual publication, or are unfamiliar widi its mod¬ 
em features, might well consider its annual pur¬ 
chase as a current office guide to drug therapy. 
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For some time supporters of a movement to give 
hospital and medical care to social security bene¬ 
ficiaries have referred to the problem of the aged 
as primarily an economic one. Only the federal 
government, they contend, can cope with this large 
economic problem. 

The American Medical Association disagrees with 
both allegations. Your Association’s position is that 
the problem of senior citizens is basically a broad 
social one and the solutions to the many enigmas 
within the o\'er-all problem must be found and im¬ 
plemented at the local level. Furthermore, huge 
federal spending cannot solve special considera¬ 
tions—social, psychological, physiological, and oc¬ 
cupational—that confront our older citizens. 

In this nation, perhaps in the entire world, a rev¬ 
olution in aging is taking place. It will affect Amer¬ 
icans of all ages and may compare in breadth with 
the industrial revolution. Therefore, it is extremely 
important that we find out (1) the primary needs 
of older citizens, (2) who is responsible for meet¬ 
ing those needs, and (3) when they should be met 
—before old age or on a catch-as-catch-can basis in 
the critical years of senior citizenship. 

Our entire thinking on the subject of aging and 
the aged must be as dramatic and forward-looking 
as the revolution itself. We dare not cling to the 
old perspective of aging in the face of longer life, 
better health, and increased productive potential 
on the part of our senior citizens. If we do, we 
will deny them and society' the rewards for which 
medicine has fought in its war against disease. 

If we separate a substantial part of our popu¬ 
lation from the rest of the human family through 
lecfislative fiat, employment and retirement policies, 
and community' attitudes simply because they have 
reached a certain chronological age, we will court 
economic and social disaster. Simultaneously we 


will ereate an emotional problem for countless old¬ 
sters which tend to make them illness-prone. 

Therefore, I believe we must begin now to give 
all persons—regardless of age—the full opportunity 
to participate in our nation’s life to the extent of 
their desire and ability. We must eliminate present 
arbitrary retirement policies and other economic 
and social barriers to life fulfillment by the aged. 
We must promote health maintenance programs 
and wider use of restorative services, remember¬ 
ing that it is more desirable to restore the disabled 
to activity than to put them on the shelf. 

We must continue to insist that adequate indi¬ 
gent medical care programs should be developed 
at the state and county level and we must reaffirm 
our belief that primary financial responsibility 
should rest with the individual, community', and 
state. We must have a variety of health services 
ready for tlie aged persons who need them. 

We must have a nationwide educational pro¬ 
gram to demonstrate that preparation for later 
years must begin early—with emphasis phy'siolog- 
ically in youth, economically during the earning 
period, and psychologically in middle years. We 
must continue to aid the voluntary health insur¬ 
ance industry as it develops new types of cover¬ 
age for the aged. 

These are just some of the positive steps that 
must be taken to meet the needs of older citizens 
in the long run, in a voluntary way and at the 
community and individual level. Granted it is not 
an easy', overniglit task, and perhaps it does not 
have the “political appeal” of an expensive, federal 
medical care plan. However, I am' convinced that 
such a program is in the best interests of all. 

Gunnab Gundebsen, M.D. 

La Crosse, Wfis. 
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ORGANIZATION SECTION 


REGISTRATION AT THE CLINICAL MEET¬ 
ING, MINNEAPOLIS, DEC, 2-5, 1958 


UNITED STATES 

Alabama . 

Alaslvfi... 

5 

1 

Arizona . 

0 


6 

California . 

49 

Colorado. 

11 

Connecticut . 

6 

Delaware . 

1 

District of Columbia.... 

16 

Florida . 

12 

Georgia. 

3 

Hawaii . 

1 

Idaho . 

6 

Illinois . 

118 

Indiana . 

30 

Iowa . 

108 


Istlmiian Canal Zone.. 0 

Kansas . 11 

Kcnlncky . 8 

Louisiana . 9 

Maine . 2 

Maryland . 6 

Massacluisctts . 16 

Michigan . 43 

Minneapolis, Minn.. 662 

Minnesota . 772 

Mississippi . 5 

Missouri . 21 

Montana . 19 

Nebraska . 34 

Nevada . 5 

New Hampshire. 0 


New Jersey. 29 

New Mexico. 6 

New York. 77 

North Carolina. 4 

North Dakota. 82 

Ohio . 39 

Oklahoma . 13 

Oregon . 10 

Pennsylvania . 50 

Puerto Rico. 3 

Rhode Island. 1 

South Carolina .. 3 

South Dakota. 62 

Tennessee . 10 

Texas . 35 

Utah . 5 

Vermont . 2 

Virginia . 6 

Virgin Islands. 0 


Washington . 23 

West Virginia. 9 

Wisconsin. 166 

Wyoming . 5 

Total .2.628 

OTHER COUNTRIES 

Austria . 1 

Canada . 21 

England . 1 

Ireland . .3 

Mexico . 1 

Nigeria . 1 

Switzerland . 1 

Thailand . 1 

Total . 30 

2,628 

Grand Total.2,658 


Numbers of Pbi/sicians and Guests Registered at Clinical Sessions 


6 

6 
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First day. 

esn 

l.JGO 


777 

l,89> 

1.CI8 

097 

1,822 

1,483 

1.070 

1,01-7 

1,5-2S 

Second dav.,_ 

227 

CT7 

1,321 

- 8iri 

l,(J0O 

674 

1,227 

944 

1,574 

043 

499 

033 

Tito days . 


1,S37 

2,010 

1,392 

3,5.75 

2,292 

2,220 

2,700 

3,057 

2,313 

2,114 

2,100 

Third dav. 

fs'W 

318 

472 

539 

741 

272 

431 

401 

597 

42.7 

44S 

400 

Three days. 


2,liw 

2,9SS 

2,131 


2,504 

2.071 

3,107 

3,054 

2,738 

2,502 

2,500 

Fourth dav. 

sat 

43 

192 

59 

128 

50 

70 

80 

12.5 

77 

77 

92 

Four days. 

Guests 


2,200 

3,ISO 

2,100 

4,427 

2,614 

2,730 

3,253 

3,1 (9 

2,81.3 

2,037 

2,058 

First dav. 


...* 

ft 

730 

1,499 

l.(JG7 

1,199 

1,852 

1,732 

1,104 

1,537 

1,200 

Second dnv. 



ft 

5r>4 

1,577 

1,243 

1,G48 

1,918 

on 

044 

027 

579 

Two davR . ... 

« 

• • • • • • 



1,29(1 

3,076 

2,910 

2,817 

2,000 

2.703 

l.BOS 

2.102 

1,785 

Third dav. 

.^ 

...* 


387 

1,279 

937 

974 

541 

052 

045 

051 

529 

Three days . 

« 

« 

ft 

1,677 

4.317 

3,897 

3,821 

3,441 

3,35.7 

2,473 

2,813 

2,314 

Fourth aay. 


ft 

ft 

IW 

341 

222 

282 

233 

581 

321 

174 

247 

Four davs_ .. . . 

ft 

• « • • • • 

ft 

5,307 

1,781 

4,070 

4,119 

4,103 

3,074 

3,930 

2,774 

2,037 

2,501. 

Technical c.xhihltors. 

Technical cxliitiltor's 



... 



... 

074 

574 

730 

450 

.930 

590 

guests.. . . ... 







209* 

200 

192 

247 

340 

21(; 

Grand total.. 




... 


... 

7,710 

7,707 

8,037 

0,282 

G,f»00 

0,02.5 


' No teconl. 


CHANGE OF ADDRESS 

If you change your address please notify The 
Journal at least six weeks before the change is 
made. Include the address label clipped from your 


latest copy of The Journal, being sure to clearly 
state botli your old and new address. If your city 
has Postal Zone Numbers, be sure to include this 
Zone Number in your new address. 
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COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


The Seventh Annual Report of the National Intern Matching Program, submitted by 
Ward Darleij, M.D., Executive Secretary, presents information of interest to the medical pro¬ 
fession, medical educators, hospital administrators, and prospective interns. Because this report 
portrays the background, development, and current status of the NIMP, the Council on Medi¬ 
cal Education and Hospitals has requested that it be published in The Joubnal of the Ameri¬ 
can Medical Association. Edward L. Turner, M.D., Secretary. 


SEVENTH ANNUAL REPORT OF THE NATIONAL 
INTERN MATCHING PROGRAM 


Prior to the turn of this century American medi¬ 
cal education took very little interest in patient 
contact and responsibility as a part of the prepara¬ 
tion for tile practice of medicine. This lack of 
interest was reflected in the development of the 
internship as a responsibility of the hospital, rather 
than of the medical school, and now, more than 
half a centurj' later, even though participation in 
and responsibility for patient care are very much a 
part of the medical student’s education and al¬ 
though nearly half of the internships in the United 
States are in medical school affiliated hospitals, the 
internship continues primarily as a hospital re- 


The first definite effort to solve this problem was 
in 1945 when the Association of American Medical 
Colleges, the American Hospital Association, the 
American Protestant Hospital Association, the 
American Catholic Hospital Association, and the 
-American Medical Association adopted what was 
known as the Cooperative Plan. This plan involved 
the voluntary participation of medical students, 
medical schools, and hospitals in a complicated set 
of arrangements that were supposed to operate 
witliout any centralized operating authority. While 
the result was an improvement over the pre-1945 
situation, there still remained confusion wth many 


Table 1.—General Results 1952-1958 


Intern Total Total No. ol 

Ho'i>itals Proaroins Positions Positions 7 ^ Unfilled Students Students 

Yr. Piirtlcipatiu!; OlTcred OITered Filled Filled Positions Pnrticipatlne Unmatched 

11I.V2 . 71)3 1,008 10,114 3,501 33 4,830 5,681 117 

1033 . 808 1,102 10,071 5,744 32 5,227 0,033 2S9 

1034 . 820 1,032 10,720 6,051 DC 4,678 . 6,412 301 

1035 . 814 1,030 11,073 6,379 .78 4,090 6,713 331 

1950. 821 1,003 11.430 6,.588 57 4,871 6,821 233 

1937 . S22 1,032 11,804 6,330 53 5,203 6,023 3St 

1938 . SIO 1,002 11,978 6,731 52 5,224 7,031 397 


sponsibility—but a responsibility with which medi¬ 
cal schools, and medical students as well as hos¬ 
pitals, are concerned. It should be of interest to 
review the development of this three-way concern. 

The American Medical Association gave official 
recognition to the internship in 1904. The first list 
of hospitals approved for internship training was 
published in 1914. It was not until 1920 that the 
number of available internships began to e.xceed 
the number of medical graduates available.’ Since 
1920, and with each succeeding year, this disparitj' 
has increased until now tire annual number ol 
internships available is nearly twice the number ol 
U. S. medical graduates. As the result of this, the 
development of competition beUveen hospitals and 
the resultant pressures on medical students to ac¬ 
cept internships was inevitable. As these pressures 
grew, it was equally inevitable that the medical 
schook should take an increasing interest in assist¬ 
ing their graduates to obtain good internships. 


instances of lack of understanding and cooperation. 
As the number of internships continued to move 
ahead of the number of available U. S. graduates, it 
became apparent that something more was needed. 

This “something” was suggested in 1950 by Dr. 
F. J. Mullin “ in the form of a nationwnde plan in 
which the matching of student and hospital choices 
could take place free of pressures and premature 
commitments, together with a time schedule and 
a system of appointment and acceptance notifica¬ 
tion which would be reasonable and capable of 
central administration. This plan was tried in 1951 
and was found to be sufficiently successful so that 
its basic principles have been adopted as standard 
practice. Great credit is due tlie hospitals and the 
medical students for their willingness to cast their 
lot wdth this enterprise. 

The agency now responsible for the administra¬ 
tion of the plan is known as the National Intern 
Matching Program (NIMP). The NIMP is an inde- 
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pencicnl corpoiiUion gov'criiocl by a board of direc¬ 
tors wliicli has roprcsenlalioii from the American 
Hospital Association, American Medical Associa¬ 
tion, American Protestant Hospital Association, As¬ 
sociation of American Medical Colleges, Catholic 
Hospital Association, Student American Medical 
Association, and one medical student representing 
the medical student body at large. The Army, Navy, 
Air Force, Veterans Administration, and Public 
Health Scrx’ice ba\'e liaison inembersbip on the 
board. 

The mcelianism of tlie plan, although compli¬ 
cated in execution, is simple in theory. Basically 
NIMP acts as a clearing agency. Each participating 
student submits a confidential list to NIMP, ranh- 


Tauuk Z.—Apitliaitinii per Sliiifcnt 


Sn,tif Sit.tif S(K Iter 
Yr, Stmlcnls ,ViiiilIeiiUon« Sttiili'iit 

. ri,i« 2i,72s '.rs 

rra. (i.ds.'i 1(1,U(i .v> 

iMi. li.n-j ui,."!i :u 

arci. (i.lia i->,iii7 as 

lav,. (1,S21 29,471 4.3 

1M7. (I,!t>3 30,131 4.4 

].T,S . 7,<131 .33,090 4.« 


Taiile Z.~Pcrcciilacc of Students Miitclicd 
Inj Order of Choice 


Fourth 

rir.st Second Third eholc(> 

rr Choice Choice Choice orl.oner 

I9.52 . SI 1(1 S 3 

llliS . S,-, - 1(1 3 2 

HIM . S3 11 4 3 

asi.', . 70 II 5 

aw . 74 1.-, (i 

'*'•’7 . 70 13 0 ,7 

F'lS . 71 14 f. 0 


Taule 4.—Hospitals Hanking of Students ivith Whom 
They Were Metehcd hy Pcrccntogc 


Yr. 

Matchcfl from 
Hank Group I* 

.^lutcluTl from 
Kiuik Group II 

Miitched from 

Rank Group III Other 

Total 

lOaG 

01 

21 

11 4 

100 

I9d7 

71 

lf> 

7 .1 

100 

VJaS 

07 

22 

S 3 

100 


•It hospital quota is 10, flt.st 1C men on list form rank ijroup I, 
nnmhers 11*30 nink group II, etc. 


ing, in the order of bis preference, the hospitals 
where he has applied for internship. He applies for 
any internship which interests him. Each participat¬ 
ing hospital also submits a confidential list, ranking, 
in the order of its preferences, the students which 
have applied to it. The NIMP then matches the 
student with the internship he rates the highest, 
insofar as the hospital’s relative evaluation of the 
student applicant makes tliis possible. 

While previous reports of the NIMP ^ have given , 
detailed descriptions of the mechanisms of match¬ 
ing, none are as easily understood as the one pre¬ 
pared by Dr. N. C. Webb Jr. at the time he was a 
student member of the NIMP board of directors 


and himself being matched to an internship.^ The 
.significant portion of Dr. Webb’s description is 
reproduced berewitb: 


Student Confidential Preference Lists 


Creen 

1. Mt. Sinai 

2. Internia 


Smith 

1. Mt. Sinai 

2. Internia 


Jones 

1. Internia 

2. St. Joseph 

3. Mt. Sinai 


Hospital Preference Lists 

The number in parentheses shows the number of interns 
hcinR sought by each hospital. 

Mt. Sinai (2) Internia (I) St. Joseph (1) 

1. Jones 1. Smith 1. Jones 

2. Smith 2. Jones 

3. Green 3. Green 


Consider Green, whose first choice is Mt. Sinai, which 
oifers two internships, and which has ranked him third. Un- 
le.ss either Jones or Smith get matched elsewhere, he cannot 
get in. He is also waiting at Internia, since it, offering but one 
internship, has .shown preference for Smith and Jones, and, 
iinlc.ss both Smith and Jones get matched elsewJiere, Green 
is not in here yet eitlier. 


Consider Smith. He ranked Mt, Sinai first, and it ranked 
him second. Since Mt. Sinai offers two internships, Smith can 
be pennanently ''matched.” Since Smith is now matched at 
liis first choice hospital, his name is removed from Internia. 
his second choice, and Jones and Green slide up. 

Now the .situation looks like this (“indicates a permanent 
matcii); 

Student Lists 


Green 

1. Mt. Sinai 

2. Internia 


Smith 

“1. Mt. Sinai 


Jones 

1. Internia 

2. St. Joseph 

3. Mt. Sinai 


Mt. Sinai (2) 
1. Jones 
“2. Smith 
3. Green 


Hospital Lists 

Internia (1) St. Joseph (1) 

2. Jones 1. Jones 

3. Green 


Consider Jones, Since the removal of Smith from Internia’s 
list, Jones has moved up to top position. This is a pennanent 
match, since it is Jones’ first choice. Jones’ name is removed 
from the Mt. Sinai list and from tlie St. Joseph list, since he 
is matched at a hospital he prefers to either of these. 

Now the situation looks like this (““denotes filled hos- 


pital): 

Student Lists 


Green 

Smith 

Jones 

1. Mt. Sinai 

“1. Mt. Sinai 

“1. Internia 

2. Internia 

Hospital Lists 


Mt. Sinai (2) 

““Internia (1) 

St. Joseph (1) 

“2. Smith 

“2. Jones 


3. Green 

3. Green 



The removal of Jones’ name from Mt. Sinai allows Green 
to slide up into second place. Since two internships are of¬ 
fered at Mt. Sinai, Green is a pennanent match. Final results; 
Mt. Sinai—Smith and Green 
Internia—Jones 
St. Joseph—none 

The tliree students all were matched witli their first choice 
hospital. In this example, we have seen how men “slide up” 
on hospital lists, as men above them are matched to hos¬ 
pitals more desired by those men. You will note that each 
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man holds his positions on the lists of the various hospitals 
until he becomes a pennanent match. No one can “by-pass” 
a student on a hospital list. A student is removed from a hos¬ 
pital list only when he is matched with a hospital he prefers 
more. St. Joseph got no intern because its one applicant pre¬ 
ferred Internia and was matched there. 

This, the 1958 Matching Program’s report, is the 
seventh consecutive year in which student and 
hospital choices have been matched without error. 
The success of each matching depends on the dis¬ 
tribution of carefully prepared materials to medical 
students, medical schools, and hospitals, the meet¬ 
ing of deadlines on the part of students, hospital 
administrators, medical school deans, and the NIMP 


At the same time the student directory is pub¬ 
lished which contains the name and medical school 
of each participating student. 

3. October 1—January 10: This is the period dur¬ 
ing which the students make application for intern¬ 
ship to hospitals. The process of application, more 
often than not, involves personal visits to the hos¬ 
pitals in which the students are interested. 

4. October 1—December 10: The deans send let¬ 
ters of recommendation to tlie hospitals so that 
insofar as possible the hospitals may have this in¬ 
formation when the students are interviewed or are 
■being considered for internship. 


Table 5—Major Teaching Hospitals 


Quota Saturation Percentage 



Interns 




Interns 

' 

Hospitals 

Sought 

Matched 

% Matched 

Ho.spitals 

Sought 

Matched 

% Matched 

100. 

SO 

897 

897 

100 

4.') 

1,224 

1,224 

100 

99-50. 

5S 

1,9G2 

1,457 

74.3 

78 

2,528 

1.970 

78.2 

49-01. 

40 

930 

2S9 

31.1 

22 

520 

182 

34.0 

0. 

12 

87 

0 

0 

0 

47 

0 

0 

Total. 

149 

3.87G 

2.043 

08.2 

151 

4,325 

1 

7821 



Table 

6.—A/inor Teaching Hospitals 






1933 



1938 



Quotn Saturation Percentasc 



Interns 




Interns 


Hospitals 

Sought 

Matched 

% Matched 

Hospitals 

Sought 

Matched 

% Matched 

100. 

11 

177 

177 

100 

11 

145 

145 

100 

99-50. 

20 

271 

190 

70.1 

23 

304 

26.3 

72.8 

49-01. 

28 

m 

ICC 

20.3 

23 

27.5 

38 

21.7 

0. 

20 

205 

0 

0 

8 

62 

0 

0 

Total. 

79 

1.050 

473 

44.8 

57 

74G 

448 

60.1 


Table l.—Nonaffiliatcd Hospitals 


19j3 jg58 

-- ---- *- 


Quota Saturation Percentage 



Interns 




Interns 


Hospitals 

Sought 

3Iatched 

% Matched 

Hospitals 

Sought 

3Ia tched 

% 3Iatched 

100. 

62 

1,120 

1,120 

100 

65 

841 

841 

100 

99-50. 

128 

1,475 

1.030 

09.8 

127 

1,607 

1,109 

69.0 

49-01. 

178 

2,085 

478 

22.9 

151 

1,797 

428 

23.8 

0...... 

212 

1,359 

0 

0 

204 

2,116 

0 

0 


— 








Total. 

5S0 

6,039 

2,C28 

43.5 

607 

0,301 

2,378 

37.4 


) office, and the careful checking and rechecking of 
both student and hospital choices, both with the 
students and hospitals and within the mechanical 
I system of the matching itself. 

The steps essential to one complete program are 
as follows: 

1. Tire hospitals and students make arrangements 
to participate in a given program during the winter 
and spring before the following cycle begins. The 
dates indicated are appro.vimate as they vary 
slightly from year to year. 

2. October: The hospital directory is published, 
containing a description of each participating hos¬ 
pital, the types of internships offered and the in¬ 
tern quota for each. 


5. January 31: Closing date for receipt at the 
NIMP office of student and hospital confidential 
rank order lists. 

6. February 16: The confidential student list is 
confirmed to each student. Also, the confidential 
hospital list is confirmed to each hospital. 

7. February 21: Closing date for accepting cor¬ 
rections to student or hospital confidential rank 
order lists. 

8. February 23: The matching operation begins. 

9. March 11: The results of the matching plan 
are mailed to medical school deans and to hospitals. 

10. March 16: The results are given to the stu¬ 
dents by the deans. At the same time the hospitals 
receive their matching results. 
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11. March 16-26; The hospitals send conlracls to 
matched students and students sign and return tire 
contracts. 

Except for tables 5 througli 19, the tables and 
discussions tlvat follow will continue the record 
about us 'it bus Iieen carried in previous reports.’ 
The general .statistics as shown in table 1 reveal no 
striking shifts os'cr previous' years. The niunbcr of 
iminutchcd students continues to be large because 
of the difliculty which foreign graduates have in 
competing with U. S. and Canadian students (152 
out of all of the .397 unniatched students were 
graduates of foreign schools) for the more popular 


in students receiving their first choices. These two 
trends can be taken to indicate that students are 
adding, as first choice, institutions in which they 
may feel their chances of acceptance are open to 
question but also in which they would like to intern 
if they possibly can. A student can justify such 
"tries" because in doing so he knows that he is not 
hurting his chances for his second or third choice 
hospitals—hospitals which formerly he would har'e 
listed in first and second place. 

Table 4 shows a slight drop in the percentage of 
hospitals receiving their highest choices of students. 
There is no logical e.xplanation for this. The signif- 


T.uii.i-; H.—l'ciIcral Herewex (Vclcraii'x AdminMrution Excluded) 


in.vi 


Intorns 


IntrrDs 


Qttotn Suturatloii rcrcunluuc 

No. ol ^— 

SnllKlit 

_/•_ 

MutcluMl 

To Matched 

So.ol 

Hospital'. 

Souuht 

Matched 

% Matched 

too. 

5 

497 

497 

loo 

4 

5-21) 


IW) 

. 

1 

(U 

*io 

50 





. 

10 

l£tS 

53 

20.8 





0. 

W ' 

Wl 

U 

0 





Total.... 

10 

TS.’i 

:,7o 

72.0 

4 

52f* 

3) 

ino 


Tahlu 

9.— //o.v|)iriih Offering Stipend.'i u)> 

to Fifty Dollars 






1953 




395S 


Quota Suturatloii Pcwntanc 



fcitern? 




Interns 



UniiKlit 

Miitchotl 

Si MntOicil ‘ 

}lo>pitn)s 

SDlll’llt 

Matched 

Tt Matched 

100. 

*’7 

475 

475 

hx) 

14 

39 J 

3M 

lOO 

00-50.. 

Cm 

1,711*1 

1,350 

75.2 

17 

.‘dS 

440 

80 3 

49-01. 

11 

1)114 

27(i 

•io.c* 

n 

140 


40 

0. 

d" 

lilO 

0 

0 

= 

43 

0 

0 

Total. 

1(10 

3,414 

2,101 

«1.S 

42 

1,125 

890 

70.1 


Table 10.—llosuitah Offering Stigetuh of from Fiftij-nne to One Hundred Dollars 




Quota Saturation PcrecntaKC 


' 

Interns 

Ho<pltal« 

Smisilit 

MatchtMi 

100. 

40 

730 

730 

99-.>0. 

50 

040 

047 

49-01. 

107 

1.3.5T 

2M* 

0. 

118 

802 

0 

Total. 

3-24 

3,835 

1,072 


internships. In the program of 1959-1960 (the com¬ 
ing program), because screening by the Educational 
Council for Foreign Medical Graduates will be 
required for the registration of graduates from for¬ 
eign schools, the number of foreign graduates par¬ 
ticipating in the program and a priori^ the number 
going unmatched, will be sharply reduced. After 
1959 the number of participating foreign graduates 
should begin to go up but also, because of the 
ECFMG screening, the percentage matched should 
be increased. 

Table 2 reveals the trend for each student to 
apply to an increasing number of hospitals. Table 3 
shows a slight continuation of the doxvnward trend 


1058 


- 



Interns 


Trt Matched 

llo.cpilah 

SfMJKbt 

Matched 

% Matched 

HH) 

20 

(537 

037 

100 

(IS.8 

12 

3,178 

. ,'^07 

7.3.0 

21 .tt 

20 

417 

IW 

24 

0 

50 

577 

0 

0 

43.C 

15.3 


1,004 

57.1 


leant thing here is that the percentage-of hospitals 
receiving the total of their first and second choices 
has remained essentially the same. 

Tables 5 through 8 show hospitals classified ac¬ 
cording to medical school affiliation or nonaflBlia- 
tion, the number of interns sought and obtained and 
the percentage of internships filled. The affiliated 
hospitals are broken down according to whether or 
riot the degree of medical school control is of major 
or minor degree. The figures for the five-year period 
1953 through 1958 show some very interesting 
trends: 

Table 5, major affiliated hospitals: The total num¬ 
ber of hospitals has remained essentially unchanged. 
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The total number of interns sought and the actual 
percentage matched has increased. The number of 
hospitals filling 50% or more of their quotas has 
increased and diose filling 49% or less has de¬ 
creased. 

Table 6, minor affiliated hospitals: Tire total 
number of hospitals has decreased as has also the 
number of interns sought. The percentage of the 
total of interns matched over the number sought 
has showm an increase. The number of hospitals 
filling 50% or more of their quotas has remained 
essentially unchanged and those filling 49% or less 
has decreased. 


of interns sought and obtained, and the percentage 
of internships filled. Here again the figures for 1953 
and 1958 show significant trends. 

Table 9, hospitals offering less than .$50 per 
month: The number of hospitals, for all levels of 
quota saturation, has dropped precipitously. The 
number of interns sought and matched has also 
dropped throughout. On the other hand, the per¬ 
centage of total interns matched over the number 
sought has increased. 

Table 10, hospitals offering between $51 to $100 
per month: Here again the total number of hospitals 
for all levels of quota saturation has shown a shaip 


Table ll.—Hospitals Offering Stipends of from $101 to $200 





1053 




193S 


Quota Snturution Percentage 



Interns 


f 


Interns 

' 

Hospitals 

Sought 

Matched 

% Matcheil 

Hospitals 

SouKht 

Matched 

% Matched 

100. 

30 

424 

421 

100 

53 

837 

837 

100 

00-50. 

74 

S71 

014 

70.3 

107 

1,907 

1,427 

74.8 

40-01. 


S73 

237 

27.1 

108 

i.no 

330 

24.S 

0. 

ss 

{>37 

0 

0 

173 

1.310 

0 

0 


—. 

— 

.—^— 

—__ 

— 

— 

-- 

— 

Total. 

281 

2,723 

1.273 

40.8 

441 

3,484 

2.634 

48.0 



T.able 

12.~Hospitals Offering Stipends of $201 or 

More 






1953 



103S 


Quota Saturation Percentage 



Interns 

No. of 
Uo.«pitals 


Interns 


Hospitals 

Sought 

Matched % Matchcfl 

Sought 

Matched 

% Matched 

100. 

4 

02 

02 100 

20 

302 

302 

100 



30 

27 C9.2 

IS 32.1 

62 

43 



71.0 

40-01. 

.3 

5(» 

504 

130 

27 

0. 

' 

25 

0 0 

34 

2.>4 

0 

0 

Total. 

21 

183 

107 57.8 

105 

l.SSS 

1,031 

54.0 



Table 

l3.~Numher of Interns Sought, from 

One to Nine 






1954 




1958 


Quota Saturation Percentage 



Interns 

" 



Interns 


Hospitals 

Sought 

Matched 

Matched Hospitals 

Sought 

Matched 

% Matched 


42 

201 

201 

100 

2!) 

18.3 

370 

185 

100 



383 

2.38 

C7 

50 

240 

00.5 


74 

4S7 

112 

23 

01 

445 

101 

22.7 


238 

1,322 

0 

0 

193 

1,150 

0 

0 


412 

2,453 

031 

23.7 

342 

2.159 

532 

24.0 









Table 7, nonaffiliated hospitals: There have been 
no striking changes in any of these figures over the 
five year span. 

Table S, federal hospitals: Veterans Administra¬ 
tion hospitals are not included here because stu¬ 
dents apply to the individual institutions rather 
than to tliis particular governmental sersice. As a 
consequence tire Veterans Administration hospitals 
are distributed among tlie pre\’ious diree groupings'. 
The only notable change in tire governmental 
services is tliat tire percentage of interns matched 
over the number sought has gone from 72.6 to 100. 

Tables 9 through 12 show hospitals classified 
according to monthly stipends offered, the number 


drop. Except for the quota saturation of from 99 to 
50%, the number of interns sought at all levels has 
also dropped. But the total number of interns 
matched has remained essentially the same and the 
percentage of total interns matched over the-num¬ 
ber sought has increased. 

Table 11, hospitals offering between $101 to $200 
per month: The number of hospitals at each satura¬ 
tion level has increased significantly. At all satura-, 
tion levels the percentage of interns matched over 
the number sought has remained essentially un¬ 
changed. 

Table 12, hospitals offering more than $201 per 
month: The number of hospitals and the number of 
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interns sought anti matched all show a very murkctl 
increase., Yet the percentage of intern.sliips filled 
over the nmnher oft'ered remains abont the same. 

Tables 13 thrmrgh 16 show hospitals classified 
according to quota size, the number of interns 
.sought and obtained, and the ))ercentagc of intern¬ 
ships filled. It should be noted that the data cover 
a four-year instead of a five-year span (begins with 
1954 instead of 1953). 

Table 13, hospitals with from I to 9 interns-. 
There has been a drop in the number of hospitals 
as well as in the number of interns sought at all 
quota saturation lc\’els but at each Icx’cl the per- 


percentage of the number of interns sought against 
the number matched has remained essentially the 
Si\me. 

Table 16, hospitals with 50 or more interns: Tire 
number of hospitals involved here continues to be 
small and none of the data for the four-year span 
show any significant change. 

Thus, from the preceding three groups of data, 
it would appear (1) that the quota saturation per¬ 
centage for the affiliated hospitals has been increas¬ 
ing and is more fav'orable than that for the 
unafiiliated; (2) that the federal services (Veterans’ 
Administration e.vcluded) are enjoying 100% quota 


Tmu.v. t4 .—of /iilerin Sotinhl, from Ten Through Niiiefeeii 
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100 


So 

i.in 
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l.Vifi 

•2.V.1 

•2.1 
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347 ■ 

rt.c 

0. 

It 

.V»ll 

u 

0 
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llT.'i 

0 
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_ 

— 

— 
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-- 

— 

— 
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2S7 


1,07:1 

TuXA 

317 

4..'.SI 

•2.173 

47.4 


Tahu; 15.—NiiiiihtT of hitcriix Sought, from Trccntij Tfiroiigh Fnrtij-Nine 








Intern* 



interns 
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1,009 

1,009 
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l.ofM 7K 
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17 

.V2S 

14'> 
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3 

m 
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Table 16.— 

Numher of Jnterm Sought, Fiftij or Over 
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Quota Huturullftii PertentaKe 



Interns 




Interns 


Hospital 

« Soiiuht 

Matched 

Vo Matched ' 

Hospllids 

Sought 

Matched 

Vc Matcheti 

100.. 

(i 

lai 


100 

.7 

2-21 

2-21 

100 

09-00. 

1ft 

830 

(My 

70.fi 

12 

1,0-2$ 

781 

70 

49-01. 

1 

r.7 

:ti 

40.3 

3 

107 

.5$ 

.34,7 

0. 

ft 

0 

ft 

ft 

ft 

ft 

ft 

0 

Total. 

17 

1.537 


80.5 

18 

1.410 

l.OCft 

74.9 


centage of the number of interns sought against 
the number matched remains essentially the same. 

Table 14, hospitals with from 10 to 19 interns: 
The number of hospitals receiving 100% of their 
quotas has dropped. For each of the levels below 
100%, both the number of hospitals involved and 
tire number of interns sought has increased and yet 
the percentage of the number of interns sought 
against the number matched has remained essen¬ 
tially the same. 

Table 15, hospitals of from 20 to 49 interns; The 
number of hospitals receiving 50% or more of their 
interns has increased and those receiving 49% or 
less has decreased, but at all saturation levels the 


saturation; (3) that, while more hospitals are offer¬ 
ing higher stipends, the increasing high quota 
saturation for the low as compared to the high 
stipend hospitals shows that increasing numbers of 
graduates are attracted to an internship by factors 
other than stipend; and (4) that those hospitals 
witli intern quotas of 20 or more are experiencing 
a much higher quota saturation than those %vith less. 

Finally table 17 shou's the distribution of the 
students matched as between those hospitals affili¬ 
ated with their o\yn school of graduation, hospitals 
not affiliated with their school of graduation but in 
the same state, hospitals not in the state of gradua¬ 
tion, and the federal services (exclusive of the Vet- 
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erans Administration). The information really being 
sought here is the extent to which graduates tend 
to leave their own school’s hospitals and communi- 


Table 17.—1958 Diiirihution Data—Numbers and 
Percentages Matched—AU Schook of Medicine 
Hospitals Not 

Total U. S. Hospitals Affiliated Tvith 
Graduates Affiliated with School of 

Matched School of Graduation but Hospitals Federal 
from AU Graduation in Same State Out of State Sendee 

Medical /■--v/--- '• ---- —v-—^^^ 

Schools No, % No. % No. % No. % 

G,S47 1,545 24.3 1,399 22.0 2,88.5 4.5.4 518 8.1C 


ties for internship. Inspection of the table will 
reveal that, if the federal services are ignored, 
approximately half of the graduates intern outside 
of the state in which their school of graduation is 
located, one-fourth intern in the hospitals affiliated 
with their school of graduation, and the otlier 
fourtli leave the hospitals of their school of gradua¬ 
tion but still remain in the state. 


Table 18.-1958 Distribution Data—Numbers and 
Percentages Matched—Graduates of Privately 
Owned Schools of Medicine 

Total U. S. 

Graduates Hospitals in 

Matched Affiliated Same State hut 
from Hospitals of Not Affiliated 

Privately Own Medical with own Out of State Federal 
Owned School Medical School Hospitals Sendee 

Medical /■ -a——-—a--^-a- 

Schools No. % No. % No. % No. % 

3,451 925 2d.S C51 18.9 1,GH 47.C 234 0.8 


Tables 18 and 19 show the breakdown of the 
above data as between graduates of publicly and 
privately owned schools. No striking difference be¬ 
tween the two groups can be noted. 

From the vantage point of seven years’ perspec¬ 
tive, it is indeed gratifying to witness the success of 


a complicated socioeconomic experiment of this 
type. It is one that^justifies itself not only in the 
name of important service but also in the name of 


Table 19.—1958 Distribution Data—Numbers and 
Percentages Matched—Graduates of Publicly 
Owned Schools of Medicine 


Total U.S. 
Graduates 
Matched 
from 
Publicly 
O^Tied 
Medical /' 

Affiliated 
Hospitals of 
Own Medical 
School 

-_A_ 

Hospitals in 
Same State but 
Not Affiliated 
with Own 
Medical School 

A 

Out of State 
Hospitals 

Federal 

Sendee 

Schools 

No. 

% 

No. % 

No.' 


No. % 

2,89G 

620 

21.4 ■ 

748 25.8 

1,244 

43.0 

284 9.8 


research data that are leading to a better under¬ 
standing of a very important aspect of medical 
education and service. 
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TONOMETRY IN GLAUCOMA SURVEYS 


This report has been prepared by the Committee on Industrial Ophthalmology of the 
Council on Industrial Health, American Medical Association. 

B. Dixon Holland, M.D., Secretary. 


The primary' objective of any glaucoma survey 
is to discover all cases of undiagnosed glaucoma 
possible hut not to treat, observe, or study tlie 
course of known glaucoma cases. Such a survey is 
most effective when the greatest number of individ¬ 
uals are adequately examined in the shortest pos- 


Thp members of the Committee on Industrial OphthalmoloEj- are 
Edmund B. Spaeth, Chairman. Philadelphia; Franklin M. Foote, New 
•ork- Ralph S. McLaughlin, Laconia, N. H.; Joseph F. Novak. Pttts- 
mrgh; Ralph W. Ryan, Morgantown. W. Va. 


sible time and with the least disturbance to their 
routine, by a minimum of personnel and with tlie. 
minimum of equipment.' The Committee feels that 
tonometry, the measurement of intraocular tension, 
is a safe procedure when properly performed by a 
person trained in the method and the program set 
up under the guidance of a consulting ophthalmol¬ 
ogist and is the best of the various screening meth¬ 
ods to employ in a glaucoma survey. 
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CRITIQUE OF SOME STATISTICS ON HEALTH INSURANCE AMONG 

THE AGED 

Walter Polncr, Ph.D., Chicago 


National surveys of households now show a grow¬ 
ing number of persons 65 years of age and over who 
own voluntary health insurance. By themselves, 
these figures on the total aged population under¬ 
state the true e.xtent of this coverage, since sizable 
groups among the aged do not wish to purchase 
this type of voluntary insurance. An analysis of 
these groups who have other alternatis'es will clarify 
the meaning of existing statistics on the extent of 
voluntary health insurance coverage of the entire 
aged population. 

All are aware that the aged have heterogeneous 
attitudes toward working, housing, religion, leisure, 
and eating. There is little reason to believe diat 
they maintain a homogeneous attitude toward the 
purchase of voluntary health Insurance. Since some 
individuals during working life do not wish to pur¬ 
chase any insurance even though phj’sically eligible 
and financially able, it is not surprising that there 
are also groups among the elderly who hold similar 
ideas on the purchase of voluntary' health insurance. 
Yet there are certainly some aged who desire this 
insurance but are unable to obtain it; there are also 
some who consider that they have other means of 
paying for care. 

The population 65 years of age and over increased 
to 15 million in 1958. There is every indication that 
this rapid change in number has brought a new 
interest in the study of behavior patterns of the 
aged. Specialists in many fields—sociologists, psy'- 
chologists, political scientists, psychiatrists, econo¬ 
mists—have presented studies on particular aspects 
of this increasingly important section of the popula¬ 
tion. For such specialists, however, there is a danger 
of considering all aged persons as identical units 
instead of as individuals. 

The aged have two major elements in common— 
the number of years they have lived, which makes 
them alike, and the fact that they are human beings, 
which means they vary as widely in income, living 


Research Associate, Bureau of Medical Economic Research, American 
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conditions, needs, desires, and social attitudes as 
any' other group in the population. Their earning 
power in the years preceding retirement varied 
sharply'. Those who retired during the depression of 
the 19.30’s had fewer opportunities to save for old 
age than the wage earners now approaching retire¬ 
ment. The latter probably accumulated during the 
recent period of great postwar prosperity far more 
assets, such as life insurance, traditionally important 
in meeting the expenses of the last illness. 

Consideration of the aged population as a whole, 
a group distinct in certain ways from the population 
under the age of 65, can be a valid method of study¬ 
ing a problem. But with a group involving so many 
individuals we must beware of concentrating all of 
our attention on this approach alone. It is only one 
of several ways of dealing with a question. 

This warning note can n'ell be sounded in ref¬ 
erence to the amount of %'oluntary health insurance 
for persons 65 years of age or over. Numerous 
studies on the extent of voluntary health insurance 
for the aged have resulted in various estimates of 
the number of persons covered. A report from the 
insurance department of New York State, based on 
extensive studies by e.xperts, states, “.. . somewhere 
in the order of 35 per cent of the New Y'ork State 
population 65 years of age and over ha^'e hospital 
expense insurance.” ‘ Such a statement from the 
insurance department of our most populous state 
carries weight, and it has been quoted extensively.” 
Even if we accept this estimate as accurate, its use¬ 
fulness is doubtful unless it is taken in full context. 

Voluntary health insurance is not a phenomenon 
related only to the age of the person covered. An 
understanding of voluntary health insurance cover¬ 
age of the aged should include not only the numbers 
actually covered, but also the possible market for- 
such coverage. How many of the aged want this 
insurance? How many feel no need for it, either 
because they can finance their own medical and 
hospital care or because cost of such care is met from 
other sources? How many are actually opposed to 
such insurance? Thirty'-five per cent of what? These 
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are questions which must be explored before any 
estimate of the extent of present coverage can be 
meaningful. 

Groups Among the Aged 

'Who are the aged who are not interested in the 
purchase of voluntarj' health insurance? Their exact 
number cannot be stated, since some with alterna¬ 
tive means of obtaining care may still purchase 
insurance. Some aged veterans, for instance, maj' 
be satisfied with the potential protection afforded 
by "Veterans Administration hospitals. Other vet¬ 
erans may purchase insurance so that they may be 
assured of private treatment. 

Classification of the aged into groups that are 
potentially outside the market for voluntary health 
insurance coverage can be made. Roughly five main 
categories seem to be involved: (1) those who re¬ 
ceive care from local or national programs for the 
indigent; (2) those who receive care through some 
other program supported entirely by the federal 
government; (3) those who receive care under 
private nonvoluntary healtli insurance mechanisms; 
(4) those in institutions; and (5) tliose who oppose 
voluntary health insurance as a solution to their 
problems. 

Public Aid Programs for Indigent Aged.—Persons 
receiving old-age assistance probably comprise the 
largest group outside the market for voluntary 
health insurance. In June, 1958, it included almost 
2,500,000 individuals, few of whom have such cov¬ 
erage. Since there is a wide variety of medical care 
programs for public assistance recipients, only a few 
(probably less than 10%) of those indigent aged 
would consider it necessary to lower their standard 
of living by spending a portion of the assistance 
grant on insurance. In addition, other programs 
cover the aged receiving aid to the blind, aid to 
the totally and permanently disabled, and the 
indigent aged not qualified for any of the mentioned 
programs but aided by state and locally financed 
general assistance programs. For each of these 
groups, medical and hospital care (varying in com¬ 
prehensiveness from state to state) is available at 
government expense. 

Other Federally Supported , Progrmns.-Groups 
eligible for care at federal expense are the aged 
. veterans who consider the 'Veterans Administration 
hospital system as their “insurance” against medical 
e.xpense; some dependents of servicemen who re¬ 
ceive care through Medicare; retired militarx' per¬ 
sonnel as well as their dependents, especially those 
lix'ing near militarx’ medical facilities who can 
receive treatment therein; those Indians xvho can 


receive treatment under the auspices of the Division 
of Indian Health of the Public Health Serxdce; 
merchant seamen and others eligible for care 
through the hospitals of the Public Health Service. 

Other Programs.—There are retirees xx'ho can re¬ 
ceive medical services, as p'art of their retirement 
plans by means of insurance mechanisms other than 
x'oluntaiy health insurance to pay for medical and 
hospital service. Some firms provide employees xvith 
group life insuranee xvhich provides tliat the face 
amount may be reduced to pay hospital and medi¬ 
cal bills. These persons have the means of payment 
but not ‘Voluntary health insurance” provided for 
them. 

Institutional Population.—The aged persons in 
mental and tuberculosis hospitals and sanitariums, 
county and state homes, government or private 
homes for the aged, and state or federal prisons 
are not noxy in the market for voluntary healtli in¬ 
surance. 

Opposition to Voluntary Health Insurance.—Some 
of the aged have religious reasons for opposition to 
the purchase of voluntary health insurance. They 
will be found among those members of religious 
orders xvhich provide hospital and medical services; 
those with religious beliefs xvho do not see any 
necessity for voluntary health insurance; and those 
belonging to sects which do not consider the normal 
services of the physician and hospital necessary, 
such as various groups on the West Coast and in 
the Appalachian Mountain region. 

Some aged are opposed to insurance per se as a 
means of financing any contingency, including 
health problems. The size of this group among the 
aged cannot be estimated, but it exists in the gen¬ 
eral population and, therefore, certainly carries 
ox'er into the aged group. 

In addition there are aged xvho carry insurance 
but not voluntary health insurance—preferring 
other means of meeting health costs. For such 
groups tlie idea of postpayment of medical and 
hospital bills may have more appeal than a pre¬ 
payment system. As the xvorking period of life re¬ 
cedes, the appeal of prepayment over postpayment 
may diminish. The use of other assets, such as sav¬ 
ings or life insurance, may be more meaningful to 
them than the present voluntary health insurance 
system.“ 

The existence of this last group is substantiated 
by a recent study of the aged population of Bloom¬ 
ington-Normal, Ill. This study, xvhich divided the 
aged population into four socioeconomic groups, 
indicated tlxat proportionately less voluntary health 
insurance xvas held-by the “xvell-to-do” group than 
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by those in the “comrorlablc” income group. The 
iUitlior of the .slncly .sl:Ues, “Tlic few pcr.sons in 
Group IV [well-lo-clo] having in.snrancc is probably 
clue to tlie lack of concern on their part i-egarding 
medical expenses.” ■" Thi.s may be an oversimplifica¬ 
tion. This "well-lo-clo" group may also have less 
inclination to use the health insurance mechanism 
because of their social attitude toward health in¬ 
surance, their health status, their relations with 
physicians, and their family situation. 

The question of income of the aged population is 
important, but dependable data on the subject are 
lacking. Recent stvedies have shown that there is a 
portion of the aged population having a residue of 
income, assets, and resources. Using income tax 
data as a basis for his study. Prof. James Brunner 
states, “These data arc in apparent conflict s\’ith the 
generiil assumption that the aged either receive no 
income or that the amount is very lou’. . . what is 
also overlooked is the yrresence of these older per¬ 
sons in the higher income groups.” “ These well-to- 
do older people may feel less need for the insurance 
mechanism in meeting health needs. 

Comment 

Tliese categories can probably' be expanded; on 
the other hand, there is probably a certain amount 
of overlapping among the various groups listed. 
Exact statistics on the number of persons eligible 
for care through govenimental or private programs 
or those opposed to the use of voluntary health 
insurance are impossible to obtain. If we consider 
that the largest group countable (the old-age 
assistance recipients) comprises almost 2,500,000 
■people, the maximum number of the 15 million aged 
persons who are now in the market for voluntary' 
healtli insurance would be approximately 12,500,- 
000. When the other aged persons in the groups 
listed are added to the old-age assistance group 
the 12,500,000 estimate will undoubtedly be very 
much lower. How much-lower will depend on an 
accurate count of these aged persons. In terms of 
the group that believes in and is potentially in the 
market for health insurance coverage, elimination 
of these aged persons may remove a significant 
number from the voluntary health insurance market 
at the present time. 

Already studies show 45% of the larger popula¬ 
tion over 60 have some type of voluntary health 
insurance." There is a growing tendency for the 
group approaching retirement to hold on as much as 
is possible to such insurance. As more people have 
an opportunity to obtain tliis coverage in tireir 
working years and develop a belief in its usefulness, 


there is hope that the next decade will see most of 
those u'lio desire voluntary health insurance able 
to obtain it at reasonable rates and without a major 
change in the present insurance pattern. Tliere is 
also hope that those who depend on voluntary 
means other than health insurance also will be in¬ 
creasingly able to meet their medical and hospital 
bills during retirement without recourse to gov¬ 
ernment programs. In this complex problem of the 
aged, “we must be wary” as Alfred North White- 
head warned, “of the error of thinking that the 
facts are simple because simplicity is the goal of 
our quest.’” Research in this field is still difficult, 
and factual data are incomplete. We must continue, 
in his words, “to seek simplicity and distrust it.” 

Summary 

When dealing with a large population group it is 
necessary to determine clearly the homogeneity of 
the group. The simple method of lumping together 
heterogeneous elements for the sake of ease of 
expression does not lead to understanding. It would 
be erroneous to believe that all the aged desire to 
provide for their hospital and medical bills by 
voluntary health insurance. Therefore, the figures 
on voluntary health insurance for the total aged 
population based on household surveys do not tell 
the entire story' of the progress in coverage that 
has been accomplished in the 1950’s. The resulting 
percentages, such as 35, are far too low, as tire lin- 
met problem is far less than 65%. 
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ARKANSAS 

Dr. Day Goes to Washington.—The University of 
Arkansas Medical Center, Little Rock, held a con¬ 
vocation recently honoring Paul L. Day, Pb.D., 
member of the faculty for 31 years who has re¬ 
signed to become scientific director of the U. S. 
Food and Drug Administration, Washington, D. C. 
Dr. Day has been chairman of the school’s depart¬ 
ment of biochemistry since coming to Arkansas in 
1927. Dr. F. Douglas Lawrason, provost for medi¬ 
cal affairs, presided at the convocation. A faculty 
dinner honoring Dr. Day was held Dec. 29. 

CALIFORNIA 

Physicians Meeting in Palm Springs.—The Amer¬ 
ican College of Physicians, Southern California Re¬ 
gion, will meet at the El Mirador Hotel, Palm 
Springs, Feb. 7-8. The program has 30 papers on 
the scientific program, including the following: 

Pre- and Post-Natal Development of the Human Lung, Dr. 

Clayton G. Loosli, Los Angeles. 

Thyrotoxic Myopathy, Dr. Howard P. Lewis, Portland Ore. 
Concepts and Misconceptions about Coccidioidomycosis and 
Coccidioides Immites, Dr. Roger O. Egeberg, Los Angeles. 

'A banquet, Feb. 7, 7:30, will have Dr. George C. 
Griffith, governor of the college for Southern Cali¬ 
fornia, as toastmaster and Horace W. Magoun, 
Ph.D., professor of anatomy. University of Cali¬ 
fornia School of Medicine, Los Angeles, speaking 
on “The Rise of Russian Science and Physiology.” 
Special guests will include Drs. Dwight L. Wilbur, 
president, American College of Physicians, and 
Howard P. Lewis, president-elect of the college. 

Psychiatry in General Practice.—The second Post¬ 
graduate Seminar on Psychiatry in General Prac¬ 
tice of the Southern California Psychiatric Society, 
Southern California District Branch of the Amer¬ 
ican Psychiatric Association, in conjunction with 
the General Practice Section of the Los Angeles 
County Medical Association will be held Jan. 31- 
Feb. 1 at the Los Angeles County Medical Associa¬ 
tion auditorium, 1925 Wilshire Boulevard, Los An¬ 
geles. The two-day session which will be devoted 
io discussions of psychiatric problems in the every¬ 
day practice of the general practitioner of medicine. 
Representatives of psychiatry and medicine in the 
Los Angeles area will speak and lead the discus¬ 
sions. Registration will be open to all qualified 

Physicians are invited to send to this department items of news of 
ceneral interest tor example, those relating to society activities, new 
hospitals, education, and public health. Propams should be received 
at least three weeks before the date of meeh'ng. 


physicians and credit will be given for attendance 
in category II of the American Academy of General 
Practice. For information, write to Southern Cali¬ 
fornia Psychiatric Society, 427 N. Camden Drive, 
Beverly Hills, Calif. 

Directory of Heart Clinics.—Twenty-four cardiac 
clinics serving heart patients in Los Angeles 
County have been certified by the Los Angeles 
County Heart Association as meeting standards 
to provide the best care for heart patients. The 
disclosure was made recently with the publication 
of a Cardiac Clinic Directory by the association 
as a community service. The heart association said 
10,000 copies are being distributed without charge 
to physicians, nurses, and health and welfare agen¬ 
cies in this area. Certification of clinics, a year- 
around activity of the association’s Cardiac Clinics 
Committee, is a community service “to guarantee 
the best possible patient care.” The directory was 
financed by the Wyeth Laboratories of Philadel¬ 
phia. Dr. George C. Griffith, association president, 
said the directory reflects a nine-year effort by the 
association to encourage the improvement of exist¬ 
ing facilities and the establishment of more car¬ 
diac clinics. Developed and edited by the Cardiac 
Clinics Committee, of which Dr. Sim P. Dimitroff 
is chairman, the directory serves as a guide for 
professional referral to clinics for children and 
adults. It also lists specialized services in cardi¬ 
ology, rheumatic fever, prophylaxis, evaluation for 
surgery, and cardiopulmonary function studies. 

Begin Construction on Two Medical Center Build¬ 
ings.—Construction of the second and third build¬ 
ings of tlie University of Southern California 
Medical Center has begun. The more than 3- 
million-dollar project includes a six-story medical 
research building, a two-story instructional build¬ 
ing, and the control center wing connecting the 
two. The research structure will be known as the 
Seeley Wintersmith Mudd Memorial Laboratory 
of die Medical Sciences in honor of the late Colonel 
Mudd, mining engineer and leading citizen of Los 
Angeles. It is being built with funds provided by 
his son. Dr. Seeley Greenleaf Mudd, vice-chairman 
of the board of trustees of the university and former 
dean of the Schpol of Medicine, and by the U. S. 
Public Health Service. The basic sciences teaching 
building is being built with funds contributed by 
graduates of the School of Medicine, students, 
faculty members, and friends. Mdien the buildings 



Yol, 1G9, No. 5 


MEDICAL NEWS 


159/511 


iivc completed ill Febnuuy, 1960, it will be possible 
for the first time for the School of Medicine to con¬ 
solidate a majority of its teaching and research in 
one location. At present, the two years of medical 
instruction in the basic sciences are given on the 
main university park campus. The Seeley Winter- 
smith Mudd Nlcmorial Laboratory Building will 
contain 49 laboratories, offices, and spccialixcd 
chemical and physiological research facilities. The 
top floor has been reserved for tlie exclusive use of 
I’isiting scicntist.s from this country and abroad 
who will be invited to lecture and to continue re¬ 
search work in their chosen fields at the School of 
Medicine. The instructional building will have 10 
laboratories, two lecture rooms, anatomical labora¬ 
tories, and other teaching quarters. The two build¬ 
ings comprise, more than 87,000 square feet of floor 
space, and will be completely air-conditioned. 

COLORADO 

Clinical Meeting in Denver.—The 24th midwinter 
clinical session of the Colorado State Medical So¬ 
ciety "will be held in Dein'er Feb. 17-20 at the 
Shirley Savoy Hotel. The program will feature 
panel discussions on “Perinatal Morbidity and Mor- 
talit)'” Feb. 18, with Drs. Ralph C. Benson, of 
Portland, Ore., and M^oodruff L. Crawford, of 
Rockford, Ill., as guest speakers for that section. 
On Feb. 19, the panel will concern itself with 
“The Acute Abdomen,” featuring Drs. '\^'ebster H. 
Brown, of Baltimore, and Philip Thorek, of Chi¬ 
cago, as guests. Feb. 20, the panel is divided into 
two sections, the first on WTist and ankle fractures, 
and orthopedic and rehabilitative problems asso¬ 
ciated with such injuries, and the second primarily 
concerned with the medicolegal aspects of neck 
injuries. Drs. William H. Bickel, of Rochester, 
Minn., and Miland E. Knapp, of Minneapolis, will 
be featured on both portions of the panel. Feb¬ 
ruary 17 will be devoted to an all-day orientation 
course for new members of the society and the 
opening session of the House of Delegates. Social 
activities are planned. Physicians in Denver dur¬ 
ing the meeting are cordially invited. A registra¬ 
tion fee of $5 is charged all physicians. 

ILLINOIS 

Hospital Lecture.—The fifth lecture in the ninth 
annual North Shore Hospital lecture series on 
“Emotional Forces in the Family” will be held 
at the hospital, 225 Sheridan Road in Winnetka, 
Feb. 4, 8:00 p. m. “The Impact of Relatives and 
In-Laws” will be discussed by Dr. Nathan W. 
Ackerman, New York City, associate clinical pro¬ 
fessor of psychiatry, Columbia University, and 
president. Association for Psychoanalytic Medicine. 
The Commission on Education of the American 
Academy of General Practice has approved these 
lectures for category II credit. Dr. Ackerman has 


agreed to answer questions after his presentation. 
Physicians and allied professional personnel are 
invited. 

KENTUCKY 

Dr. Kuhns Honored.—Dr. Dwight M. Kuhns, di¬ 
rector of laboratories, Harlan Memorial Hospital, 
Harlan, was presented the Carlos J. Finlay gold 
medal and certificate of the National Order of 
Merit “Carlos J. Finlay,” at the Academy of Sci¬ 
ence, Havana, Cuba, Dec. 3. This award was given 
“for contributions to the control of meningococcal 
meningitis and bacillary dysentery,” Carlos J. Fin¬ 
lay was the original author of the later proved 
mosquito transmission theory of yellow fever. Dr. 
Kuhns is a retired colonel of the U. S. Army Medi¬ 
cal Corps. 

MARYLAND 

Dr. Sulzberger to Give Ketron Lecture.—The tliird 
Lloyd W. Ketron Lecture will be given by Dr. 
Marion B. Sulzberger Feb. 19 at Hurd Hall, Johns 
Hopkins Hospital, Baltimore, on “Some New Find¬ 
ings Concerning the Biologt’ of the Skin Surface.” 

MICHIGAN 

Dr. Davies Gives South American Lectures.—Dr. 
Windsor S. Davies, clinical professor of ophthal¬ 
mology, Wayne University College of Medicine, 
Detroit, invited by tbe Pan-American Ophthal- 
mological Society to give lectures in six South 
American countries, left Detroit Dec. 27 for the 
month-tour. He lectured before ophthalmological 
groups in Rio de Janeiro and Sao Paulo, Brazil; 
Montevideo, Uruguay; Buenos Aires, Argentina; 
Santiago, Chile; Lima, Peru; and Bogota, Colombia, 
on “Diseases of the Macula and Anterior Chamber 
Epithelium.” 

Open Center for Alcoholism.—A formal recogni¬ 
tion program honoring the opening of a new treat¬ 
ment center for alcoholism was held at Wayne 
University College of Medicine, Detroit, Jan. 12. 
The Alcoholic Center, which opened Jan. 13, will 
be part of Receiving Hospital’s outpatient clinic 
directed by the department of psychiatry of the 
university. Dr. Melvin L. Selzer, of the department 
of psychiatry. University of Michigan, Ann Arbor, 
gave a talk on “Problems of Aggression in Psycho¬ 
therapy with Alcoholics.” Financial backing has 
been given by the Michigan State Board of Alco¬ 
holism. Dr. James H. Graves, clinical director of 
the hospital’s department of psychiatry and assist¬ 
ant professor at the university, will administer tire 
program, which will give long-term and specialized 
care for a selected group of alcoholics. Wayne 
medical students participating will then evaluate 
different types of psychiatric treatment utilized. 
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MISSISSIPPI 

Dr. Holland Comes to Mississippi.—Dr. William C. 
Holland, a member of the pharmacology depart- 
ment faculty at Vanderbilt University School of 
Medicine since 1950, has been named professor of 
pharmacology and chairman of the department 
at the University of Mississippi School of Medicine, 
Jackson. He replaces James C. Rice, Ph.D., who 
retired Dec. 31. 

NEW YORK 

Foreign Lecturer.—James F. Danielli, Sc.D., physi¬ 
ologist specializing in cytochemistry and professor 
of zoology. King’s College, London, England, will 
speak at the State University Upstate Medical 
Center, Syracuse, March 16, 17, and 18 and will 
deliver a lecture the evening of March 17, 8:30 
p. m., on “Designing of Drugs for the Chemother¬ 
apy of Cancer.’’ Dr. Danielli is one of 16 scientists 
who will deliver Squibb Centennial Lectures in 
76 medical schools this winter. E; R. Squibb and 
Sons has arranged the lectures to commemorate 
the firm’s 100th anniversary. 

Cardiac Teaching Day.—The third annual Cardiac 
Teaching Day sponsored by the Broome County 
Medical Society will be held Feb. 4 in the Arling¬ 
ton Hotel, Binghamton. Dr. Dwight E. Harken, 
associate clinical professor of surgery. Harvard 
Medical School, Boston, will present “The Pathol¬ 
ogy of Acquired Valvular Disease” and “Heart 
Surgery,” both of which are motion-picture demon¬ 
strations. Dr. Laurence B. Ellis, associate clinical 
professor of medicine. Harvard Medical School, 
will present "Hemodynamic and Clinical Evalua¬ 
tion of Patients with Heart Disease” and “Late Im¬ 
provement and Deterioration of Patients Who Have 
Had Heart Surgery.” The third speaker on the 
program. Dr. Leroy D. Vandam, clinical professor 
of anesthesia. Harvard Medical School, will present 
“Safe Conduct of the Poor Risk Patient Through 
Surgery” and “Cardiac Arrest and Resuscitation.” 
The program will conclude with audience partici¬ 
pation and questions. For information write Mr. 
Charles Bishara, Executive Secretary, Broome 
County Medical Society, 42 Front St., Bingham¬ 
ton, N. Y. 

New York City 

Dr. Goodman Lectures in Afriea.-Dr. Herman 
Goodman, of New York City, is visiting north and 
northwest Africa, the Belgian Congo, and the 
Indian Ocean cities of the continent January and 
Februars'. He accepted invitations to informal dis¬ 
cussions* with health officials and physicians in 
Casablanca, Dakar, Accra, and Brazzaville. He will 
lecture before die local branches of the British 
Medical Association at Nairobi and Mombasa. Dr. 


and Mrs. Goodman had visited south and southeast 
Africa early in 1958 at tlie close of a round-the- 
world trip via Fiji, New Zealand, and Australia. 

Dr. Weeden Cited.—Dr. Willis M. Weeden, medi¬ 
cal director. Workmen’s Compensation Board, New 
York State Department of Labor, was given a 
special citation “for meritorious service in apprecia¬ 
tion of his exceptional contributions in advancing 
the employment of the physically handicapped.” 
The citation, awarded by President Eisenhower’s 
Committee on Employment of the Physically Handi¬ 
capped, was presented to Dr. Weeden by Dr. 
Gerald D. Dorman, of New York City, chairman, 
New York State Medical Society’s Council Commit¬ 
tee on Workmen’s Compensation, during a luncheon 
held as part of a two-day Institute on Workmen’s 
Compensation. 

Tuberculosis in New York City.—The number of 
tuberculosis deaths in New York City increased 
slightly in 1957, the first increase in more than a 
decade, according to the 1957 TB yearbook, pub¬ 
lished recently by the New York Tuberculosis and 
Health Association, which contains the 39th annual 
statistical review of this disease published by the 
organization. The 982 tuberculosis deaths recorded 
in 1957 compare with 974 in 1956. Manhattan’s 
mortality was more marked than for tlie city as a 
whole. \Vhereas 365 Manhattan residents died be-, 
cause of tuberculosis in 1956, the number in 1957 
rose to 421, an increase of 15%. During the 1957 cal¬ 
endar year 6,117 new tuberculosis cases were re¬ 
ported, compared to 6,137 the previous year. 
Hou'ever, 16 of the city’s 30 health center districts 
had more new cases reported in 1957 than in 1956. 
It was pointed out that tliere are certain sections 
of the city where the tuberculosis rate is as high, 
or even higher, than it was 30 years ago. Of those 
cases listed in the central tuberculosis register of 
the Department of Health on the last day of the 
year, 49% were residents of the Borough of Man¬ 
hattan, 25% of Brooklyn, 13% of the Bronx, 12% 
of Queens, and 1% of Richmond. 

NORTH CAROLINA 

Conference on Occupational Health.—The Univer¬ 
sity of North Carolina School of Medicine, Chapel 
Hill, will be host to the third annual Governor’s 
Conference on Occupational Health, Feb. 5. This 
conference is sponsored by the North Carolina 
Occupational Health Council and will present a 
program featuring leaders in industry and indus¬ 
trial health in North Carolina and the nation. 

Personal.-Dr. Keith S. Crimson, professor of sur- 
gerj', Duke University Medical Center, Durham, 
has become chairman of the American Heart 
Association’s Council for High Blood Pressure Re- 
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searcli, .suceoocling Dr. Eric Ogden, of Ohio Stale 
University. Dr. Crimson scia'ccI last year as vice- 
cliainnan.—Dr. Howard II. Bradshaw, director, 
(lepartinent of surgery, Bowman Gray School of 
Medicine, MMnston-Salem, has been named chair¬ 
man of the board of governors of the American 
College of Surgeons. He had been secretary since 
1954 and is a founding member of the North Caro¬ 
lina Sectional Chapter of the congress. 

PENNSYLVANIA 

Dr. McCall to Come to Pilt.sburgh.—Dr. Milton L. 
McCall, currently on the staff of Louisiana State 
Universit)' School of Medicine, New Orleans, has 
been appointed medical director of Elizabeth Steel 
Magee Hospital and chairman, department of ob¬ 
stetrics and g)'nccology. University of Pittsburgh 
School of Medicine. The joint appointment be¬ 
comes effective July 1. Dr. McCall, who previously 
served on the faculty of Jefferson Medical School 
and on the staff of Philadelphia General Hospital, 
for the last five years has been head of the depart¬ 
ment of obstetrics-gynecology at Louisiana State 
Unis'ersity. He has also served as obstetrician and 
gynecologist in chief of the university unit of Char¬ 
ity Hospital in New Orleans. 

Philadelphia 

Campaign for I. S. Ravdin Institute,—The cam¬ 
paign to raise $7,300,000 for the University' of 
Pennsylvania’s I. S. Ravdin Institute and a new 
residence for student nurses of the Hospital of the 
University' of Pennsy'lvania is being accelerated in 
its final seven months with more than .$5,750,000 
already contributed. With 78% of the goal accom¬ 
plished, and anticipating raising the remainder by 
July 1, 1959, ceremonies were held Dec. 19 mark¬ 
ing the beginning of demolition of the old nurses’ 
residence to make way for the Ravdin Institute 
construction. Division of the funds to construct 
the two new buildings provides for $5,730,000 for 
the institute and $1,570,000 for the Hospital School 
of Nursing student nurses’ residence. Ground was 
broken for the residence at the Kings Court site 
Nov. 25. Named for the University of Pennsylvania 
surgeon. Dr. I. S. Ravdin, the 224-bed institute 
will increase the patient capacity of the Hospital 
of the University of Pennsy'lvania to about 950. 
The Ravdin Institute will include laboratories for 
medical students and residents and special teach¬ 
ing facilities. 

Dedicate Mental Health Center.—Pennsylvania 
Hospital has formally dedicated its new Mental 
Health Center at 49th Street and Haverford Ave¬ 
nue and adjoining the Institute of Pennsylvania 
Hospital. Ceremonies featuring Mayor Richardson 
Dilworth as the principal speaker climaxed plans 
started in 1957. The center, completed at a cost 


of about $3,365,000, will consolidate the hospital’s 
West Philadelphia department formerly operated 
in two separate units. The new building, air-con-’ 
ditioned throughout, is comprised of two sections. 
One, a five-story wing, has accommodations for 
120 patients, each room with a private bath. Din¬ 
ing and lounging areas are located on every floor. 
In another two-story section is located an “activi¬ 
ties center,” which includes a lobby, an occupa¬ 
tional tberapy department, an auditorium and 
gymnasium, a music room, and other facilities. 
Doctors’ offices are also in this area. Funds were 
derived from several sources. Sale of the 44th 
Street property realized $1,173,000. A federal grant 
under the terms of the Hill-Burton Act supplied 
about one million dollars; a grant from the Ford 
Foundation amounted to $152,000. About $300,000 
was available from other sources. 

TEXAS 

Symposium on DBI in Houston.—Baylor Univer¬ 
sity College of Medicine with the Houston Society 
of Internal Medicine and the Houston Area Dia¬ 
betes Association will sponsor a symposium on a 
new oral hypoglycemic agent, Phenformin (DBI), 
to be held at the Plouston Academy, Feb. 5-6. The 
program, directed hy Dr. Max Miller, Cleveland, 
will comprise four panel discussions on the chem¬ 
istry, pharmacology, to.xicology, clinicometabolic 
investigation and clinical evaluation of DBI in the 
management of diabetes mellitus, including con¬ 
sideration of the special problems in diabetes. 
More than 50 investigators in diabetes will par¬ 
ticipate in the sy'inposium. 

UTAH 

Memorial Foundation.—The University of Utah 
College of Medicine, Salt Lake City, has announced 
that medical research in Utah in industrial medi¬ 
cine will receive impetus through the newly-or¬ 
ganized Richards Memorial Medical Foundation, 
which came officially into being shortly' before the 
death of Dr. Paul S. Richards, Sr., one of the spon¬ 
sors, along with his brother, Willard B. Richards, 
Jr., president of the Granite Furniture Co. One of 
the first goals of the foundation is establishment 
of a professorship of occupational disease in the 
University of Utah College of Medicine. 

WISCONSIN 

Rehabilitation Center for Milwaukee_Construc¬ 

tion of a complete rehabilitation center within the 
Milwaukee County General Hospital has been an¬ 
nounced by John W. Rankin, director of the Mil¬ 
waukee County Institutions and Departments. The 
facility mil include all physical restoration, voca¬ 
tional evaluation, psychological and social services, 
as well as an associated sheltered workshop. Ap-- 
plications for key positions in the rehabilitation cen- 
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ter are being accepted as it is anticipated the center 
will open in the summer of this year. Tire 
center was made possible by grants from the fed¬ 
eral and state vocational rehabilitation depart¬ 
ments. Through the Milwaukee County institu¬ 
tions and departments it will be afBliated with 
tire Marquette Urriversify School of Medicine, 
which plans to use it as a teaching and training 
center for medical students, physicians, and spe¬ 
cialists. Dr. Robert W. Boyle, director of physical 
medicine, will be in charge of the facility. 

GENERAL 

Funds Available for Blood Research.—The Leu¬ 
kemia Guild of Missouri and Illinois Iras announced 
that they will have about $100,000 available for 
grants on July 1, to be allocated for investigative 
work in blood dyscrasias. Application forms are 
available upon request for filing on or before 
March 15. Applicants should include a description 
of research problem to be undertaken, institution 
in which research is to be carried out, personnel 
and equipment required to meet the needs of the 
problem, and amount of time and money needed 
for fruition. Requests for grants under $15,000 per 
year will be given preference. Address communi¬ 
cations to: Mr. Ralph Shower, E.xecutive Director, 
Leukemia Guild of Missouri and Illinois, 4530 
Forest Park Blvd., St. Louis 8. 

A. M. A. Grants-in-Aid for Research.—The Com¬ 
mittee on Research of tlie American Medical Asso¬ 
ciation has announced that the Subcommittee on 
Grants-in-Aid is prepared to make grants up to 
$500 in 1959 to supplement clinical and basic 
medical science research. Grants will be made 
for the purchase of supplies, animals, and equip¬ 
ment but are not intended for the payment of 
salaries of full- or part-time secretarial or technical 
help, labor or overhead. No more than two awards 
will be made to any one institution. The tentative 
closing date for the receipt of applications has 
been set for April 1. More complete information 
concerning the program and application blanks 
may be obtained by writing the Secretary, Com¬ 
mittee on Research, American Medical Association, 
535 N. Dearborn St., Chicago 10. 

Radiology Meeting in Chicago.-The regular an¬ 
nual meeting of the members and fellows of the 
American College of Radiology will be held Feb. 
6-7 at tlie Drake Hotel, Chicago. The afternoon of 
Feb. 6 a panel discussion will be conducted on the 
college “Principles of Ethical Radiological Prac¬ 
tice,” under the direction of Dr. Vincent W. Archer, 
college president. A luncheon will be given at the 
Drake Hotel that afternoon and the convocation 
that evening. The annual Teachers’ Conference 
will be conducted Feb. 7 organized by the Com¬ 


mittee on Education, with Dr. Philip J. Hodes as 
chairman. The topic will be “Radiobiology in Medi¬ 
cine,” and 15 individual round-tables, with 10 par¬ 
ticipants per table, will be held. For information 
write Mr. William C. Stronach, Executive Director, 
The American College of Radiology, 20 N. Wacker 
Drive, Chicago 6. 

Psychiatric Research Meeting in New York City.— 
The 17th scientific meeting of the Eastern Psy¬ 
chiatric Research Association, Inc., will, be held 
Feb. 6, 8 p. m., at the New York University Medical 
School Alumni Hall A. The program will open 
with a film, “Migraine Equivalents.” Papers will 
include “Empathic Communication and Anxiety in 
Medical Students,” by Morris Weinstein, Ed. D., 
assistant professor of psychology, department of 
psychiatry, Albany Medical College, and “The 
Phenomenon of Chelation and Its Relation to Men¬ 
tal Disorders,” by Dr. John C. Saunders, research 
scientist (pharmacology), Rockland State Hospital, 
Orangeburg, N. Y. Dr. Robert H. McCarter, Boston, 
will discuss Dr. Weinstein’s paper, and Dr. George 
A. Jervis and Fred B. Goldstein, Ph.D., Thiells, 
N. Y., will discuss Dr. Saunders’ paper. A business 
meeting will conclude the program. For informa¬ 
tion write Dr. David J. Impastato, 40 Fifth Ave., 
New York City, Secretary. 

University Surgeons Meeting in Denver.—The 20th 
annual meeting of the Society of University Sur¬ 
geons will be held Feb. 12-14 at the University of 
Colorado Medical Center, Denver, under the presi¬ 
dency of Dr. C. Rollins Hanlon. 'The program will 
open with addresses by Mr. Quigg Newton, presi¬ 
dent, University of Colorado; Dr. Robert Glaser, 
dean, University of Colorado School of Medicine; 
and Mr. Robert Denholm, administrator. Univer¬ 
sity of Colorado Medical Center. A symposium on 
the “Problem of the Disappearing Service Patient 
in a University Surgical Training Program” the 
afternoon of Feb. 12 will be conducted under the 
chairmanship of Dr. Henry Swan, of Denver. Papers 
to be introduced by members include “Pituitary- 
Adrenal Response Following Trauma to the Iso¬ 
lated Leg," by Dr. R. H. Egdahl, Richmond, Va., 
and “Tumor-Host Relationship Factors in Man,’ 
by Drs. J. T. Grace, Jr. and A. Lehoczky, Buffalo, 
N. Y. The annual business meeting will be held the 
afternoon of Feb. 13 with the annual dinner held 
that evening. For information write Dr. Marshall J. 
Orloff, University of Colorado Medical Center, 4200 
E, Ninth Ave., Denver 20, Colo. 

Bahamas Medical Conference.—The seventh Ba¬ 
hamas Medical Conference will be held March 30- 
April 12 at the British Colonial Hotel, Nassau, 
Bahamas. The program will include the following 
topics and speakers: 
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(1) I’ilWls in the Evalnalion o[ New DruHM! (2) New 
Developments in Cancer CIremotlierapy, Dr. Thomas C. 
Fleming, Evansville, Inch 

Host Ueaetion in Infections Diseases, Dr. William F. Kremer, 
Ihirtsilale, N. Y. 

Epidemiology of Essential llj’pertension. Dr. Marvin Moser, 
Valhalla, N. Y. 

(1) Degenerative Vasenlar Changes in Diabetes; (2) Some 
Problems Assoeiatecl with Aclreno-Cortical Activity, Dr. 
Harold Rifbin, New York City. 

(1) Congcnit.il Aortic Stenosis: (2) Rocntgenograpbic As¬ 
pects of Ventricular Septal Defects, Dr. Dennison Young, 
New York City. 

Other participants include Prof. J. H. Gaddum, 
Cambridge, England; Dr. ^A^illiaIn L. Hoic’ell, Wasb- 
ington, D. C.; Brig. Gen. Thomas W. Mattingly, 
Bhishington, D. C.; Dr. Leon Unger, Chicago. Res¬ 
ervations should be made b>' writing directly to 
“Bahamas Conferences,” P. O. Bo.v 40.37, Fort 
Lauderdale, Fla. 

Allergy Meeting in Chicago.—The 15th annual 
meeting of the American Academy of Allergy will 
he held at the Morrison Hotel, Chicago, Feb. 9-11 
with postgraduate courses presented Feb. 7 and 8. 
Seventeen round-table discussions will be con¬ 
ducted Feb. 8, 6:30 p. m. Of the 58 papers sched¬ 
uled to be presented on the scientific program the 
following are by Canadian authors: 

Cut.'meoiis Reactions to Autologous and Non-Autologous 
Plasma, Drs. Samuel O. Freedman, J. Q. Bliss, J. L. 
Hutchison, and A. S. V. Bnrgcn, Montreal, Quebec. 

The Antigenicity of Estrone-Protein Conjugates, Dr. Bram 
Rose, L. Goodfriend, and A. H. Sehon, Ph.D., Montreal, 
Quebec. 

Metabolic Studies on Asthmatic Patients Treated with 
Newer Steroids, Drs. Eleanor McGarr>’, Eleanor \''enning, 
and Bram Rose, Montreal, Quebec. 

The Effect of Ataractic and Antihistaininic Drugs on the 
Experimental Skin M'heal, Df. John H. Toogood, London. 
Ontario. 

Dr. Merle W. Moore, Portland, Ore., President, 
American College of Allergists, will present “More 
Stress on Education in Allergy,” Feb. 10. Panel 
discussions, exhibits, and a program of social events 
are planned. For information write—the American 
Academy of Allergy, 756 N. Milwaukee St., Mil¬ 
waukee 2, Wis. 

Meeting on Occupational Medicine in Boston.—The 
11th annual meeting of the American Academy of 
Occupational Medicine will be presented at the 
Sheraton-Plaza Hotel, Boston, Feb. 11-13, under 
the presidency of Dr. Ronald F. Buchan, who, with 
Dr. Charles C. Lund, president, Massachusetts 
Medical Society, will open the meeting. A discus¬ 
sion on “Transplantation of Normal Human Tis¬ 
sue-Present Status and Future” will be moderated 
by Dr. John P. Merrill, Boston. A field trip to the 
Massachusetts Institute of Technology wall be 
conducted the afternoon of Feb. 11 under the 
direction of Dr. Harriet L. Hardy, of Boston. Par¬ 
ticipants include the following: Drs. Richard J. 


Sexton, Charleston, W. Va.; Elwood Henneman, 
Mark D. Altschule, Joseph E. Murray, Gustave J. 
Dammin, John R. Brooks, Somers H. Sturgis, Louis 
Weinstein, Heinrich G. Brugsch, David G. Cogan, 
Mary O. Amdur, Ph.D., Willem S. Frederik, Theos 
J. Thompson, Ph.D., Constantine Maletskos, Ph.D., 
and Martin Lubin, all of Boston. Tire annual busi¬ 
ness meeting will be held the afternoon of Feb. 12, 
with the annual banquet, including presentation of 
the academy award and the George Gehrmann 
Lecture, to follow at 7 p. m. A symposium on the 
Nuclear Reactor and Its Products will conclude the 
meeting. 

Congress on Industrial Health in Cincinnati.—The 
19th annual Congress on Industrial Health will 
convene in Cincinnati Feb. 16-18 at the Netherland 
Hilton Hotel. Three major areas of occupational 
health—education, research, and practice of occu¬ 
pational medicine—will be discussed. Sponsored by 
the American Medical Association Council on In¬ 
dustrial Health, the congress is held as a way of 
“furthering the development and maintenance of 
high medical standards in industry.” The opening 
session Feb. 16 will be devoted to education and 
training in occupational health. Dr. John D. Porter¬ 
field, Washington, D. C., deputy surgeon general, 
U. S. Public Health Service, will speak at the annual 
banquet Monday evening. The Tuesday morning 
discussion on research in occupational health will 
be conducted by Dr. James H. Sterner, Rochester, 
New York. Poisoning resulting from industrial 
chemicals will be discussed Tuesday afternoon by 
Plerbert E. Stokinger, Ph.D., Dr. A. A. Brust, and 
Dr. Mitchell Zavon, all of Cincinnati. A joint meet¬ 
ing with the Cincinnati Academy of Medicine will 
be held Tuesday evening when Dr. C. W. Shilling, 
Washington, D. C., will discuss the problem of 
fallout and radiation. The congress will conclude 
Wednesday morning with a clinical session on the 
practice of occupational medicine. 

World Mental Health Year.—Plans for a World 
Mental Health Year in 1960, sponsored by 108 
mental health and professional soeieties in 43 coun¬ 
tries and territories, have been announced at the 
New York office of the World Federation for 
Mental Health. Following the pattern of the Inter¬ 
national Geophysical Year, the purpose of the 
program is “to stimulate mental health activities, 
including research, with a ma.ximum of interna¬ 
tional cooperation.” The federation is a nongov¬ 
ernmental organization which includes 29 societies 
in the U. S. and 79 in 42 other countries. Five 
major mental health objectives have been singled 
out for the World Mental Health Year: 

1. To increase the study of child development in different 
countries. 

2. To increase the knowledge of the many causes and the 
distribution of mental illness. 
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3. To improve and extend tlie teaching of the principles of 
mental healtli in medical and nursing schools, teacher¬ 
training colleges, schools of social work, theological semi¬ 
naries, and similar centers of professional training. 

4. To develop knowledge and tsc-hniques for dealing with 
the human relations problems which arise in industries 
and all types of occupation. 

5. To encourage the study and creation of better methods 
of preventing and dealing with psychological problems 
arising from migration within and between countries, 
whetber voluntary or involuntary. 

The decision to designate 1960 as the First World 
Mental Health Year was taken by tire executive 
board of the World Federation at its annual meet¬ 
ing at Copenhagen, August, 1957. Responsibility 
for financial support of plans and projects within 
the United States has been assumed by the World 
Federation for Mental Health: United States Com¬ 
mittee, Inc. 

Meeting of Orthopsychiatrists in San Francisco.— 
The 36th annual meeting of the American Ortho- 
psychiatric Association will be held at the Shera¬ 
ton Palace Hotel, San Francisco, March 30-31. 
This will be the first West Coast meeting of the 
association, which brings together the disciplines 
involved in the team approach to prevention and 
treatment of behavior problems and related train¬ 
ing and research. A presidential session on the 
evening of March 30 will include addresses by Dr. 
Linus C. Pauling, Nobel laureate in chemistry and 
professor of chemistry, California Institute of Tech¬ 
nology, and Weston LaBarre, Ph.D., associate pro¬ 
fessor of sociology and anthropology, Duke Uni- 
.versity, Durham, N. C. The presidential address 
will be delivered by Dr. Stanislaus A. Szurek, 
professor of psychiatry. University of California 
Medical School, and director of children’s services, 
Langley Porter Neuropsychiatric Institute, San 
Francisco. About 60 scientific papers and 40 work¬ 
shop sessions are planned, with emphasis on social 
and cultural aspects of mental health, treatment 
methods, and research. An all-day symposium is 
planned on brain and behavior, with the morning 
discussion centering on neuropsychiatry and neuro¬ 
chemistry and the afternoon on psychodynamic 
and social factors in brain damage. Four sessions 
are planned to include mental health films and 
their discussion. E.xhibits related to the practice of 
orthopsychiatrv’ will be on display. Information is 
available from Marion F. Langer, Ph.D., E.xecutive 
Secretary, American Orthopsychiatric Association, 
1790 Broadxvay, New York 19, or from the Chair¬ 
man of the San Francisco arrangements committee. 
Dr. Donald A. Shaskan, Veterans Administration, 
49 Fourth, San Francisco 3. 

Papers Wanted for Congress on Industrial Health. 
—The Scientific Program Committee invites sub¬ 
mission of papers for presentation at the 13th 
International Congress on Occupational Health in 


New York City at the Waldorf Astoria Hotel, July 
25-29, 1960. The program will be devoted to the 
following aspects of occupational health: 

1. Administrative Practices. 

2. Medical Practices. 

3. Surgical Practices. 

4. Education and Training. 

5. Social and Legal Aspects. 

6. Environmental Hygiene. 

7. Influence of Environmental Factors in Health. 

8. Work Physiology and Psychology. 

9. Specific Industries. 

10. General. 

The official languages of the congress will be Eng¬ 
lish, French, German, and Spanish. However,'"pa- 
pers may be read in the language desired by the 
author. Those desiring to present papers must 
submit abstracts (not more than 200 words, typed 
double-space) before Jan. 1, 1960, to Dr. Irving R. 
Tabershaw, Chairman of the Scientific Program 
Committee, 375 Park Ave., New York City. Origi¬ 
nal contributions rather than a review of previously 
published material will be given priority. Three 
copies in English are required for use by the com¬ 
mittee and one copy in another official language 
of the congress. The names, academic degrees, 
titles, and complete addresses of-author and co¬ 
author must be included in each abstract. The 
author who is to present the paper should be the 
first listed in the abstract. Complete te.\ts of the 
papers in any one of the official languages must 
be submitted not later than April 1, 1960. The 
time allotted for each paper will be limited to 
15 minutes, including slides. Complete papers will 
be published in the Proceedings of the congress.- 

Three Physicians Named “Outstanding Young 
Men.”—The selection of America's Ten Outstand¬ 
ing Young Men of 1958 has been announced by 
the United States Junior Chamber of Commerce. 
The 10 men, all below the age of 36, were pre¬ 
sented the silver “Jayson,” symbolic of their selec¬ 
tion by U. S. Jaycee president Robert V. Cox at 
Fort Lauderdale, Fla., Jan. 17. Included are tlrrCe 
physicians: (1) Dr. James T. Grace, Jr., who re¬ 
portedly described and confirmed the thesis that 
cancer patients retain a resistance to their tumors 
even when the disease becomes advanced. He con¬ 
ducts research at Roswell Park Memorial Insti¬ 
tute in Buffalo, N. Y. (2) Dr. Richard T. Smith, 
who has made discoveries in the field of natural 
immunity and immunological tolerance in the new¬ 
born period of life. He is chief of pediatric services 
at the J. Hillis Miller Health Center, University of 
Florida, Gainesville. (3) Dr. Hugh E. Wilson, HI. 
who is chairman of tire division of cardiac and 
tlioracic surgery' and assistant professor of surgery' 
at the University of Texas’ Southwestern Medical 
School, Dallas. During the past two years. Dr. 
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Wilson reportedly played a leading part in build¬ 
ing a cardiac research laboratory. Others named 
in die "Outstanding Young Men" group are: Lt. 
Shephard M. jenks, navigator of the Nautilus sub¬ 
marine; Henrj' A. Kissinger, whose book, “Nuclear 
Weapons and Foreign Policy," was cited by the 
Overseas Press Club and awarded the Woodrow 
Wilson Prize; Pat Boone, singer-actor, who, while 
making recordings, television shows, and movies, 
earned a degree magna cum laude from Columbia 
University, New York City; Donald A. Glaser, pro¬ 
fessor of physics at the University of Michigan, Ann 
Arbor, who is the inventor of the bubble chamber; 
Warren H. Phillips, managing editor of the Wall 
Street Journal; Loran Edward Schnack, county 
and probate judge of Adams County, Ill.; and Gus 
Turbeville, president, Northland College, Ashland, 
Wis, 

Standardization of Anesthesia Equipment.—The 
American Standards Association has announced 
that Anglo-American meetings were held in De¬ 
cember to further the development of common 
standards for anesthesia and resuscitating equip¬ 
ment so as to make components of this equipment 
interchangeable in the two countries. Other na¬ 
tions reportedly have indicated that if the British 
and Americans can reach agreement, they would 
adopt the same standards. Tlie six-man British 
delegation, representing the British Standards In¬ 
stitution, was headed by Dr. R. W. Cope, con¬ 
sultant anesthetist. University College Hospital, 
London, England. Leading the 30-man American 
delegation was Dr. Hamilton S. Davis, department 
of anesthesiology. Western Reserve Universit}' 
School of Medicine, Cleveland. Dr. Davis is chair¬ 
man of the American Standards Association Sec¬ 
tional Committee Z79, which during the past three 
years has been working on standards for anesthesia 
equipment in this country under tlie sponsorship 
of tlie American Society of Anesthesiologists. Manu¬ 
facturers of anestliesia equipment were represented 
on both delegations. Representatives of the U, S. 
Army, Navy, and Air Force, American Hospital 
Association, American Association of Nurse Anes¬ 
thetists, and the Veterans Administration also par¬ 
ticipated. The manufacturers agreed to design 
prototype fittings, adapters, and connectors suit¬ 
able for international standardization and to sub¬ 
ject these parts within the next few months to 
field trials in the U. S. and Great Britain. The 
British, who have already tentative standards on 
these components, agreed to postpone formal pro¬ 
mulgation of the standards until May, 1959, to 
await the outcome of these tests. Agreements made 
in England in July, 1958, on details of the pro¬ 
posed American standard for endotracheal tubes 
arid cuffs were ratified at the meeting. This stand¬ 
ard is essentially identical with the British pro¬ 


posal. The World Federation of Societies of Anes¬ 
thesiologists was represented by its secretary, Dr. 
G. S. W. Organe, of Westminster Hospital, London. 

LATIN AMERICA 

Psychiatric Institute in Haiti.—The Haiti Psychi¬ 
atric Institute, reportedly the first hospital in which 
treatment of the mentally ill will be based pri¬ 
marily on drug therapy, will begin operation in 
February, Dr. Nathan S. Kline, director of re¬ 
search, Rockland State Hospital, Orangeburg, N. Y., 
has announced. Located in Port-au-Prince, Haiti, 
it will be under the direction of Dr. Louis Mars, 
psychiatrist and minister of foreign affairs for the 
country of Haiti. The project is being financed by 
three pharmaceutical companies: Schering Cor¬ 
poration, Bloomfield, N. J.; Hoffmann-La Roche, 
Inc., Nutley, N. J.; Wyeth International, Radnor, 
Pa., and the Haitian government. It wll be carried 
out under the auspices of MEDICO (Medical In¬ 
ternational Cooperation), the government of Haiti, 
and the Department of Mental Hygiene of the 
State of New York. Dr. Kline will serve as con¬ 
sultant to the Haitian program. In addition to 
financial grants to the project, the companies 'will 
provide the primary drugs to be used. Funds sup¬ 
plied by these companies are being used for the 
building of the clinic in Haiti, consisting of two 
wards of 10 beds each, and out-patient department, 
and other laboratory and administrative facilities. 
The government of Haiti is furnishing the land 
and operational funds for the project. In addition 
to scientific records, a sound motion pictmre is be¬ 
ing made by MEDICO. For information contact; 
Mr. John Heyman, Coordinator, Rockland State 
Hospital, Orangeburg, N. Y. 

FOREIGN 

International Congress on Plastic Surgery.—The 
British Association of Plastic Surgeons is holding 
an international congress in London July 12-17. 
Subjects to be discussed include: Surgery of Con¬ 
genital Deformities, Trauma of the Face, Surgery 
of Skin Cancer, Cosmetic Surgery, Industrial In¬ 
juries to the Hand, Anesthesia in Plastic Surgery', 
and Research Projects. Information may be ob¬ 
tained from the Organizing Secretary, Mr. David 
Matthews, International Congress on Plastic Sur¬ 
gery, c/o Institute of Child Healtli, Hospital for 
Sick Children, Great Ormond St., London, W. C. 1, 
England. 

Congress on Fertility in Amsterdam.—The third 
World Congress on Fertility and Sterility, spon¬ 
sored by the International Fertility Association, 
^vill be held in Amsterdam, Holland, June 7-13. 
The general outlines of the sections on the pro¬ 
gram will be as follows: 
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1. Female sterility (physiology of reproduction, pathology, 
endocrinology, clinical problems, treatment). 

2. Male sterility (physiology of reproduction, pathology, 
endocrinology, clinical problems, treatment). 

3. Basic research or animal reproduction. 

4. Psychosexual problems. 

Priority has been given to papers concerning the 
following subjects: embryonic death, hormonal 
factors and vitamins in fertility and sterility, rela¬ 
tive value of the techniques for study of the endo¬ 
crine functions in human sterility, biochemistry 
of spermatogenesis, and psychosexual problems in 
sterility. The official languages are English, Ger¬ 
man, Spanish (with simultaneous translation). 
Registration fee is $50 for a full member. For in¬ 
formation and registration apply to Dr. L. I. Swaab, 
Honorary Secretary, Third World Congress on 
Fertility and Sterility, Sint Agnietenstraat 4, Am- 
sterdam-C, Holland. 

CORRECTION 

Radiation Damage.—In the Foreign Letter entitled 
“Radiation Damages in Japanese Children” in tlie 
Jan. 3, 1959, issue of The Jouhnal, page 62, all ref¬ 
erences to miles should have been to meters. 


EXAMINATIONS 

AND 

LICENSURE 



MEDICAL SPECIALTY BOARDS 

American Board op Anesthesiology: Oral. Phoenix, April 
5-10. All applications already on file. Sec., Dr. Forrest E. 
Lefiingwell, 217 Farmington Ave., Hartford 5, Conn. 

American Board of Dermatology: Written. Several Cities, 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. The final 
date for filing all applications is July 1, 1959. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New York 32. 

American Board of Internal Medicine: 1959 Schedule- 
Written, Oct. 19. Final date for filing application is May 1. 
Oral. For candidates in the South and Southwest, New Or¬ 
leans, Feb. 3-6. Final date for filing application was Jan. 
1. Oral. For candidates in the Midwest. Chicago, April 
15-18. Final date for filing application was Jan. 1. Oral. 
For candidates on the West Coast. Final date for filing 
application is March 1. Oral. For candidates on tlie East 
Coast, Nov. 6-7, 9-10. Final date for filing application is 
March 1. Examination in the Subspecialties. Gastroenter¬ 
ology. Philadelphia, April 17-18. Final date for filing ap¬ 
plication is Feb. 1. Sec.-Treas., Dr. William A. Werrell, 
One West Main St., Madison 3, Wis. 

American Board of Neurological Surgery: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least sLx months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

American Board of Obstetrics and Gynecology: I. Oral 
and Clinical. Chicago, May 8-19. Formal notice of the exact 
time of each candidates examination will be sent him in 


advance of the examination dates. Candidates who partici¬ 
pated in the Part I examinations will be notified of their 
eligibility for the Part II examinations as soon as possible. 
Deadline for receipt of new and reopened application for 
the 1960 examinations is Aug. 1, 1959. Sec., Dr. Robert L. 
Faulkner, 2105 Adelbert Road, Cleveland 6. 

American Board of Ophthalmology: Oral. Philadelphia, 
June 2; St. Louis, Oct. 6-10. Sec., Dr. Merrill J. King, 22 
IVhite St., Rockland, Maine. 

American Board of Orthopaedic Surgery: Part I. Wash¬ 
ington, D. C., Denver, Colorado and Rochester, Minn., 
Mar. 26-27. Deadline for filing application was Nov. 30. 
Part II. Chicago, Jan. 21-23, 1959. Deadline for receipt of 
applications was Aug. 15. Sec., Dr. Sam W. Banks, 116 
South Michigan Avenue, Chicago 3. 

American Board of Otolaryngology: Oral. Chicago, Oct. 
5-9. Final date for filing application is Februaiy. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

American Board of Pathology: Boston, April 16-19. Final 
date for filing application is Feb. 28. Sec., Dr. Edward B. 
Smith, 1100 W. Michigan St., Indianapolis 7. 

American Board of Physical Medicine and Rehabilita¬ 
tion: Written, Part I, and Oral, Part II. Philadelphia, 
June 12-13. Final date for filing application is February 
15. Sec., Dr. Earl C. Elkins, 200 First St., S. W., Rochester, 
Minn. 

American Board of Plastic Surgery: Oral and Written. 
Boston, May 9-11. Final date for submitting case reports is 
Jan. 1. Corresponding Secretary, Miss Estelle E. Hillerich, 
4647 Pershing Ave., St. Louis 8, Mo. 

American Board of Preventive Medicine: Written. Public 
Health. Regional, Apr. 9-11. Occupational Medicine. Chi¬ 
cago, Apr. 17-19. Aviation Medicine. Los Angeles, Apr. 
24-26. Final date for filing application for all three ex¬ 
aminations is Jan. 15. Sec., Dr. Tom F. Whayne, 3438 
Walnut St., Philadelphia 4. 

American Board of Proctology: Oral and Written. Phila¬ 
delphia, September. Final date for filing application' is 
March. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., Garden 
City, N. Y. ■; 

American Board of Psychiatry and Neurology: New 
Orleans, Mar. 16-17; Chicago, Oct. 19-20; New York, Dec. 
14-15. Training credit for full time psychiatric and/or 
neurologic assignment in unapproved military programs or 
services between tlie dates of Jan. 1, 1950 and Jan. 1, 1954 
was terminated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 
102-110 Second Ave. S. W., Rochester, Minn. 

American Board of Radiology: Special Examination. Cin¬ 
cinnati, Mar. 16-19, 1959. Final date for filing application 
was Nov. 1. Examination. Chicago, June 2-4. If needed a 
special examination will be offered at this time in Nuclear 
Medicine to diplomates in Radiology or Therapeutic Ra¬ 
diology. The deadline for filing applications is April 1. Sec., 
Dr. H. Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 

American Board of Surgery: Written examinations (Part 
I) will be held on December 2, 1959 at various centers to 
be announced later. Candidates are urged to apply several 
months before completion of training requirements al¬ 
though the closing date for filing applications is August 1. 
Those completing training requirements after September 
30 cannot be considered for tlie Part I examination in 
December of the same year. Part II. New Haven, Conn., 
Feb. 9-10; Durham, No. Car., March 9-10; San Francisco, 
April 13-14; Indianapolis, May 11-12; Columbus, Ohio, 
May 14-15. Sec., Dr. John B. Flick, 1617 Pennsylvania 
Blvd., Philadelphia 3. 

Board of Thoracic Surgery: Oral. Los Angeles, April. 
Final date for filing application is Dec. 1. Sec., Dr. Wil¬ 
liam M. Tuttle, 1151 Taylor Ave., Detroit 2. 

American Board of Urology: The oral will be given m 
Chicago in February 1959. Sec., Dr. William Niles Wi- 
shard, Jr., 30 Westwood Road, Minneapolis 26. 
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Am FORCE 

Personnl.—At the 125th meeting of the American 
Association for the Advancement of Science in 
Washington, D. C., in December, Col. Paul A. 
Campbell, Chief of the Division of Space Medicine 
at Randolph Air Force Base, served as chairman of 
a joint session of the American Physiological So¬ 
ciety and the American Astronautical Society. 
Among the subjects discussed at this session were: 
“Man-Machine Systems in Space Vehicles,” “Pro¬ 
tection of Man Against Transient Exposure to High 
Heat Loads,” “Psychological Research on the En¬ 
vironment of Outer Space,” and “A Comparison of 
Artificial Environments Used in Sealed Cabins 
During Flight into the Stratosphere.” At the same 
meeting Lieut. Col. John D. Fulton, head of 
the school’s Department of Microbiology-Cellular 
Biology, delivered a paper on the survival of tiny 
earth organisms in a simulated Martian environ¬ 
ment. It described the colonel’s work, which was 
carried on at the School of Aviation Medicine since 
1957. In a collection of Brewer jars, the scientist 
simulated both soil and atmospheric conditions 
thought to be identical to those on Mars. Certain 
types of soil bacteria, placed in the jars and care¬ 
fully watched over an extended period of time, 
survived. The project is being expanded to in¬ 
clude such higher life forms as moss, lichens, 
and algae. 

NAVY 

Dr, Karsner Honored.—At the annual meeting of 
the New York Academy of Sciences in December, 
the title of Fellow of the New York Academy of 
Sciences was conferred on Dr. Howard T. Karsner, 
Medical Research Advisor to the Navy surgeon 
general. Election to Fellowship in the Academy is 
an honor, conferred on a limited number of mem¬ 
bers, who, in the estimation of the council, have 
done outstanding work toward the advancement 
of science. 

Course in Ophthalmic Pathology,—A postgraduate 
course in ophthalmic pathology will convene at 
the Armed Forces Institute of Pathology, Wash¬ 
ington, D. C., from March 9-13, 1959. This course 
will consist of a basic and comprehensive survey 
of pathological conditions affecting tire eye. The 
subjects will include a review of the normal his¬ 


tology of the eye, changes incident to growth and 
aging; a review of general inflammation; acute, 
chronic, and granulomatous lesions and their 
sequelae; injuries; cataract; glaucoma; vascular 
diseases; intraocular tumors; and epibulbar and 
orbital inflammatory and neoplastic lesions. Appli¬ 
cations from medical department officers on active 
or inactive duty will be forwarded through chan¬ 
nels to the Chief, Bureau of Medicine and Surgery, 
Department of the Navy, Washington 25, D. C., 
six weeks prior to the opening date of the course. 
Priority will be given to officers who are board 
certified or board qualified, or to residents in a 
specialty related to the course desired. 

PUBLIC HEALTH SERVICE 

Examinations for Commission.—Competitive ex¬ 
aminations for appointment to the commissioned 
corps of the United States Public Health Service 
will be held throughout the nation for physicians, 
April 21, 22, 23, and 24. Applications for these 
examinations must be filed with the surgeon gen¬ 
eral no later than March 6. Application forms and 
further information may be obtained by writing 
to the Surgeon General, U. S. Public Health Service, 
Washington 25, D. C. The examinations are cus¬ 
tomarily held at the Public Health Service installa¬ 
tion nearest the applicant’s home, school, or place 
of business. The time and place of the examinations 
will be announced to all applicants well in advance 
of the examination dates. To be eligible for ap¬ 
pointment to the regular corps of the Public Health 
Service, candidates must be United States citizens, 
graduates of approved schools, and at least 21 
years of age. Applicants who expect to meet these 
basic entrance requirements within nine months 
from the date of the written examination of choice 
may take the examination, but they will not be ap¬ 
pointed to die regular corps until they have ful¬ 
filled all other requirements. 

Candidates who successfully pass the entrance 
examination will be appointed in the grade of 
either the assistant or senior assistant (equivalent 
to Navy lieutenant, j. g., and lieutenant, or Army 
first lieutenant and captain). Public Health Service 
officers receive the pay and allowances of officers 
of equivalent grade in the Army, Navy, and Air 
Force and share many of the same benefits and 
privileges. Medical officers receive an extra $1,200 
to $3,000 a year in incentive pay. Active duty serv¬ 
ice as a Public Health Service officer, moreover, is 
sufficient to satisfy Selective Service obligations 
under the Universal Military Training and Service 
Act. 
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Fenton, Ralph Albert ® Portland, Ore.; born in 
Lafayette, Nov. 5, 1880; Northwestern University 
Medical School, Chicago, 1906; since 1946 pro¬ 
fessor emeritus of otolaryngology at the University 
of Oregon Medical School, where he joined the 
faculty in 1911, and where in 1927 he became pro¬ 
fessor and head of the department of otolaryn¬ 
gology; member of the House of Delegates from 
1932 to 1935, and chairman, SecHon on Laryn¬ 
gology, Otology and Rhinology of the American 
Medical Association in 1935-1936, and the follow¬ 
ing year became a member of its Board of Trustees 
serving until 1942; member, past-president, and 
vice-president of the American 
Larjmgological Association which 
in 1944 awarded him its De Roaldes 
prize and in 1928 shared with Olaf 
Larsell, Ph.D., its Casselberry 
prize; past-president, vice-presi¬ 
dent, and secretary of the Pacific 
Coast Oto-Ophthalmological So¬ 
ciety; past-president of the Port¬ 
land Academy of Medicine, and 
Oregon Academy of Ophthalmol¬ 
ogy and Otolarjmgology; member 
and past-vice-president of the 
American Academy of Ophthal¬ 
mology and Otolaryngology, of 
which he was at one time secretary; 
member of the American Laryngo- 
logical, Rhinological and Otologi- 
cal Society and from 1926 to 1930 
Oregon councilor; member of the 
American Otological Societ}', Asso¬ 
ciation of Military Surgeons of the 
United States, Chi Psi, Aero Medical Association, 
Nu Sigma Nu, Phi Beta Kappa, Sigma Xi, and Alpha 
Omega Alpha; in 1931 United States delegate to 
the International Congress on Military Medicine 
and Pharmacy at The Hague; head of the Portland 
chapter of the Military Order of the World War I; 
during World War I went overseas as a major in 
Base Hospital 46, serving in many of the same sec¬ 
tors of France as the famed 91st division; served in 
die Army of Occupation in Germany and rose to 
the rank of colonel in the Army Reserves; served as 
a member and director of the American Board of 
Otolarjmgology; specialist certified by tlie American 
Board of Ophthalmolog)'; a director of the'Mult¬ 
nomah County Library Association from 1926 to 
1953; was named for a second four-year term on 
the state commission for the blind in 1939 and was 

(g) Indicates Member of the American Medical Association. 


chosen a regent of Reed College in 1936; served on 
the staffs of St. Vincent’s, Physicians and Surgeons, 
and Multnomah County hospitals, Portland Sani¬ 
tarium, and Doernbecher Memorial Hospital for 
Children; consultant in otolaryngology to the Vet¬ 
erans Administration Hospital; received an honorari' 
doctor of science degree from the University of 
Oregon in 1943; recently Dr. Fenton became a 
member of the advisory committee to tlie Sommer 
Memorial Lecture Fund endowed by the late 
Ernst A. Sommer of Portland for the advancement 
of postgraduate medical education in the Pacific 
Northwest; member of the editorial board of 
A. M. A. Archives of Otohrijngol- 
ogtj; died Nov. 2, aged 77. 

Irons, Ernest Edward ® Chicago, 
President of the American Medical 
Association, 1949-1950, died in the 
Presbyterian Hospital Jan. 18, aged 
81. Dr. Irons was born in Council 
Bluffs, Iowa, Feb. 17, 1877. He ob¬ 
tained his hacheloT of science de¬ 
gree at the University of Chicago 
in 1900 and his doctor of medicine 
from Bush Medical College, Chi¬ 
cago, in 1903. He was awarded the 
degree of doctor of philosophy for 
research from tlie University of 
Chicago in 1912. Since 1903 he 
practiced in Chicago. From 1902 to 
1904 he was assistant in pathology 
and bacteriology at the University 
of Chicago, under Professor E. O. 
Jordan. Early in his career he be¬ 
came associated with the Presbyterian Hospital 
in Chicago. From 1923 to 1936 he was dean of 
students and dean of the faculty of his alma 
mater, where for many years he was clinical 
professor of medicine and chairman of the de¬ 
partment. Since 1941 he held the title of (Rush) 
clinical professor emeritus at the University of 
Illinois College of Medicine. In 1939 the Kappa 
Chapter of the Nu Sigma Nu Fraternity at Rush 
Medical College and at the University of Chicago 
established an annual lecture in his honor. In 1940 
he gave the Charles R. Bardeen Memorial Lecture 
at the University of Wisconsin Medical School. Dr. 
Irons was elected to membership on the Council 
on Pharmacy and Chemistry of the American Medi¬ 
cal Association in 1923, and served for 18 years. 
In 1929-1930 he was chairman of its Section on the 
Practice of Medicine and from 1940 to 1948 he was 
a Trustee. Following the death of Dr. Austin A. 
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Hayden, Dr. Irons was elected to fill the unexpired 
term as secretary of the Board of Trustees. In 1941 
he was elected secretary of the board, serving until 
1948 when he was chosen President-elect. He was a 
representative of the American Medical Association 
in the World Medical Association. He was an ex- 
regent of the American College of Physicians, and 
in 1945 president, president of the American Asso¬ 
ciation for the Study and Control of Rheumatic 
Diseases in 1934, of the Society of Medical History 
of Chicago in 1940, and of the Institute of Medicine 
of Cliicago in 1946. He was a member of the Ameri¬ 
can Board of Internal Medicine, the American 
Rheumatism Association, Association of American 
Physicians, Central Society for Clinical Research, 
American Society for Clinical Investigation, and the 
American Association of Pathologists and Bacteri¬ 
ologists. In World War I lie became colonel in com¬ 
mand of the Base Hospital at Camp Custer near 
Battle Creek, Mich., and during World War II he 
represented medicine in many different capacities 
including several important committees of the Na¬ 
tional Research Council. In 1947-1948 he traveled 
abroad for the United States government to study 
health conditions. He went to Japan to recommend 
changes in that country’s health programs for the 
post World ^l^^r II occupation administration of 
Gen. Douglas MacArthur. He also made a study 
of medical practice in Puerto Rico. Dr. Irons was 
appointed by Mayor Kennelley of Chicago to the 
board of directors of the City of Chicago Municipal 
Tuberculosis Sanitarium and he became president 
of the board. He was consulting physician at the 
Presbyterian Hospital. In 1946 he was awarded 
the “Goldheaded Cane” of the School of Medicine 
of the University of California, held also by Dr. 
James B. Herrick, Chicago, with whom he had 
been associated many years. In 1958 he was pre¬ 
sented the Chicago Medal of Merit for his contri¬ 
butions to the city, and the first annual Tuber¬ 
culosis Institute medal in 1958 for outstanding 
work in the field. Distinguished for his contribu¬ 
tions in medical research, especially in focal 
infection, iritis and rheumatic diseases. Dr. Irons 
was accorded many honors by the medical pro¬ 
fession. His recent writings on medical economics 
and social medicine have been extensive and 
authoritative. 

Johnson, Herbert William, Gorham, N. H.; Harvard 
Medical School, Boston, 1906; served as Gorham 
selectman for six years and for 27 years was an 
officer of the District Nurses’ Association; served 
on the Park Commission for seven years; on the 
staff of St. Louis Hospital in Berlin; died Oct. 31, 
aged 79. 

Johnson, Herman Walter ® Buffalo, N. Y.; born in 
Andover, Vt., Aug. 2, 1883; University of Buffalo 
School of Medicine, 1905; served as professor of 
obstetrics and chairman of the department at Baylor 


University College of Medicine in Houston, Texas; 
specialist certified by the American Board of Ob¬ 
stetrics and Gynecology; member of the American 
Association of Obstetricians and Gynecologists and 
the Central Association of Obstetricians and 
Gynecologists; fellow of the American College of 
Surgeons; served overseas during World War I; 
formerly on the consulting staff. Memorial and 
Herman hospitals, on the honorary staff, St. Joseph’s 
Infirmary, and obstetrician and gynecologist-in- 
chief at the Jefferson Davis Hospital and the 
Methodist Hospital in Houston; died Nov. 13, 
aged 75. 

Landi, Oscarre ® New York City; Regia Universita 
di Torino, Facolta di Medicine e Chirurgia, Italy, 
1927; specialist certified by the American Board 
of Dermatology and Syphilology; served on the 
staffs of the Hospital for Joint Diseases and Mount 
Sinai Hospital, where he died Nov. 10, aged 55. 

Pope, Emma Wightman, Carmel, Calif.; Medical 
Department of the University of California, San 
Francisco, 1899; an associate member of the Amer¬ 
ican Medical Association; served as secretary of 
the California Medical Association; died in the 
Peninsula Community Hospital Nov. 1, aged 87. 

Shortridge, Wilbur Holmes ® Seymour, Ind.; Indi¬ 
ana University School of Medicine, Indianapolis, 
1935; from 1953 to 1955 a lieutenant commander in 
the U. S. Naval Reserve and one year aboard the 
USS Ajax in Far East; on the staff of the Jackson 
County Schneck Memorial Hospital; died Oct. 28, 
aged 52. 

Skaggs, David Goodson, Prospect, Ky.; Hospital 
College of Medicine, Louisville, 1902; died in the 
Kentucky Baptist Hospital, Louisville, Oct. 23, 
aged 82. 

Thomas, J. Orville ® North Branch, Mich.; Detroit 
College of Medicine, 1897; in June, 1949, a “Dr. 
Thomas Day” was held to honor him for his serv¬ 
ices; died in the Samaritan Hospital, Bay City, 
Oct, 20, aged 81. 

Tippin, Ernest Elwood Sr. ® Wichita, Kan.; Rush 
Medical College, Chicago, 1920; specialist certified 
by the American Board of Otolaryngology; member 
of the American Academy of Ophthalmology and 
Otolaryngology and the American Society of Oph¬ 
thalmologic and Otolaryngologic Allergy; veteran 
of World War I; associated with St. Francis and 
Wesley hospitals; died Oct. 30, aged 68. 

Trentzsch, Max William, Highland, Wis.; Univer¬ 
sity of Illinois College of Medicine, Chicago, 1913; 
died Oct. 29, aged 77. 

Williams, Leon Arlington ® Minneapolis; Univer¬ 
sity of Minnesota College of Homeopathic Medi¬ 
cine and Surgery, Minneapolis, 1897; died in Lester 
Prairie Oct. 15, aged 86. 
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Diagnosis of Operable Cardiac Defects.—At the 
meeting of the Society of Physicians in Vienna on 
Nov. 21, Dr. F. Grosse-BrocldioE stated that such 
diagnostic methods as cardiac catheterization, an¬ 
giocardiography, retrograde aortography, and punc¬ 
ture of the left atrium and left ventricle made it 
possible to more accurately evaluate the signifi¬ 
cance of the symptoms. Pulmonary stenosis, aortic 
stenosis, patent ductus arteriosus, and tricuspid 
stenosis can be diagnosed with a high degree of 
probability by such bloodless methods as inspec¬ 
tion, palpation, auscultation, phonocardiography, 
roentgenography, electrocardiography, and ultra¬ 
sonic echo waves. Even if further examination with 
more radical and technically more complicated 
methods is necessary to establish the diagnosis be¬ 
fore an operation as is the case in patients with 
congenital cardiac defects, the clinical diagnosis 
should be very much in the foreground. 

Liver Function Tests.—At the same meeting Drs. 
R. Boiler and H. Partilla said that the galactose 
tolerance test may yield different results, depend¬ 
ing on whether it is performed at the usual time 
in the morning or whether it is started at 3 a.m. 
These differences depend on the condition of the 
patient’s liver. This has a diagnostic and a prog¬ 
nostic significance. Patients with mild forms of 
hepatic diseases show lower galactose excretion 
if the test is started at 3 a.m. rather than at tire 
usual -hour, whereas patients with severe forms of 
hepatic diseases show a higher galactose excretion 
in the nocturnal than in the diurnal test. If serial 
tests are made for longer periods on patients with 
liver disease who show higher galactose excretion 
dming the night compared to the day, it can be 
seen that even before tire patients show clinical 
signs of improvement there is a change in the test 
reaction, in that the excretion of galactose during 
the night test decreases, whereas it increases during 
the day. In patients in whom the disease progresses, 
no such change in reaction is observed. If patients 
vdth hepatitis are treated with prednisone, a higher 
galactose excretion in the night is expected in those 
in whom prednisone has a therapeutic effect. A 
prompt reaction in the galactose excretion can be 
observed in those patients. In other words, in pa¬ 
tients who respond to prednisone, a lower galactose 
excretion is expected in the nocturnal test than in 
the diurnal test or both tests show a negative re- 

items in these letters are contributed by regular correspondents 
in the stirious foreign countries. 


suit. The behavior of these galactose tests started 
at different times of the day has its e.xplanation in 
the day and night rhythm. 

Escape of Cerebrospinal Fluid from the Nose.—At 
the meeting of the Society of Physicians in Vienna 
on Nov. 14, Dr. D. W. Kruger stated that post- 
traumatic escape of cerebrospinal fluid from the 
nose in the early as well as the late stage should be 
treated surgically. In four patients escape of cere¬ 
brospinal fluid from the nose occurred after a nasal 
operation, due probably to a congenital defect in 
the lamina cribrosa. The surgical approach is 
mainly intradural and the defect in the lamina 
cribrosa may be covered with strips of fascia after 
the ethmoid sinuses have been evacuated and sup¬ 
plied with a muscle tampon. Dr. E. Wodak said 
that rhinologists may see patients with cerebro¬ 
spinal fluid escaping from the nosh after frontobasal 
injuries. They agree that a reparative operation 
should be performed if the escape of cerebrospinal 
fluid does not cease within a few days. Often it 
becomes evident that bone injuries are more diffuse 
than the roentgenograms indicate and the clinical 
findings may be obscured by giving antibiotics. The 
approach in patients witli recent injuries is extra¬ 
dural. The laceration of the dura mater is closed 
after bony fragments have been removed. The case 
of a 13-year-old boy showed how important this 
operation is. The boy fell from a tree and did not 
present any symptoms. He was afebrile but had a 
cerebrospinal fistula. At operation, in addition to 
multiple fractures, a large frontal cerebral abscess 
was found. 


JAPAN 

Poliomyelitis and Salk Vaccine.—Japan is now im¬ 
porting Salk vaccine from the United States. The 
government has started to manufacture this vaccine 
in a pilot plant but will not be able to meet the 
ever-increasing demand before 1960. The incidence 
of poliomyelitis has practically doubled since last 
year. Over 2,486 cases were reported in the first 
11 months of 1958. 

Tuberculosis.—According to a government report, 
about 1 person in,every 300 is actively tuberculous. 
About 50% of all available hospital beds are oc¬ 
cupied by tuberculous patients. The worst aspect 
of the situation is that more than one-half of the 
very sick are not receiving proper medical atten¬ 
tion. Although the death rate has decreased mark- 
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cdly in the last 10 years, the number of active cases 
lias increased by about 120,000 in the past 5 years. 
The reduction in the death rate, effected by the use 
of modern treatment methods, has occurred chiefly 
in the age group 20 to 24. As in some other coun¬ 
tries, a large scale shift in incidence from youth to 
middle age has taken place. This may be accounted 
for in japan by the following facts; Since 1951 all 
school children ranging in age from 6 to 15 years 
were e.xamined annually. All those who had a neg¬ 
ative reaction to tuberculin tests were given BCG 
vaccine and all those who had a positive reaction 
were .x-rayed. In 1955 the basic plan of tuberculosis 
control was revamped to include all ages instead 
of being limited to those under 30. 

PORTUGAL 

Aspergillosis.—Cortez Pimental {Gazeta mcdica por- 
ftigucsa 11:455-471, 1958) reported four new cases 
of pulmonary aspergillosis. The main phases of this 
t>pe of aspergillosis are yrresence of an aspergillar 
mass within a pree.xisting cavity, atrophy and ero¬ 
sion of the epithelium at the level of the regions in 
close contact xvith the fungus mass, formation of a 
granulation tissue and its extension into the cavity, 
production of foreign body giant cells, and re- 
absorption of tlie micellar masses. At variance witir 
former opinions, the author does not consider the 
Aspergillus as harmless, but on the other hand, he 
does not admit its invading properties. Its presence 
in the pulmonary cavity originates a pathological 
process similar to that caused by an intrabronchial 
body. Such process has a tendency to progress due 
to its constant growth, size, and frequency of asso¬ 
ciation with secondary infection. 

UNITED KINGDOM 

Increase in Crime.—Mr. Butler, the Home Secre¬ 
tary, told the House of Commons that crime has 
increased by 50% in the last 20 years, the increase 
being greatest in the last 3 years. The chief offend¬ 
ers were youths between 16 and 21 years of age. 
There has recently been an increase in offenses 
committed by persons under 17. Mr. Butler said 
that a new research unit has been established in the 
Home Office for the investigation of crime and that 
an Institute of Criminology would soon be oper¬ 
ating at Cambridge. The Institute for the Scientific 
Treatment of Delinquency also promoted scientific 
research into the causes and prevention of crime. 
This is timely, as corrective methods do not appear 
to prevent the increase in the number of young 
criminals. The clinical work of the Institute for the 
Scientific Treatment of Delinquency was taken 
over by the National Health Service 10 years ago. 
Its main activities are research, education, and the 
publication of the British Journal of Delinquency. 
The educational program is based on the view that 


crime is a form of behavioral disorder to be corre¬ 
lated with other social and psychological disorders 
and treated along similar lines. 

Royal Commission on Doctors’ Pay.—Further exi- 
dence to tlie Royal Commission on Doctors' and 
Dentists’ Remuneration has been given by the Joint 
Consultants Committee. It suggested that the sal¬ 
aries of hospital medical staff should be increased 
by 29% to offset the fall in the value of money in 
the last six years and to maintain the economic 
standards of physicians in relation to other profes¬ 
sions. It also recommended that the so-called dis¬ 
tinction awards given to the top hospital consultants 
should be increased by 60%. If implemented, this 
would give an intern a salary of $1,550 a year, a 
consultant on the basic scale $7,600 to $11,200, and 
a consultant receiving the top merit award $17,800 
to $22,400. The memorandum drew attention to the 
alarmingly high proportion of physicians attracted 
by prospects overseas, who are now emigrating. 
This in itself suggests that conditions in the Na¬ 
tional Healtli Service are not satisfactory. Young 
physicians emigrate because they object to working 
in a state monopoly and because financial prospects 
are better abroad. In one area the rate of emigra¬ 
tion was 5 per 1,000 per year, and not all these 
physicians were young. Mr. Holmes Sellers, a 
member of the committee, referred to what he 
called the “inverted Micawberism” of the health 
service—“they are always xvaiting for something to 
turn dowm, rather than something to turn up.” 

Tuberculosis in Animals.—The danger of the dis¬ 
semination of tuberculosis by domestic animals was 
emphasized by Dr. Soltys {Brit. M. J. 2.T133, 1958). 
Tliere are over 10 million cattle in Great Britain 
and only 73% are tuberculin negative. Tubercle 
bacilli readily gain access to the milk, particularly 
if the udder is infected. Of 570 samples of milk 
examined by the Veterinary Investigation Center, 
Cambridge, 72 or nearly 13% contained tubercle 
bacilli. In spite of the great advances in the control 
of tuberculosis in cattle there will be a constant 
potential hazard so long as any infected animals 
exist. It has been proved that persons with open 
tuberculosis can infect cattle with the human type 
of baccillus. In all probability horses, sheep, and 
goats are not a source of danger to man, as the inci¬ 
dence of tuberculosis in these animals is low, but 
10 to 15% of pigs in Britain are infected. The poor 
sanitary conditions in some slaughterhouses, and 
the handling of meat and organs of tuberculous 
animals, present a serious risk of infection for meat 
inspectors and slaughterhouse employees. The pub¬ 
lic health aspect of tuberculosis in dogs and cats 
should receive closer attention, because cats can be 
infected from cow’s milk and dogs by contact with 
human cases. These animals are in close proximity 
to their owners and particularly to children. At 
present the control and prevention of animal tuber- 
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culosis is vested in the Ministry of Agriculture. All 
questions referring to animal diseases in relation to 
human health are dealt with by the Ministry of 
Health, but neither ministry employs a veterinarian 
as an advisor on veterinary matters affecting public 
health, as is done in some other countries. 

Doctors’ Hobbies.—The second Doctors’ Hobbies 
Exhibition was opened on Nov. 10 at British Medi¬ 
cal Association House in London. There were more 
than 700 exhibits by 500 physicians. The first prize 
($210) was won by Dr. A. W. Fawcett, a thoracic 
surgeon, who exhibited a four-foot model of the 
torpedo-boat destroyer. Tigress, in which he once 
served, and which took 14 years to construct. The 
model has miniature recoil guns, a capstan, naviga¬ 
tion lights, and davits to lower the lifeboats, all of 
which can be operated electrically. The second 
prize ($140) went to Dr. A. H. Wortman for a 
collection of stamps issued by Imperial Russia in 
1858. Dr. S. Compton won the third prize ($70) 
for his tapestry work. An interesting exhibit was a 
telephone wire-tapping device, the work of Dr. 
Michael Ball of the Royal Air Force. He referred 
to this as an illegal invention and said he would 
not patent it, or divulge its construction, in case it 
fell into unscrupulous hands. The most popular 
exhibits dealt with photography and oil and water- 
color paintings, followed by embroidery, wood¬ 
work, wood carving, and sculpture. A copy of a 
Stradivarius violin by Mr. Eric Peet, of the depart¬ 
ment of plastic surgery, Oxford, took 200 hours to 
make and was rated the best exhibit in the wood¬ 
work section. Dr. Hamilton showed a collection of 
40,000 rail tickets from all over the world, includ¬ 
ing tickets to Hell and Paradise. A former vice- 
president of the Royal College of Surgeons, Mr. 
Lawrence Abel, exhibited some barber surgeons’ 
bowls, including a Chinese one dated 1450. The 
e.xhibits covered a wide range, including a pair of 
tame chinchillas, popular songs, stage properties, 
poetry, an electronic organ, model trains and ships, 
ceramics, ships in bottles, and matchbox labels. 

Environment and Blood Pressure.—The effect of en¬ 
vironment on blood pressiure was studied by Miall 
and Oldham in population samples from Rhondda 
Fach, a mining ^^lage in Wales, and from the Vale 
of Glamorgan, an agricultiural area (Clin. Sc. 
17:409, 1958). Samples chosen at random were as¬ 
sumed to be representative of the general popula¬ 
tion in the two districts, \vith their strikingly differ¬ 
ent environments. By standardizing blood pressures 
for age and sex, they found that a number of en¬ 
vironmental factors have a marked influence on 
arterial pressure. Occupation, either directly or in¬ 
directly through economic circumstances, was 
found to affect it. Those in light occupations, wth 
higher incomes, higher standards of living, and a 
lower energ)' expenditure were observed to have 


higher pressures than did heavy manual workers 
with higher expenditure of energy, lower incomes, 
and lower living standards. There was a steady 
gradation between the two extremes of activity 
and income. The differences were not due to differ¬ 
ences in arm girth or weight. The effects of occu¬ 
pation were most noticeable in bachelors and men 
over 50. These were the two groups of people who 
most truly reflected occupational differences in in¬ 
come and energy expenditure. An inverse correla¬ 
tion was found with family size; the larger the fam¬ 
ily, the lower the blood pressure. This was true of 
the men as well as the married women. Single 
men had higher systolic pressures than did mar¬ 
ried men, and the fathers of small families had 
higher pressures than those of large families. This 
influence of family size became less obvious in 
elderly persons. 

Typhoid from Oysters.—Six cases of typhoid re¬ 
ported in London have been traced to the eating 
of infected oysters from West Mersey, Essex. The 
port authority medical officer stated that the oyster 
fisherman must either submit their catches to bac¬ 
teriological control before marketing or have a 
closing order issued. Many of the oysters caught in 
Great Britain are put through a cleansing station, 
and if the infection of the West Mersey oysters 
continues a station may be set up there. The possi¬ 
bility of infrared sterilization of the oysters is being 
considered. 

Testing Rubber Gloves.—Although rubber gloves 
are frequently tested for perforations, this is seldom 
done after sterilization and never while in actual 
use. Small perforations are a potential source of 
postoperative infection, especially with staphyloc¬ 
occi which may be present in the sweat of the surg¬ 
eon’s hand. Penikett and Gorrill have devised a 
method for testing the integrity of rubber gloves 
while on the operator’s hands without impairing 
their sterility (Lancet 2:1042, 1958). The method 
is based on the insulating properties of rubber. An 
electrical circuit is provided with two terminals, 
one a pad of moistened cotton gauze, the other a 
heat-sterilized stainless steel bowl containing a mix¬ 
ture of sterile saline solution and 1% chlorhexidine 
solution. To test a glove, contact is made between 
the skin of the forehead and the gauze pad, and 
then each gloved hand is dipped vertically into 
the bowl. If there is a perforation a current flows 
between the two electrodes because fluid enters 
the perforation and robs the glove of its insulating 
properties. The current can be made to operate a 
buzzer or warning light. The chlorhexidine insures 
that any bacteria that do leak out are killed and 
do not infect gloves during the next test. If heavy 
infection is suspected the stainless steel bowl can 
be changed. 
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PUBLIC HEALTH SERVICE 

Conference Urges More Polioniyclilis Vaccinations 

In order to review the nation’s experience with 
poliomyelitis during 1958 and to map out ways of 
promoting more vaccinations before next summer. 
Dr. Leroy Burney, surgeon general, U. S. Public 
Health Service, called a meeting in December in 
W.Tshington, D. C., of 30 officials from national 
medical groups, voluntary health organizations, and 
state and local health departments. 

The surgeon general urged parents of young chil¬ 
dren who have not been ^’accinated, particularly 
those under five, to start their children on the course 
of tliree vaccinations immediately. Dr. Burney said, 
“It is a tragic circumstance that hundreds of chil¬ 
dren and young adults will be spending the balance 
of their lives in wheel chairs or on cratches because 
of a failure to be vaccinated] Tire parents of these 
children and all adults up through the age of 40 
should also be vaccinated.” 

Tlie priman' conclusion of the conference was 
that intensive campaigns by local communities will 
be necessary' throughout the coming montlis if mil¬ 
lions of unvaccinated Americans under 40 years of 
age are to be protected before next summer. The 
conference stressed tliat such campaigns need to be 
organized on a block-by-block home-by-home basis. 
A special efi'ort is needed, the conference agreed, to 
promote vaccination of children under five years 
of age, among whom more than half of the cases of 
paralytic poliomyelitis occurred this year, and of 
less advanced socioeconomic groups, among whom 
the percentage of vaccination is lowest. 

Tliere was general agreement that the point has 
been reached in most localities at which "face to 
face” campaigns under the leadership and active 
cooperation of local groups will be necessary to 
reach the "hard-to-get” segments of the population 
who have not responded to tlie poliomyelitis vac¬ 
cination programs conducted by tlie National Foun¬ 
dation, the American Medical Association, the 
Public Health Service, and local organizations 
throughout the nation. “With 72 million Americans 
vaccinated with at least one shot, this has been one 
of the most successful health campaigns of recent 
years,” said Dr. Edgar Martmer of Detroit, past- 
president of the American Pediatric Societ)', who 
represented the American Medical Association, 
"but now we need to finish the job.” 

The conferees urged health ofiBcials and medical 
societies at die county and community level to 


examine their local situations and determine the 
level of vaccination by age groups and other perti¬ 
nent categories and attempt to pinpoint the factors 
that have prevented more complete vaccination of 
the most susceptible groups in their areas. Such 
surveys will help in planning and carrying out re¬ 
newed efforts at further vaccinations. Specialists 
from the U. S. Communicable Disease Center re¬ 
ported that a survey was recently conducted in die 
city of Atlanta and offered the services of techni¬ 
cians to help other cities work out similar studies. 

An important step forward, the conferees agreed, 
was a resolution passed Dec. 4 by the American 
Medical Association’s House of Delegates, meeting 
in Minneapolis, which unanimously recommended 
that (1) each physician assume responsibility for 
making sure that all members of all families he sees 
are fully vaccinated; (2) that state medical societies 
work with state health departments to bring county 
and local medical societies together with health de¬ 
partments to work out vaccination programs; and 
(3) that county medical societies meet with local 
healdi departments to make surveys of local prob¬ 
lems and devise ways to meet local situations. 

The conference heard reports on the 1958 occur¬ 
rence of poliomyelitis in the United States, includ¬ 
ing three epidemic areas: Detroit, New Jersey, and 
Virginia and nearby West Virginia; the latest data 
on efficacy of the vaccine; and the number of peo¬ 
ple already vaccinated, by age groups, geographic 
areas, and socioeconomic status. 

PHS specialists from the Communicable Disease 
Center presented the following information on 
poliomyelitis in 1958: 

1. There was more paralytic poliomyelitis in the 
United States in 1958 than in 1957, although con¬ 
siderably less tlian had occurred in any of tlie pre¬ 
vious 15 years. Through Nov. 22 a total of 5,563 
cases had been reported, of which 2,810 were para¬ 
lytic. The poliomyelitis season in 1957 began in 
mid-June, somewhat later than usual, and persisted 
through October, with the peak in mid-September. 

Attack rates this year were highest in one-year- 
old children, with more than 50% of all paralytic 
cases occurring in children under 5 years of age. 
The Communicable Disease Center said the figures 
showed a general pattern of outbreaks in urban 
areas, in incompletely vaccinated groups of children 
under 5 years of age, and in lower income groups, 
although there was still a sufficient number of cases 
outside these groups to justify urging vaccination of 
all persons under 40 years of age. 
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2. The vaccine continues to show a high rate of 
effectiveness. Only 12.7% of persons with paralytic 
cases in 1958 had received three shots of the vac¬ 
cine. This is an effectiveness rate of about 87%. 

3. Duration of immunity is also holding up well. 
From available data, the vaccine continues to be 
effective among persons who were vaccinated more 
than three years ago. 

The meeting also heard detailed reports from 
health ofBcials of the three epidemic areas, Detroit, 
which had 519 cases of paralytic poliomyelitis this 
year, the second worst epidemic in its e.xperience; 
New Jersey, where three counties including Jersey 
City and Newark e.xperienced an epidemic of 101 
paralytic cases; and soutliwest Virginia and nearby 
West Virginia, where 146 paralytic cases occurred 
in a hvo-state area of 29 counties. 


The PHS, it was agreed, will continue to offer aid 
in epidemics and in situations where epidemics are 
emerging; to study and maintain surveillance on the 
national problem; and to conduct a program of 
public information and education, including co¬ 
operative efforts with national organizations, to keep 
public attention focussed on the problem of polio¬ 
myelitis vaccination. 

Attending the meeting were representatives of 
the American Medical Association, the American 
Academy of General Practice, the American Acad¬ 
emy of Pediatrics, the Pharmaceutical Manufac¬ 
turers Association, the National Foundation, the 
Advertising Council, Inc., and the National Health 
Council, in addition to state and local health depart¬ 
ment representatives and PHS staff members. 


CORRESPONDENCE 


WARNING AGAINST INTRATHECAL 
USE OF METHYLENE RLUE 

To the Editor;—Fov at least 30 years methylene 
blue has been used by neurosurgeons as a dye to 
color the cerebrospinal fluid. In most instances the 
dye has been injected into hydrocephalic ventricles 
in the effort to demonstrate the presence or ab¬ 
sence of a block somewhere within the ventricular 
system. Under these circumstances the dye be¬ 
comes almost immediately very dilute. Embold¬ 
ened by the use of the dye in this fashion, neuro¬ 
surgeons have, on occasion, injected the dye 
directly or in diluted form into the lumbar sub¬ 
arachnoid space. We recently have used the dye 
in tliis fashion drawn from a 10-cc. ampul of 
aqueous 1% methylene blue solution as used intra¬ 
venously. In our own case 1 cc. of the dye was 
diluted in 25 cc. of spinal fluid and was then 
injected. Shortly thereafter there was discomfort, 
and then followed a rather profound paraplegia, 
which fortunately cleared in the course of several 
weeks, but there was a residual perineal anesthesia 
and bladder dysfunction. Personal inquiry among 
neurosurgeons leads me to believe that this mishap 
has occurred in other hands as well. To date I have 
seen no publication bearing on the matter. The 
purpose of this letter is to offer an urgent word 
of warning against the intrathecal use of this 
substance. 

Joseph P. Evans, M.D. 

University of Chicago 

Chicago 37. 


GOUT AFTER DIURIL THERAPY 

To the Editor:—An article, “Chlorothiazide (Diur- 
il) as a Hyperuricacidemic Agent,” appeared in 
The Journal (168:2128-2129 [Dec. 20] 1958). I 
have seen two patients with typical acute gout 
after the initiation of chlorothiazide therapy. The 
serum uric acid level in each was high. In each pa¬ 
tient there have been no recurrences for 12 and 18 
months, resjiectively, despite maintenance doses of 

thediug. Arnold H. Kadish, M.D. 

435 N. Roxbury Dr. 

Beverly Hills, Calif. 

THE BIRTH AND DEATH OF SPECIALTIES 

To the Editor:—Dr. lago Galdston’s paper “The 
Birth and Death of Specialties,” which appeared 
on pages 2056-2061 in the Aug. 23, 1958, issue of 
The Journal, was read as the sixth Herman L. 
Reiss Memorial Lecture at the New York Academy 
of Medicine Building on Oct. 28,1957, on invitation 
by the New York Institute of Clinical Oral Pathol¬ 
ogy. We believe that the readers of The Journal 
might like to have this additional information, since 
there was no reference to it in the footnote when 
the paper was published. 

Theodor Blum, D.D.S., M.D. 
101 E. 79th St. 

New York 21. 
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INTERNAL MEDICINE 

Glutamic Acid Treatment of Hepatic Coma; Report 
on 10 Patients Treated and Review of 127 Cases 
Reported in Literature. T. Bennike. Bibl. Iffiger 
150:317-330 (No. 4) 1958 (In Danish) [Copenhagen]. 

Ten cases of hepatic coma in middle-aged or 
elderly patients were treated witli glutamic acid. 
A certain improvement, usually transitory, resulted 
in half the cases. A possible precipitating factor 
was demonstrated in 4 of these patients. Of the 5 
patients who did not respond to the treatment 4 
were women past menopause. The 127 published 
cases of hepatic coma treated with glutamic acid 
during the last 3 years were mainly in patients 
uatli hepatic cirrhosis or subacute chronic hepatitis; 
only 15 had acute hepatitis. Improvement, usually 
transitory, occurred in less than half the number, 
but was seen in half the cases where the condition 
had probably been precipitated by exogenic factors. 
Glutamic acid treatment is symptomatic and di¬ 
rected to the neurologic manifestations of the he¬ 
patic coma. Ammonia intoxication is considered 
one of tlie factors in the pathogenesis of hepatic 
coma, but even in gravely comatose patients am¬ 
monia values in the blood may sometimes be nor¬ 
mal. The increased ammonia concentration in the 
blood is presumably only an indication of a deep- 
seated disturbance in the N metabolism. 

Malignant Pseudomembranous Staphylococcus En¬ 
teritis. E. Sivertssen and E. Juel. Tidsskr. norske 
Isegefor. 78:993-994 (Oct. 15) 1958 (In Norwegian) 
[Oslo]. 

In the Central Hospital in Trondheim a case of 
malignant pseudomembranous staphylococcus en¬ 
teritis in a boy aged 7 with diabetes mellitus was 
treated successfully. The enteritis originated 3 to 4 
days after the start of tetracycline treatment for 
bronchopneumonia. The patient’s long-continued 
unconsciousness is attributed mainly to a toxic 
effect on the cerebrum. The condition of shock 


The place of publication of the periodicals appears in brackets pre¬ 
ceding each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi¬ 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Bequests for periodicals should be 
addressed “Library, American Medical Association.” Periodical files 
cover 1950 to date only, and no pholoduplication services are available. 
No charge is made to members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicab pub¬ 
lished by the American ^^edical Association are not available for lending 
9Ut..can be supplied on purchase order. Reprints as a rule are the 
property of authors and can be obtained for permanent possession only 
from them. 


with brain anoxia, dehydration, and electrolyte 
disturbances may have played a part. The diabetes 
was in the main under control and the renal func¬ 
tion was good. Treatment of malignant pseudo¬ 
membranous staphylococcus enteritis must first of 
all be directed to terminating the condition of 
shock and providing adequate supply of fluid. Im¬ 
mediate start of treatment with a specific anti¬ 
biotic is of vital importance. Most pathogenic 
staphylococci are still sensitive to erythromycin, 
but increasing resistance is reported. The staphy- ; 
lococci in the case described became resistant to 
erytliromycin after a week’s treatment. 

The Use of Exchange Transfusion in Acute Renal 
Failure. R. K. Smiley. Canad. M. A. J. 79:740-742 
(Nov. 1) 1958 [Toronto, Canada]. 

Smiley points out that attempts to use exchange 
transfusion in the management of renal failure 
began in 1926, when Nyiri showed that cross trans¬ 
fusion between normal and uremic dogs would 
remove nitrogenous products from the uremic 
dogs. The first exchange transfusion in an adult 
was performed in France in- 1947, and in 1949 
Bessis recommended the exchange of tlie equivalent 
of a patient’s total blood volume every 2 or 3 days 
in tlie management of renal failure. Since then the 
technique has been used in patients with renal 
failure by several French and American authors. 
The case reported in this paper was that of a 31- 
year-old woman who was hospitalized in her sixth 
month of pregnancy because fetal movements had 
not been felt for one month. Nine days after ad¬ 
mission, the patient delivered a macerated stillborn 
fetus. There was no unusual bleeding and she was 
discharged 5 days later. 

Nine days after discharge the patient was re- , 
admitted because of profuse vaginal bleeding. L' 
Dilatation and curettage of tlie uterus were per- 
formed at once, but bleeding continued. Continuous 
blood transfusions were begun, and a hysterectomy 
was performed. Acute renal failure with severe • 
prolonged oliguria occurred after this patient had 
received 500 cc. of incompatible blood while anes¬ 
thetized. The subsequent clinical course and tlie 
attendant biochemical changes were similar to 
those that have been described in many patients 
with acute renal failure of diverse etiology. The 
presence of decreased prothrombin activity and 
thrombocytopenia with a markedly prolonged 
bleeding time during the bleeding phase immedi¬ 
ately after infusion of the incompatible blood was 



176/528 


MEDICAL LITERATUBE ABSTRACTS 


J.A.M.A., Jan. 31, 1959 


confirmed. Measurements of plasma fibrinogen 
were not made, but the coagulation time was 
normal and a firm clot formed. 

Exchange transfusion was performed on the 15th 
day of oliguria when the patients condition, char¬ 
acterized by coma and repeated convulsions, was 
judged to be desperate. These serious manifesta¬ 
tions disappeared during the exchange procedure 
and did not recur although the urine output did 
not exceed 500 cc. until the fifth day after the ex¬ 
change transfusion. After that the patient became 
progressively more alert. Her convalescence was 
slow and marked by polyuria and thirst. Five 
months after the episode of renal failure, the pa¬ 
tient was asymptomatic. Routine examinations of 
the blood and urine revealed normal results. While 
the French investigators had suggested that the 
exchange procedure be repeated every second day 
in order to remove an amount of urea calculated to 
be equal to the amount which would be produced 
in 2 days, in the case reported here, the improve¬ 
ment was maintained throughout the subsequent 
days of oliguria, and so the procedure was not 
repeated. 

SURGERY 

The Patella in Degenerative Joint Disease; A Clin- 
icopathologic Study. R. A. Haliburton and C. R. 
Sullivan. A. M. A. Arch. Surg. 77:677-683 (Nov.) 
1958 [Chicago]. 

A total of 154 patellectomies were performed on 
136 patients with degenerative disease of the pa- 
tellofemoral joint at the May'O Clinic between 
1950 and 1954. There were 85 female and 51 male 
patients betrveen the ages of 15 and 58 years. The 
patients complained of pain, and associated com¬ 
plaints were locking, instability, stiffness, crepitus, 
and swelling. Physical findings were tenderness, 
crepitus, effusion, and limitation of motion. Forty- 
five patients had a history of trauma, and 20 had 
one of recurrent dislocation of the patella. Seventy- 
two patients were 30 lb. (13.6 kg.) or more over¬ 
weight. One hundred nineteen patellas removed 
from 41 male and 68 female patients (with both 
patellas removed from 10) were subjected to 
pathological examination and graded according to 
the degree of degenerativ'e change. Twenty^-eight 
patellas were classified as grade 1, i. e., cartilage 
degeneration with absence of or slight marginal 
hyperplasia; 58 patellas showed grade 2 cartilage 
degeneration with well-marked marginal hypier- 
plasia, and 33 grade 3 with gross distortion in the 
shape’of the patella, with eburnation of the artic¬ 
ular surface. Seventy-four of the 109 patients were 
followed up for 2 to 7 years after the patellectomy; 
in general the patients were well satisfied with the 
results of the surgical measures, and the patients 
-- who had patellar degeneration of grade 3 were 
the most satisfied group. 


Advanced degenerative disease of the patello- 
femoral joint is commoner among women than 
among men. The patellas of these patients are 
worn out on the lateral side and have a character¬ 
istic appearance. The higher incidence among 
women is probably the result of increased tendency 
for the patella to displace laterally, either from 
dysplasia of the joint or from the more acute valgus 
alignment of the knee in women. Patellectomy for 
degenerative joint disease gives subjective im¬ 
provement in a high proportion of patients, par¬ 
ticularly those with advanced disease. 

Extrapleural Pneumolysis and Pulmonary Tuber¬ 
culosis: Preliminary Hospital Results in a Series of 
200 Cases. G. G. I. Gordon. East African M. J. 
35:527-532 (Sept.) 1958 [Nairobi, Kenya]. 

The author reports on 200 consecutive patients, 
behveen the ages of 12 and 74 years, who under¬ 
went extrapleural pneumolysis for pulmonary 
tuberculosis and were followed up postoperatively 
for periods varying from a few months to about 
2% years. In general, the operation was performed 
on patients with disease severely affecting the upper 
lobe, with or without lesions in other areas. The 
relative indications were failure of antibiotic ther¬ 
apy, failure of artificial pneumothorax or pneumo¬ 
peritoneum, and persistent hemoptysis when un¬ 
controlled by other measures. Full antibiotic cover 
was considered essential, both during and after 
the surgical intervention. Surgical complications 
were as follows; Marked hemorrhage into the 
extrapleural space, requiring blood transfusion, oc¬ 
curred in 7 patients; severe surgical emphysema 
occurred in 6 patients, contralateral’-spread in 6 
patients, air embolism in 5 patients, tuberculous 
infection of the extrapleural space in 5, pyogenic 
infection of the space in 4, and serious mental 
symptoms in 2. Eleven patients died, representing 
an operative mortality of 5.5%. Death resulted 
from air embolism in 3 patients, from anesthesia 
in 2, from respiratory failure in 2, from tuberculous 
empyema in 2, from pulmonary embolism in 1, 
and from hemoptysis in 1. Considering the fact 
that most of the patients had extensive pulmonary 
tuberculosis which had not responded to prolonged 
routine therapy and that the operation was often 
performed on a last-hope basis, this mortality rate 
seems low. Conversion of the sputum from posi¬ 
tive to negative resulted in 179 patients (89%). This 
greatly exceeded the sputum conversion rate among 
patients treated by administration of antibiotics 
and simple collapse methods. Ten patients were 
therapeutic failures. 

The early results obtained in these patients are 
encouraging and extrapleural pneumolysis, there¬ 
fore, is considered to have a definite place in the 
treatment of the African with pulmonary tuber¬ 
culosis. Extrapleural pneumolysis is perhaps the 
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simplest of the major .surgical inlcrvcnlions used 
in the treatment of pulmonary tuberculosis, ft is 
of particular value in undeveloped countries in 
which the facilities for resection are not readily 
available. It may be indicated i\i patients in whom 
resection cannot be performed, as in those with 
disseminated lesions or with greatly reduced respir- 
•atory capaciW. 

Sudeck’s Atrophy and the Shoulder-Hand Syn¬ 
drome. J. G. Taylor. Proc. Roy. Soc. Med. 51:879- 
883 (Oct.) 1958 [London]. 

The author believes that Sudeck’s atrophy (patchy 
hone atrophy [osteoporosis] after injury) and the 
shoukler-hand syndrome (Steinbrocker 1947) arc 
related conditions. He discusses 10 cases of Sudeck’s 
atrophy and 6 of the shoulder-hand syndrome. 
Sudeck’s atrophy occurs most commonly after in¬ 
jury in the vicinity of the wrist or ankle joints. In 
tliis series fracture of the lower end of the radius 
was the usual preceding injury. There are 4 char¬ 
acteristic features of the conditions: loss of motor 
function, pain, vasomotor disturinmee, and osteo¬ 
porosis. After the causative injury there is usually 
early swelling with difficulty in finger or toe move¬ 
ments; there is diffuse pain in the iiand and wrist 
(or foot and ankle) which is not relieved by im¬ 
mobilization; the extremity becomes hot, red, and 
puffy with loss of the normal fine creases in the 
skin; hyperesthesia or paresthesia may be present; 
there is increasing stiffness of hand or foot in which 
spasm seems to play a part. When the complication 
follows a Colles’ fracture the symptoms may de¬ 
clare themselves soon after the injury or not be¬ 
come manifest until after the plaster is removed. 
Osteoporosis is obvious at about 6 weeks. The 
osteoporosis affects the cancellous tissue of the 
carpus, the lower ends of the radius and ulna and 
the extremities of the metacarpals and phalanges, 
and later their shafts. In the foot the corresponding 
bones are affected. 

The shoulder-hand syndrome is a more extensive 
disability. Sometimes the disability of the hand 
may precede that of the shoulder, but usually for 
the first few weeks or months there is a painful, 
stiff, tender shoulder and a hyperemic swollen, 
painful hand with smooth taut skin and limited 
finger movement. Sometimes, however, the hand 
may be cold, purple, and sweating. Thereafter the 
disorder may resolve, or diffuse pain in the shoulder 
and arm may persist with increasing atrophic 
changes, stiffness, and osteoporosis of the hand, 
but decrease of swelling, and coldness instead of 
heat. The final stage is one of permanent disability, 
hut it may resolve spontaneously. The shoulder- 
hand syndrome sometimes follows injury such as a 
tear of the rotator cuff, but it has been observed 
also after myocardial infarction, hemiplegia, cer¬ 
vical nerve root irritation, or herpes zoster. 


Of the 10 cases of Sudeck’s atrophy observed by 
the author 9 occurred in women, 8 of them after 
fracture of the wrist. In 4 of the 6 patients with 
the shoulder-hand syndrome the disorder was pre¬ 
ceded by injury to the shoulder, in 1 by a cardiac 
infarct and in 1 no etiological factor was found. 
The treatment is the same for both conditions. 
Elevation was used to reduce swelling of the hand 
and the patients were instructed to perform such 
finger, hand, and shoulder movements as they could 
do without increasing their pain. During the stage 
of spontaneous pain physiotherapy and intensive 
active exercises aggravated the s\onptoms. When 
the pain had subsided, u'ax baths and active ex¬ 
ercises became helpful in restoring movement. 
Sympathetic ganglion block, carried out in the 
severe cases, produced permanent improvement in 
only 1 of the patients. In the others the effect was 
only temporary. Cortisone therapy was tried in 3 
patients; it failed in 2 patients with the shoulder- 
hand syndrome, bi\t produced improvement and 
finally recovery in a patient with Sudeck’s atrophy. 
The final outcome was fairly satisfactory, in that 6 
of those with Sudeck’s atrophy recoN-ered in about 
10 months; in 3 slight disability remained, and in 1 
severe disability’. Of tbe 6 patients with the shoul¬ 
der-hand syndrome 4 made a complete recovery', 1 
has slight residual stiffness, and 1 had severe 
shoulder and band disability after 2 years. 

Chemopallidectomy for Relief of Parkinson’s Dis¬ 
ease with Remarks on Selection of Cases for Op¬ 
eration and Improvements in Surgical Technique. 
J. M. Meredith. J. South Carolina M. A. 54:357-363 
(Oct.) 1958 [Florence]. 

The most hopeful approach to tbe neurosurgery 
of Parkinsonism is destructive chemical surgery of 
the basal ganglia, particularly of the globus pal- 
lidus or portions of the thalamus. The majority of 
neurosurgical clinics in this country' favor either 
(1) cbemopallidectomy by' means of alcohol injec¬ 
tion into the basal ganglia, or (2) the pallidotomy 
knife-cutting technique of McKinney'. Ultrasound 
techniques that are utilized now in some of the 
research centers are so elaborate and time-consum¬ 
ing that they' are not very' practical and feasible for 
most hospitals in which Parkinsonism patients are 
being operated on. 

With reference to the selection of patients with 
Parkinson’s disease for chemopallidectomy, the 
most important contraindications are pseudobulbar 
sy'mptoms, mental deterioration, vegetative signs, 
spontaneous hyperthermia and excessive sweating 
and salivation, respiratory difficulties such as un¬ 
controllable hyperpnea, and psy'chiatric disorders. 
Physiologic signs of senility' also contraindicate 
surgery, but- chronologic aging, per se, does not. 
Parkinsonian patients with unilateral or bilateral 
symptoms and none of the foregoing contraindica- 
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of 50 and 70 year.';. Fifty-three patients (44.1%) had 
obtained c.vcellent results, 32 (26.6%) good results, 
21 (17.5%) satisfactory results, and 14 (11.8%>) poor 
results. Only 21 (17%) of tlie 120 patients com¬ 
plained of residual back pain. Adding spine stabili¬ 
zation procedures to simple disk excision did not 
cause any increased incidence of morbidity in this 
series of patients as compared with those under¬ 
going only a simple disk excision. The average 
duration of the patient’s stay in the hospital was 
18.4 days, which was not much longer than tliat 
of patients on whom only the simple procedure 
was performed. The results obtained were far from 
perfect but with increased attention to the finer 
details of spine fusion technique they can be im¬ 
proved. Although some of the patients exhibited 
a pseudarthrosis, these spines were remarkably 
stable due to dense fibrous tissue formation result¬ 
ing in a decrease in back pain. 

Surgeons who evaluate end results on a basis of 
relief of sciatica alone tend to ignore a major disa¬ 
bility’ factor. Backache is the cause of more chronic 
disability than nerve pain from sciatica. No end- 
result study can be accepted unless it is based on 
an evaluation at least 4 to 5 years after surgical in- 
ten'ention. The reported data suggest that a spine 
fusion procedure should be performed on all pa¬ 
tients from whom a ruptured or herniated inter¬ 
vertebral disk is removed. Most patients with 
simple disk excision will undergo svrbsequent de¬ 
generative changes in the facet joints of the lumbar 
spine. Patients who have had a disk removed and 
later require a fusion dread the second operation 
much more than the first, and all degrees of anxiety 
and psychoneurosis may be seen in these patients. 
The authors have been unable to arrive at any 
reliable criteria for differentiating among those 
patients who wilt not need spine stabilization and 
those in whom back pain will be so incapacitating 
that a second operation for spine stabilization 
should be performed. Pantopaque, altliough be¬ 
lieved to be rapidly absorbed in the subarachnoid 
space, was observed to be present in significant 
amounts as long as 10 years after myelography. 
However, no significant reactions were noted to 
the prolonged presence of the Pantopaque me¬ 
diums. 

Sarcoidosis of the Small Intestine (Its Relation to 
Crohn’s Regional Ileitis). M. Janbon and L. Bert¬ 
rand. Presse med. 66:1491-1494 (Oct. 1) 1958 (In 
French) [Paris]. 

The authors report on a 30-year-old woman in 
whom a progressive obstruction of the small intes¬ 
tine developed while she was subjected to a com¬ 
bined antituberculous treatment for acute rniliary 
tuberculosis of the lungs. Mycobacterium bacilli 
were absent in the sputum, in tlie gastric juice, and 
in the feces; repeated tuberculin tests were nega 


tive. Roentgenograms of the gastrointestinal tract 
made during the subacute phase of bowel obstruc¬ 
tion showed delayed passage and considerable 
dilatation alternating wth narrowing of the jejuno¬ 
ileal loops. Roentgenograms of the chest did not 
show any pulmonary lesion which was seen two 
months previously, thus the antituberculous treat¬ 
ment seemed to have completely and spontaneously' 
cured the acute miliary tuberculosis of the lungs. 
Laparotomy revealed more or less stenosed, fleshy’ 
thickening at various parts of the intestinal wall, 
more marked in the terminal ileum and extending 
to the jejunum. There was no ulceration of the 
mucous membrane and no enlargement of the 
mesenteric lymph nodes. The operative specimen, 
which consisted of 15 cm. of the most stenosed 
segment of the terminal ileum, disclosed numerous 
sarcoid tubercules with a few' giant cells, but tliere 
were no signs of necrosis. Confluent masses of 
sarcoid lesions were more frequent in the sub¬ 
mucosal areas, but involvement of the muscular 
coat and of the subperitoneal coat were also seen. 

The administration of cortisone W’as started 15 
days after the operation in doses of 50 mg. daily’ for 
one month. The patient’s postoperative improve¬ 
ment was slow and was probably aided by cortisone 
therapy. Her clinical cure has now' been maintained 
for fom years, and she leads a normal life. The 
autliors do not share the opinion concerning corre¬ 
lation between tuberculosis and sarcoidosis, and 
believe that tlie rare condtion of sarcoidosis of the 
ileum should be differentiated from Crohn’s re¬ 
gional ileitis as well as from tuberculosis. 

Multiple Cancers in Colon Surgery’: Report of 162 
Cases. R. A. McGregor and H. E. Bacon. Surgery 
44:828-833 (Nov.) 1958 [St. Louis], 

Of 1,788 patients with microscopically verified 
cancer of the colon and the rectum who were ad¬ 
mitted to the department of proctology of Temple 
University Medical Center betiveen September, 
1940, and May, 1958, 162 (9.1%) had multiple pri¬ 
mary malignancies. There were 90 men and 72 
women. Ninety'-four of these 162 patients had mul¬ 
tiple primary lesions of the large intestine alone, an 
incidence of 58.1% among the patients with multi¬ 
ple primary malignancy and an incidence of 5.3% . 
among the total number of patients w'ith cancer of 
the colon and rectum. The remaining 68 patients 
(41.9%) had involvement of large intesHne and of 
organs or systems other than the colon. Of the 91 
patients w'ith multiple primary lesions of the large 
intestine alone, 60 w’ere men and 34 were women. 

In addition to these 60 men, there were 9 men witii 
second or third primary cancers in the upper gas¬ 
trointestinal tract. Only 1 woman in the entire 
series had a second carcinoma involving the upper 
gastrointestinal tract. These data suggest that men 
show a definite predisposition to involvement.of 
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tions are potentially good candidates for chemo- 
pallidectomy provided definite progression of the 
disease, failure of medical therapy, and a marked 
degree of involvement justify this course of action. 
Most patients over 60 to 62 years of age, especially 
those in wheel chairs or bedridden with over¬ 
salivation or other symptoms listed above, should 
not be operated on in the present state of knowl¬ 
edge and experience. Almost all witers today agree 
that the ideal candidate for the operation is under 
60 years of age, preferably with only one side 
grossly involved, with poor response to medication, 
still ambulatory and in good general condition, but 
with diminished earning power. 

With these restrictions in the selection of pa¬ 
tients, and with the meticulous use of either (1) the 
chemopallidectomy technique using alcohol, or (2) 
the McKinney’s subcortical pallidotomy knife cut¬ 
ting procedure, good results can be obtained in 
approximately 60 to 70% of patients with Parkin¬ 
sonism chosen for operation. Statistically, there¬ 
fore, there is as much if not more justification for 
neurosurgical treatment of Parkinsonism as there 
is for neurosurgical treatment of intractable pain, 
focal epilepsy, and other diseases which merit the 
attention of neurosurgeons. The general practi¬ 
tioners, who care for the large population of 
Parkinsonism patients, should now consider neuro¬ 
surgical intervention as one possibility in the treat¬ 
ment of selected patients with moderately advanced 
lesions. Neurologists can consider the fact that 
neurosurgery has produced satisfactory relief for 3 
years or longer in many patients with Parkinsonism. 

Gastric Ulcer! Survey of the Rhode Island Hospital 
Cases in the Ten-Year Period from 1946 through 
19551 J. R. Bernardo, C. H. Soderberg and A. V. 
Migliaccio. Surgery 44:804-812 (Nov.) 1958 [St. 
Louis]. 

Of 519 patients with gastric ulcer who were ad¬ 
mitted to the Rhode Island Hospital between 1946 
and 1955, 142 were treated medically and 377 sur¬ 
gically. There were 364 male patients and 155 
female patients between the ages of 10 and more 
than 81 years. Of the 364 male patients, 331 had 
benign ulcers and 33 had malignant ulcers; of tlie 
155 female patients, 138 had benign ulcers and 17 
had malignant ulcers. Duration of symptoms in the 
entire group of 519 patients averaged 4.7 years, as 
compared with an average duration of 1.3 years in 
the group with malignant ulcers. There was no 
difference in significant weight loss between the 
patients with benign and malignant ulcers. The 
incidence of massive hemorrhage was higher (11%) 
among the patients with benign ulcer than that 
(4%) among the patients with malignant ulcer. The 
presence of a duodenal ulcer does not rule out 
malignancy in an associated gastric ulcer, since 3 


(6%) of the 50 patients with malignant ulcer had 
an associated duodenal ulcer. Multiple gastric 
ulcers were associated only with benign lesions. 

Of the 469 patients with benign ulcer, 179 were 
tested for free acid and 25 (14%) of these showed 
absence of free acid; thus a significant number of 
patients with benign gastric ulcer had achlorhydria. 
Of the 30 patients with malignant ulcer who under¬ 
went this test, 12 (24%), however, had elevated 
acid values of 41 and more units. Therefore, the 
determination of free acid cannot be considered a 
reliable diagnostic tool. Gastroscopy has been un¬ 
reliable in the authors’ experience. Gastrointestinal 
roentgenographic examinations were performed on 
301 of the 519 patients. Of 151 patients whose ulcer 
was considered benign roentgenographically 10 had 
malignant ulcers, the accuracy of the diagnosis be¬ 
ing 93.8%. Of 36 patients with a roentgen diagnosis 
of malignant ulcer, a pathological diagnosis of 
malignant ulcer was made in 11 (23.4%). The over¬ 
all x-ray accuracy on both benign and malignant 
lesions was 78%, which is only slightly lower than 
the 85 to 90% reported by other workers. With in¬ 
creasing size of a gastric ulcer the chance of its 
being malignant, increases as a rule, but the 5 
largest ulcers, all over 6 cm. in diameter, were 
benign. Thus the size of the ulcer, although it is 
of some help in determining the presence of malig¬ 
nancy, cannot be taken as a reliable guide to the 
difierential diagnosis of the individual lesion. Be¬ 
nign ulcers are more common in all areas of the 
stomach compared with the malignant ones. About 
1 out of 5 lesions of the antrum, excluding the 
prepyloric area, was maligant. One out of 7 ulcers 
in the prepyloric area proved to be malignant. 

Of the 142 patients treated medically, 17 (12%) 
died, including 12 dying from hemorrhage so severe 
as to prevent their being brought into condition for 
surgical treatment. Of the 377 patients treated sur¬ 
gically, 25 (6.67o) died. Subtotal gastrectomy was 
performed electively for gastric ulcer on 318 of the 
377 patients; a high rate of minor complications 
(30%) and an operative mortality rate of 4.1% was 
noted. 

Intervertebral Disc Removal and Spine Fusion. 
E. L. Compere, W. Schnute, C. L. Compere and 
R. G. Thompson. Am. J. Surg. 96:624-630 (Nov.) 
1958 [New York]. 

Of 154 patients witli herniated intervertebral 
disk lesions who were operated on by the authors 
between 1945 and 1952 and were subjected to 
spine fusions combined with surgical removal of 
the disk, 120 answered a questionnaire which was 
sent to them in an attempt to evaluate the end- 
results. Of these 120 patients who had been fol¬ 
lowed for periods of from 4 to 11 years, 83 were 
between the ages of 31 and 50 years, 17 were less 
than 30 years of age and 20 were between the ages 
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of 50 and 70 years. Fifty-three patients (44.1%) had 
obtained excellent results, 32 (26.6%) good results, 
21 (17.5%) satisfactory results, and 14 (11.8%) poor 
results. Only 21 (17%) of the 120 patients com¬ 
plained of residual back pain. Adding spine stabili¬ 
zation procedures to simple disk excision did not 
cause any increased incidence of morbidity in this 
series of patients as compared with those under¬ 
going only a simple di.sk excision. The average 
duration of the patient’s stay in the hospital was 
18.4 days, which was not much longer than that 
of patients on whom only the simple procedure 
was performed. The results obtained were far from 
perfect but with increased attention to the finer 
details of spine fusion technique they can be im¬ 
proved. Although some of the patients exhibited 
a pseudarthrosis, these spines were remarkably 
stable due to dense fibrous tissue formation result¬ 
ing in a decrease in back pain. 

Surgeons who evaluate end results on a basis of 
relief of sciatica alone tend to ignore a major disa- 
bilih' factor. Backache is the cause of more chronic 
disability than nerve pain from sciatica. No end- 
result stud}’ can be accepted unless it is based on 
an evaluation at least 4 to 5 years after surgical in- 
ters'ention. The reported data suggest that a spine 
fusion procedure should be performed on all pa¬ 
tients from whom a ruptured or herniated inter¬ 
vertebral disk is removed. Most patients with 
simple disk excision will undergo subsequent de¬ 
generative changes in the facet joints of the lumbar 
spine. Patients who have had a disk removed and 
later require a fusion dread the second operation 
much more than the first, and all degrees of anxiety 
and psychoneurosis may be seen in these patients. 
Tire authors have been unable to arrive at any 
reliable criteria for differentiating among those 
patients who will not need spine stabilization and 
those in whom back pain will be so incapacitating 
that a second operation for spine stabilization 
should be performed. Pantopaque, although be¬ 
lieved to be rapidly absorbed in the subarachnoid 
space, was observed to be present in significant 
amounts as long as 10 years after myelography. 
However, no significant reactions were noted to 
the prolonged presence of the Pantopaque me¬ 
diums. 

Sarcoidosis of the Small Intestine (Its Relation to 
Crohn’s Regional Ileitis). M. Janbon and L. Bert¬ 
rand. Presse med. 66:1491-1494 (Oct. 1) 1958 (In 
French) [Paris]. 

The authors report on a 30-year-old woman in 
whom a progressive obstruction of the small intes¬ 
tine developed while she was subjected to a com¬ 
bined antituberculous treatment for acute miliary 
tuberculosis of the lungs. Mycobacterium bacilli 
were absent in the sputum, in die gastric juice, and 
in the feces; repeated tuberculin tests were nega¬ 


tive. Roentgenograms of the gastrointestinal tract 
made during the subacute phase of bowel obstruc¬ 
tion showed delayed passage and considerable 
dilatation alternating xvith narrowing of the jejuno¬ 
ileal loops. Roentgenograms of the chest did not 
show any pulmonary lesion which was seen two 
months previously, tiius the antituberculous treat¬ 
ment seemed to have completely and spontaneously 
cured the acute miliary tuberculosis of the lungs. 
Laparotomy revealed more or less stenosed, fleshy 
thickening at various parts of the intestinal walk 
more marked in the terminal ileum and extending 
to the jejunum. There was no ulceration of the 
mucous membrane and no enlargement of die 
mesenteric lymph nodes. The operative specimen, 
which consisted of 15 cm. of the most stenosed 
segment of the terminal ileum, disclosed numerous 
sarcoid tubercules with a few giant cells, but there 
were no signs of necrosis. Confluent masses of 
sarcoid lesions were more frequent in die sub¬ 
mucosal areas, but involvement of the muscular 
coat and of the subperitoneal coat were also seen. 

The administration of cortisone was started 15 
days after the operation in doses of 50 mg. dail}’ for 
one month. The patient’s postoperative improve¬ 
ment was slow and was probably aided by cortisone 
therapy. Her clinical cure has now been maintained 
for four years, and she leads a normal life. The 
authors do not share the opinion concerning corre¬ 
lation between tuberculosis and sarcoidosis, and 
believe that the rare condtion of sarcoidosis of the 
ileum should be differentiated from Crohn’s re¬ 
gional ileitis as well as from tuberculosis. 

Multiple Cancers in Colon Surgery: Report of 162 
Cases. R. A. McGregor and H. E. Bacon. Surgery 
44:828-833 (Nov.) 1958 [St. Louis]. 

Of 1,788 patients witii microscopically verified 
cancer of the colon and the rectum who were ad¬ 
mitted to the department of proctology of Temple 
University Medical Center between September, 
1940, and May, 1958, 162 (9.1%) had multiple pri¬ 
mary malignancies. There were 90 men and 72 
women. Ninety-four of these 162 patients had mul¬ 
tiple primary lesions of the large intestine alone, an ■ 
incidence of 58.1% among the patients with multi¬ 
ple primary malignancy and an incidence of 5.3% . 
among the total number of patients with cancer of 
the colon and rectum. The remaining 68 patients 
(41.9%) had involvement of large intestine and of 
organs or systems other than the colon. Of the 94 
patients with multiple primary lesions of the large 
intestine alone, 60 were men and 34 were women. 

In addition to tliese 60 men, there were 9 men with 
second or third primar}’ cancers in the upper gas¬ 
trointestinal tract. Only 1 woman in the entire 
series had a second carcinoma involving the upper 
gastrointestinal tract. These data suggest tiiat men 
show a definite predisposition to involvement of 
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the gastrointestinal tract. Twenty-nine (40%) of the 
total number of 72 female patients had cancer of 
the large intestine and in addition primary malig¬ 
nant neoplasia of the sex organs and breast. 

It is evident that multiple primary malignancy, 
of the large intestine at least, is not a rare or even 
an unusual phenomenon. Any patient with a carci¬ 
noma of the rectum or the colon has an increased 
risk of cancer occurring at other sites, simultane¬ 
ously or at different time intervals. The relative 
incidence of primary multiple cancer may be high 
or low according to the various reports by other 
workers, but the fact that it is a definite possibility 
is the important point. All physicians must be alert 
to this possibility and must abide by the following 
rules when a cancer patient is dealt with; 1. Pre¬ 
operative investigations should include a careful 
physical examination, proctosigmoidoscopy, and 
roentgenologic examinations. In men, upper gastro¬ 
intestinal roentgenograms are advisable. The slight¬ 
est gastrointestinal symptom in women should 
warrant barium meal studies. 2. During surgical 
intervention meticulous exploration of the colon 
and of all abdominal organs should be performed. 
Coloscopy often reveals lesions missed by palpa¬ 
tion. 3. After the operation patients should be 
checked at regular intervals, both clinically and 
roentgenographically. Each patient should remain 
on the cancer detection list because of the possi¬ 
bility that an additional primary cancer may occur 
even though the patient’s survival time, whether it 
be 5, 10, or even 20 years, suggests theoretically a 
surgical cure. 

Significance of Peroperative Cholangiography in 
the Management of Gallbladder Disease. P. A. 
Ykelenstam. A. M. A. Arch. Surg. 77:684-688 (Nov.) 
1958 [Chicago]. 

The author reports on 20 men and 80 women, 
between the ages of 27 and 88 years, with gall¬ 
bladder disease, who were operated on at the St. 
Canisius Hospital in Nijmegen, The Netherlands, 
and on whom cholangiography was routinely per¬ 
formed in the course of cholecystectomy. A com¬ 
parison was made with a series of 100 patients in 
whom the gallbladder was removed without the 
aid of cholangiography in the course of the surgical 
intervention. Conventional indications for explora¬ 
tory examination of the biliary system were present 
in 64 of the 100 patients operated on with the aid 
of cholangiography. Shadows were revealed by the 
cholangiography in 19 patients, and in 3 of them 
the shadows were suspected to be ascribable to air 
bubbles. Occlusion of the papilla of Vater appeared 
on roentgenographic evidence to be present in 10 
patients and was confirmed by exploration in 8; in 
16 patients the duodenum did not fill with contrast 
medium after a single injection; after a second 


injection no filling was observed in 12 patients. In 
8 patients this appeared to be due to the presence 
of a calculus in the papilla. In the remaining 4 
patients no pathological changes or calculi were 
found. In 15 of 37 patients wiA a history of jaun¬ 
dice, roentgenograms of the opacified area revealed 
shadows (probably caused by calculi); in the course 
of the ensuing choledochotomy stones were actu¬ 
ally found. 

The reported data suggest that unnecessary ex¬ 
ploration of the bile ducts was prevented in 40 
patients, so that drainage of the common bile duct 
could be avoided and, consequently, the risk of 
complications reduced and the time of hospitaliza¬ 
tion shortened. In 4 patients exploration did not 
yield any results, and in 3 of them the presence of 
air bubbles had been suspected previously. In 5- 
patients in whom no indications for choldochotomy 
appeared to be present, the cholangiogram revealed 
shadows caused by stones and, on exploration, 
stones were found. This experience alone would 
seem to be sufficient justification for the routine 
performance of contrast roentgenography during 
cholecystectomy. There were indications for ex¬ 
ploration of the common bile duct in 56 of the 100 
patients in tlie control series. Exploration was.per¬ 
formed in 50 of the 56 patients, and in 23 of the 50 
patients exploration proved to be unnecessary. The 
use of cholangiography in the course of surgical 
intervention is recommended in all operations per¬ 
formed on the basis of suspected gallstones or 
biliary obstruction, hypersensitivity to iodine or the 
patient’s precarious condition being among the 
only reasons for abandoning this type of examina¬ 
tion. With adequate technique and sufficient expe¬ 
rience, cholangiography performed in the course 
of surgical intervention is considered a reliable 
diagnostic aid in establishing the presence of calculi 
in the bile ducts. 

Metastasized Malignant Thymoma and Myasthenia 
Gravis. M. R. Poinsi, J. Chapin, H. Payan and 
G. Darcourt. Presse med. 66:1506-1508 (Oct. 1) 
1958 (In French) [Paris]. 

Malignant thymoma metastasizing to the liver 
was found to be the cause of death in a 24-year-old 
woman. Severe asthenia and loss of weight which 
had existed for three years had been attributed to 
over-exertion. Fluoroscopic examination revealed 
a shadow of doubtful significance in the middle 
mediastinum. The patient’s condition gradually 
grew worse during the next two years; severe 
muscular disorders appeared, and she had difficulty 
in swallowing, in chewing, and in talking. Neuro¬ 
logical examination revealed myasthenia grayis 
which was typical except for the fact that it could 
not be brought under control by the administration 
of prostigmin. Roentgenograms of the thorax made 
from the anteroposterior and lateral plane showed 



Vol. 169, No. 5 


MEDICAL LITEEATURE ABSTHACTS 


181/533 


enlargement of the thymus. On abdominal palpa¬ 
tion the outlines of the liver were found to be 
irregular and bosselated. Laparoscopy revealed a 
t)'pical secondary neoplasia. The operative inter¬ 
vention undertaken for the purpose of removing 
the thjanic tumor disclosed a large (10 cm. in ver¬ 
tical diameter, and 7 cm. in horizontal diameter) 
lobulatcd and woody thjTnus, which was inoper¬ 
able, extending to the middle portion of the medi¬ 
astinum on the right side. There was extensive 
metastasis to the liver, characterized by multiple 
nodules (varying in size from a hazelnut to that of 
an apricot) on the left lobe of the liver, and by a 
tumor involving almost completely the right lobe 
of the liver. There was no direct continuity between 
the liver and the thymic tumor. 

A transient improvement was noted in the pa¬ 
tient’s condition after the exploratory thoracotomy, 
and for the period of two months the ingestion of 
from 7 to 8 tablets daily of prostigmin was sufficient 
to alleviate the sjTnptoms. Her liver, however, 
gradually increased in size, severe motor disturb¬ 
ances involved the arms, and difficulty in breathing 
developed despite the administration of 27 tablets 
daily of prostigmin. The patient died of asphyxia 
five montlis after tire operation. Histologic study 
of biopsy specimens taken from the liver and the 
thjnmic tumor revealed a mature th>miic epithelioma 
of complex structure containing epithelial elements 
of different morphologic modifications, and small 
lymphocyte or th^onocyte cells. 

A review of tlie literature shows that malignant 
tumors of the thymus in patients with myasthenia 
gravis are unusual, but the occurrence of metastasis 
to the liver is still more exceptional. 


GYNECOLOGY & OBSTETRICS 

Pathology and Treatment of Mammary-Duct Fis¬ 
tula. D. H. Patey and A. C. Thackray. Lancet 2: 
871-873 (Oct. 25) 1958’ [London]. 

The authors report on 7 women, between the 
ages of 24 and 48 years, with a fistula of a large 
mammary duct near the nipple who were operated 
on at the Middlesex Hospital in London. The 
youngest patient had had no children and the 
oldest had had 2. The condition was associated 
with some degree of retraction of the nipple in 6 
of the 7 patients. The typical history was that of 
the occurrence of a lump eccentrically situated 
under the areola, sometimes but not always with 
the clinical featmes of an abscess. The abscess 
either ruptured or was opened and drained, but 
did not permanently heal. Periods of apparent heal¬ 
ing alternated with periods of discharge from a 
small granulating orifice situated at the margin of 
the areola. The fistulas were excised completely up 
to the opening of the involved duct at the nipple. 
The operative specimens were studied pathologic¬ 


ally. Microscopic examination revealed that the 
condition is associated with a duct lined with 
squamous epithelium, in contradistinction to the 
normal lactiferous ducts which are lined by 2 
layers of cells, the inner columnar epithelium and 
the outer flattened myoephithelium. In 2 specimens, 
the presence of sebaceous glands opening into the 
abnormal duct pointed to a congenital abnormality. 
In others, the abnormal lining of the duct may 
result from squamous metaplasia; there is, how¬ 
ever, evidence against this view and all cases may 
represent a congenital abnormality. 

Mammary-duct fistula is a common cause of per¬ 
sistent or recurrent inflammation and discharge 
after a periareolar abscess. The rational radical 
treatment is complete excision of the fistula and 
the abnormal duct; if exteriorization proves in 
practice to be equally satisfactory, it may be pref¬ 
erable as interfering less with the normal ducts 
of the nipple. 

Cancer of the Breast: A Study of Short Survival in 
Early Cases and of Long Survival in Advanced 
Cases. D. W. Smithers. Am. J. Roentgenol. 80:740- 
758 (Nov.) 1958 [Springfield, III.]. 

The author reports on 2,648 patients with cancer 
of the breast seen at the Royal Marsden Hospital 
in London, England, behveen the years 1937 and 
1953. In 583 (22.0%) of these patients the tumor 
was in stage I and 38 (7.0%) of these died within 2 
years of treatment. At the time of death they had 
distant blood-borne metastases with a predomi¬ 
nance of those in the liver and the brain. The grade 
of tumor had been recorded in 19 of the 38 patients. 
Three of those had grade I tumors, 8 had grade II 
and 8 other patients had grade III tumors. Eleven 
patients had tumors of the inner half of the breast. 
Treatment by surgery and irradiation gives ex¬ 
cellent results as long as the disease is still well 
localized, but these methods fail if blood-stream 
dissemination has occurred. The factors of chief 
importance in judging direction of spread and in 
estimating the chance of dissemination in clinically 
early cases are the grade and size of the tumor, the 
length of history, the site of the tumor, and the age 
of the patient. Standard treatment applied rigidly 
according to the stage alone represents a denial of 
clinical judgment. Unfavorable prognosis should 
limit the use of surgical methods, which may make 
matters worse if a complete success is not war¬ 
ranted. Large medial tumors in stage I with a short 
history are, however, the only ones in which irradi¬ 
ation before mastectomy is often indicated espe¬ 
cially when the patient is obese and difficult to 
examine. 'The prognosis is comparatively bad for 
patients with tumors in the early stages located in 
the inner half of the breast in contrast to those in 
the outer half of the breast. This is due to the fact 
that tumors of the inner half of the breast lead to 
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more frequent involvement of the clinically less 
easily detectable parasternal lymph nodes. Thus 
patients with tumors of the inner half of the breast 
in an eai'ly stage require special care in treatment, 
and the question of preference for surgery or irra¬ 
diation in the less malignant grades is still unde¬ 
cided. Older women tend to wait longer before 
coming for treatment and have therefore a more 
unfavorable stage distribution than younger wom¬ 
en, but age also affects the prognosis in the young 
in as much as hormonal influences are concerned. 
Tumors developing during pregnancy or lactation 
have a relatively bad prognosis whereas those de¬ 
veloping shortly before the menopause may have 
a relatively good one. In all young women before 
tire menopause who have grade III tumors, multi¬ 
centric origin, extensive perivascular or perineural 
lymphatic permeation or involvement of axillary 
fat, an artificial menopause should be considered 
as part of the first planned treatment. 

Another study in 293 patients with cancer of the 
breast, stage IV, admitted to the same hospital 
between 1940 to 1949 showed that 2 patients 
survived 3 years or more; 9 of these were pre¬ 
menopausal and 12 postmenopausal by more tlian 
10 years. There were no 3 year survivors among 
the patients in stage IV who were treated witliin 
10 years after the menopause. In 7 of the 9 patients 
in the premenopausal group, menopause was in¬ 
duced and initial roentgenotherapy was given. 
Three of tlie 7 patients were still alive 13, 10 and 9 
years afterwards (2 with no further treatment other 
than the initial roentgenotherapy and induced 
menopause; 1 at 10 years after the whole thera¬ 
peutic gamut of oophorectomy, adrenalectomy, 
testosterone injections, and further irradiation). The 
remaining 2 of the 9 patients were treated with 
estrogens at the time of their initial roentgeno¬ 
therapy. Eight of the 12 postmenopausal patients 
who survived 3 years or more were given estrogens, 
all had roentgenotherapy and 1 had in addition 
local mastectomy. 

These data show that although early breast 
cancer is regularly curable, some patients may 
nevertheless die within a short time in the course 
of the treatment. The invasiveness and danger to 
life once advanced breast cancer has reached this 
stage cannot well be denied, but estrogen treatment 
combined with irradiation may give some long¬ 
term survivals. 

The Histogenesis of Ovarian Tumours. R. E. Rewell. 
J. Obst. & Gynaec. Brit. Emp. 65:718-726 (Oct.) 
1958 [London]. 

The author reviews observations on several 
hundred ovarian tumors seen chiefiy in one center 
in England and in one in India. A table lists the 
diagnoses in 209 patients at the Women s Hospital, 
Liverpool, England, and in 118 patients at the 
Government Hospital for Women and Children, 


Madras, India. The author saw relatively more rare 
tumors than are listed in the table, because speci¬ 
mens of doubtful and interesting tumors were often 
sent to him from other institutions, so that he esti¬ 
mates that he studied approximately 500 ovarian 
tumors. He found that .adenocarcinoma was rela¬ 
tively more frequent in India than in England, 
there being 37 adenocarcinomas among 118 ovarian 
tumors studied in Madras and only 34 among 209 
in Liverpool. 

He found that the boundaries between many of 
the accepted types of ovarian tumors are much less 
clear than is usually realized, e. g., the granulosa- 
cell and thecal-cell tumor form a continuous series, 
nor can some Brenner tumors be divided from tliem 
sharply, while these again merge into some types 
of pseudomucinous cystadenoma. These tumors 
form a group by themselves, what may be termed 
the “stroma-follicle” group and they are best re¬ 
garded as derived from the common stem of theca 
and follicle cells in the normal adult ovary at quite 
a late stage in their differentiation. Among these 
tumors structural differentiation by no means runs 
parallel with functional differentiation and vice 
versa. The series confirmed previous observations 
that the appearance of the Brenner tumor, and , 
possibly that of the pseudomucinous cystadenoma, 
is nonspecific and may be produced by different 
modes of development, nor are these in themselves 
of a uniform pattern. The terms "granulosa-cell,” 
“thecal-cell,” and “Brenner” applied to tumors are 
of clinical convenience only. These terms must not 
be thought of as excluding a common origin for 
the group, while many individual tumors fall into 
areas of overlap between them even when used in 
a purely descriptive sense. 

Teratomas are probably derived from a distinct 
stem of primitive cells, as also are dysgerminomas 
and probably arrhenoblastomas. Routine study of 
ovaries removed at operation confirms modem 
theories of the close relationship of stromal and 
follicle cells and tends to support the possibility of 
the origin of new follicles in the adult ovary. 

Fetal Electrocardiography, with Special Reference 
to Early Pregnancy. S. D. Larks and K. Dasgupta. 
Am. Heart J. 56:701-714 (Nov.) 1958 [St. Louis]. 

The authors recorded 260 fetal electrocardio- . 
grams which were obtained from 145 pregnant 
women. In certain of these women as many as 16 
consecutive recordings were obtained through the 
full gestational period. Between the 16th and 22nd 
weeks of pregnancy the fetal electrocardiograms 
became large, sharp, and clear. At this time and 
afterward the fetal electrocardiogram may become 
of diagnostic importance. The earliest fetal com¬ 
plexes were recorded in this series, at 11% to 15 
weeks; they were directed downward. Judging by 
the consistent relationship which was observed be¬ 
tween such complexes and breech presentations at 
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later stages of gestation when clinical or roentgeno- 
graphic evidence was available, it would seem that, 
ordinarily, the fetus presents by the breech at this 
early period of pregnancy. Similarly, the fact tliat 
tlie fetal-QRS changed to an upright complex in 
the usual case at about 20 weeks suggested that 
rotation to the more common vertex presentation 
takes place at about tliis time. It is possible that a 
combination of rotation about 2 axes, not only the 
transverse but also the longitudinal axis of tlie 
fetus, might make changes in the fetal electrocar¬ 
diogram which could resemble breech-to-vertex 
rotation. The fetal electrocardiogram thus provides 
rapid information as to the presence of a living 
fetus, and its presentation. 

Recordings from 4 sets of twins are presented 
which indicate the value of fetal electrocardiog¬ 
raphy in cases of multiple pregnancy. A diagnosis 
of multiple pregnancy was made at 21 weeks in a 
pregnant woman from whom tracings were ob¬ 
tained as follows: the first at 16 weeks, and tlie 
second, third, and fourth tracings at 21 weeks. This 
electrocardiographic diagnosis was immediately 
confirmed roentgenographically. Actually, it is 
possible to make the diagnosis from the tracing of 
the 16tli week. In other cases, recordings of the 
fetal electrocardiogram in. utero, and subsequent 
elech'ocardiograms of the newborn infant were 
obtained for botli vertex and breech presentations. 
The identity of tlie comple.xes was beyond doubt. 
Tlie presence of a cardiac anomaly in tlie fetus was 
revealed in another case at the 20th week of gesta¬ 
tion by several unusual features in the electrocar¬ 
diographic tracing. Tlie direction of the complex 
seemed to indicate a vertex presentation, yet roent- 
genographic evidence showed a breech. The com¬ 
plexes were unusually wide and notched, suggesting 
conductioii difficulties. The complexes showed the 
prolonged overshooting which cardiologists usually 
refer to as S-T segment displacement. In this case 
the infant showed delayed respiration at delivery 
and survived only 5 days. At autopsy, coarctation 
of the aorta was observed. Utilizing presently avail¬ 
able instruments and techniques fetal electrocar- 
, diograms thus can be recorded in utero even early 
in pregnancy and may be a valuable diagnostic aid 
in obstetrics and allied fields. In general, fetal 
electrocardiography provides positive results from 
2 to 6 weeks before the , first auscultation of the 
fetal heart tones. 

Recurrent Pregnancy Toxaemia. D. W. S. Gordon 
and M. R. Fell. J. Obst. & Gynaec. Brit. Emp. 65: 
727-733 (Oct.) 1958 [London]. 

That toxemia of pregnancy does tend to recur 
has been known for many years, but little work 
has been done on this problem, and so it was de¬ 
cided to assess, as accurately as possible, exactly 
what is the chance of pre-eclamptic toxemia recur¬ 


ring. The theory that a renal lesion was the factor 
behind the recurrence has now been discarded. 
However, the possibility that these-women were 
getting toxemia again because of an inherent tend¬ 
ency to develop essential hypertension has gained 
some support and, as a corollary to the main prob¬ 
lem, it was decided to see if there was any evidence 
to substantiate this theory. Finally, an analysis was 
made of 3 factors which it seemed might influence 
the chance of recurrence—namely, die severity of 
the initial toxemia, its duration, and time of onset 
in pregnancy. The 996 cases of toxemia which oc¬ 
curred at a maternity hospital during a period of 
5 years, when 17,562 deliveries were made, form 
the basis of this report. The criterion for toxemia 
was a blood pressure of 140/90 or over, together 
with the presence of albuminuria and/or definite 
edema. The combination of hypertension and 
edema without albuminuria was very unusual. 

In commenting on their findings the authors state 
that the chance of any woman who has had pre- 
eelamptic toxemia developing it again in her next 
pregnancy is 45%. If pre-eclamptic toxemia occurs 
in 2 consecutive pregnancies the risk of a further 
recurrence rises to 72%. Should it occur 3 times 
running, then toxemia a fourth time is almost a 
certainty. If a woman who has had pre-eclamptic 
toxemia does not develop it again in her next preg¬ 
nancy then the risk of her ever developing it again 
in subsequent pregnancies is only 6%. Pre-eclamp¬ 
tic toxemia developing in association with multiple 
pregnancy behaves differently and merits consider-, 
ation as a separate problem. Thus there were 10 
women with twins, in all of whom signs of pre¬ 
eclamptic toxemia developed for the first time dur¬ 
ing tlie twin pregnancy, but it developed in none 
of these women during the subsequent pregnancy. 
It may be that toxemia associated with multiple 
pregnancy does not carry the same risk of recur¬ 
rence in future pregnancies as does toxemia occur¬ 
ring with a single pregnancy. 

Patients classified as having a severe form of 
pre-eclamptic toxemia appeared to have a higher 
chance of recurrence. However, it cannot be 
claimed that severity itself is the deciding cause. 
Eclampsia carries less risk of recurrence than 
toxemia without fits. The length of time the toxemic 
process is active may have some bearing on this 
point, if, as is often the case, eclamptic fits super¬ 
vene on a fulminating type of pre-eclamptic tox¬ 
emia, so that although this is toxemia in its most 
severe form, the whole process is relatively short¬ 
lived. In this connection it is pointed out that with 
the present-day trend toward early induction of 
labor, the duration of the process in relation to 
recurrence is of doubtful significance. No evidence 
was found on analyzing subsequent blood pressiue 
levels to suggest that these women were developing 
recurrent toxemia because of the associated onset 
of essential hypertension. The time of onset of the 
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toxemic process is of doubtful significance espe¬ 
cially as a higher proportion of the “severe” cases 
occurred in the earlier onset group. This survey 
was conducted by a retrospective investigation and 
has all the disadvantages associated with this. 
There are many other factors that could be in¬ 
vestigated. 

The Determination of the Genetic Sex. G. Sansone 
and A. Tomassetti Levi. Minerva pediat. 10:925-932 
(Sept. 22) 1958 (In Italian) [Turin, Italy]. 

The genetic sex according to the leukocyte 
morphology test devised by Davidson-Smith was 
investigated in 3 groups of persons. The test con¬ 
ducted by each author independently from each 
other indicated the correct genetic sex in one group 
of 300 children and adults with normal sexual fea¬ 
tures. The sex identity was not disclosed to the 
investigators until after the diagnosis was made. 
The number of drumsticks was larger in the 
younger than in the older individuals. 

The second group consisted of 67 newborn in¬ 
fants, 36 being premature and 31 born at term. 
The percentage of drumsticks in the immatiure 
female newborn infants was on average 8.3% with 
variation from 3 to 15%. The percentage of drum¬ 
sticks in mature female newborns was on average 
7.5% with variation from 2.8% to 16%. Ten pairs of 
female dichorial and enzygotic twins were included 
in this group. The small number of newborn in¬ 
fants in this group did not permit one to draw any 
conclusion. The third group consisted of 16 persons, 
aged between 1 month and 21 years, with gonadal 
dysgenesis, 14 of whom had the Bonnevie-Ullrich 
syndrome and 2 had the ovarian agenesis. The test 
was repeated several times. Sex chromatin test was 
negative (male) in 10 of these patients and positive 
(female) in 4. Examination of the smears from the 
oral mucosa suggested a chromatin-negative re¬ 
sponse in 1 patient in whom the response to David- 
son-Smitli test was equivocal. The sex chromatin 
test in 2 patients with ovarian agenesis suggested 
masculine genetic sex. The determination of the 
genetic sex by Davidson-Smith technique in the 
5iird group was significant, because most of the 
patients passed tire puberal age and did not show 
any secondary sexual features nor had they men¬ 
struated. 

PEDIATRICS 

Pancreatitis in Young Children. J. Collins. Arch. 
Dis. Childhood 33:432-436 (Oct.) 1958 [London], 

' pancreatitis is rare in young children. The author 
describes the pathologic changes found in the pan¬ 
creas at autopsy in 4 children, all aged 2 years or 
less. Three of the children concerned were Bantu 
of N. Rhodesia and were the only ones found to 
have pancreatitis in the routine examination of 


material froih 100 consecutive autopsies on African 
children. The fourth child, included for comparison, 
was an Edinburgh girl and the only case of pan¬ 
creatitis in the records of 1,812 consecutive post¬ 
mortem examinations. In each of these children 
inspissated secretions had caused the dilatation, 
obstruction, and subsequent rupture of intralobular 
ducts, and in two cases the resulting pancreatitis 
had been confined to a very small area and was 
undergoing healing by fibrosis. It is suggested that 
this inspissation is brought about by a combination 
of vagal stimulation, dehydration, and the absence 
of normal pancreatic secretions over a period of 
time probably measured in days. If this theory of 
the cause of these intraductal obstructions is cor¬ 
rect then, apart from the normal procedures to 
remedy dehydration, other measures to overcome 
vagal stimulation (where this is present) and to 
encourage normal pancreatic secretions are indi¬ 
cated in all very young sick children. 

A Test for Coeliac Disease. W. W. Payne and V. 
Jenkinson. Arch. Dis. Childhood 33:413-416 (Oct.) 
1958 [London], 

The relationship between wheat flour in the diet 
and the development of symptoms in children with 
celiac disease observed by Dicke in 1950 has been 
established. Subsequent investigations indicated 
diat the injurious factor occurs principally in the 
gliadin fraction. Weijers and van de Kamer in 1955- 
used gliadin for testing, hoping that the test would 
be helpful in the diagnosis of celiac disease. In 
order to determine the value of this gliadin toler¬ 
ance test, the authors performed it on a series of 
children with celiac disease and on controls. Thirty- 
three patients with celiac disease were studied. 
The diagnosis was made according to stated criteria 
in 25, and in 8 it was based on clinical data asso¬ 
ciated with the response to a gluten-free diet, and 
relevant biochemical investigations were not made. 
Two of the children were in the active phase of 
the disease in that treatment had not been insti¬ 
tuted when they were tested. Eight children had 
been on a gluten-free diet for periods of a few days 
to one month before their gliadin tolerance test. 
These children have since shown a satisfactory re¬ 
sponse to the therapeutic diet. The rest of the 
patients had been treated for some years, having 
had periods on a gluten-free diet and on a normal 
diet. Some children, who had been treated for more 
than 4 years, still deteriorated when returned to a 
normal diet. A few patients had apparently recov¬ 
ered after prolonged treatment; they had shown no 
recurrence of symptoms when returned to a normal 
diet and growth continued at the expected rate. 
Six children in this series were either undiagnosed 
or untreated for a long time after the onset of 
symptoms. 
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Contratest case.s were .selected from convalescent 
patients who had liad diseases with no alimentary 
tract involvement, with the exception of one child, 
who was a normal healthy unlike twin of one of 
the patients with celiac disease. Four children who 
were convalescent from disorders of the alimentary 
tract from causes other than celiac disease formed 
a second contratest group. Gliadin was prepared 
according to the procedure recommended by van 
de Kamer. The authors found that the increase of 
apparent plasma glutamine after a test dose of 
gliadin was significantly greater in children with 
celiac disease than in contratest children. Children 
convalescent from gastrointestinal dysfunction from 
causes other than celiac disease showed an inerease 
intermediate between healthy children and those 
with celiac disease. There was no quantitative rela¬ 
tion between increase of plasma glutamine and 
phase of the disease, whether acute or nonsympto- 
matic through withdrawal of wheat and rye gluten 
from the diet. Diet appeared to have no influence 
on the degree of increase of plasma glutamine. The 
overlap of range of results from contratest subjects 
and celiac disease patients is considerable and docs 
not recommend the test as a diagnostic one. 

OTOLARYNGOLOGY 

Cytologic Diagnosis in Otorrhinolaryngologic Neo¬ 
plasms. T. Ferreira Lorenzi. Rev. Hosp. din. 13: 
291-296 (July-Aug.) 1958 (In Portuguese) [Sao 
Paulo]. 

The cytologic diagnosis of otorrhinolaryngologic 
cancer is based on the aspect of the tumor cells 
and the character of the structures which form the 
cells. The cells are atypical. They are arranged in 
abnormal groups. The nuclei present abnormalities 
of size, number, limits, contents of chromatin, 
mitoses, and nucleoli. As a rule the nuclei are 
much larger than those of normal cells. The cyto¬ 
plasm is scanty and the nucleus-cytoplasm ratio 
is increased. Seventy patients with malignant otor¬ 
rhinolaryngologic tumors were observed at the 
Clinica Otorrinolaringologica of the Hospital das 
Clinicas of the University of Sao Paulo. Cancer was 
located in the nose (13 cases), the maxilla (9), the 
mouth (22), the nasopharynx (4), the larynx (9), the 
neck (9), and other otorrhinolaryngologic structures 
(4). A cytologic diagnosis was made by the Papani¬ 
colaou and Leishman’s methods of stained smears. 
The smears were prepared with material obtained 
by scraping of the tumor, puncture, surgical biopsy 
and scraping of surgical specimens. The cytologic 
diagnosis was positive for cancer in 66 out of 70 
patients. There were 3 false positive results in the 
smears prepared with material from the mouth of 
a patient with Southamerican blastomycosis, the 
larjmx of a patient with laryngeal tuberculous 


ulceration and from the material obtained by punc¬ 
ture of an enlarged cervieal lymph node in a pa¬ 
tient with scrofula. The only false negative result 
was on a smear prepared with material from a 
mixed tumor of the parotid gland with carcino¬ 
matous degeneration. The author concludes that 
the cytologic diagnosis by the Papanicolaou and 
Leishman’s methods is of value in the diagnosis of 
cancer of the mouth, pharynx, larynx, and other 
otolaryngologic structures. It is indicated in pa¬ 
tients with clinical symptoms of otorrhinolaryngeal 
cancer when the results of histologic examination 
are negative. It is also of value in a differential 
diagnosis between oropharyngeal carcinoma and 
blastomycosis. 

THERAPEUTICS 

The Use of Raubasine in the Treatment of Angina 
Pectoris and of Cerebral Atherosclerosis. J. Pieri, 
M. Wahl, and J. Casalonga. Presse med. 66:1523- 
1525 (Oct. 4) 1958 (In French) [Paris]. 

Raubasine, one of the alkaloids from Rauwolfia 
serpentina, is a pure sympatholytic agent capable 
of reversing the action of adrenalin and noradren- 
alin. It is essentially an arterial vasodflator with a 
gradual and persistent spasmolytic action. Lessen¬ 
ing in both severity and frequency of anginal crises 
was pronounced in % and light in % of a group of 
50 patients with angina pectoris who were treated 
with raubasine. Three mg. per day for 6 to 8 weeks 
benefited both patients with functional angina and 
those with confirmed coronary disease. Small doses 
bring a therapeutic improvement which probably 
lasts over a longer period of time than larger doses 
would produce. In 23 cases of confirmed ischemia 
of tire myocardium, 7 were greatly improved, as 
much functionally as electrocardiographically, and 
6 showed clinical improvement of the myocardium. 
Most of these patients had particularly tenacious 
and severe myocardial disorders of early appear¬ 
ance. Electrocardiographic improvement was in the 
modifications that seemed to be related to arterial 
spasm. Long duration of anginal disease is not a 
contraindication of raubasine. Raubasine associated 
with the total alkaloids of rauwolfia and with car¬ 
diac stimulants was given to patients with tachy¬ 
cardia and hypertension to treat the first symptoms 
of overloading of the myocardium. The advantages 
sought were (l) a neurosedative and bradycardiac 
action to complete the effect of mild cardiac stim¬ 
ulants, (2) a direct influence by raubasine on the 
circulation in the heart muscle, and (3) a diminu¬ 
tion of the doses of total hjpotensor alklaloids 
through the reinforcement exerted by raubasine. 
Of 22 patients with tachycardia and hypertension 
who were treated, only one developed symptoms 
of asystole. 
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Raubasine was used to treat tbe sequelae of 
various cerebrovascular attacks, the quality of re¬ 
sults being in proportion to the precocity of treat¬ 
ment. Treatment with S to 5 mg. of raubasine 
coincided with disappearance of paresis of central 
origin or of motor awkwardness which were not 
accompanied by the Babinski sign in a little more 
than one half of the patients recently afflicted with 
clinical symptoms of cerebral ischemia. Treatment 
with raubasine is also effective in patients whose 
symptoms are more functional than organic, and 
are of long duration. Difficulties of equilibrium, 
vertigo, and persistent headache either disappeared 
or were strongly attenuated after doses of 3 mg. 
of raubasine for 1% months in one third of 22 
elderly patients with hemiplegia who were afflicted 
with various manifestations of atherosclerosis. Rau¬ 
basine exerts a curative and possibly preventive 
action upon ischemic apoplectic attacks. It seems 
to gradually improve the circulation of blood in 
the myocardium and its results are not definite 
before 6 to 8 weeks of treatment. In tliis study it 
was well tolerated, had no side-effects, and pro¬ 
vided encouraging results considering the usual 
severity of the conditions treated. 

Fecal Enema as an Adjunct in the Treatment of 
Pseudomembranous Enterocolitis. B. Eiseman, 
W. Silen, G. S. Bascom and A. J. Kauvar. Surgery' 
44:854-859 (Nov.) 1958 [St. Louis]. 

The authors report on 3 men, between the ages 
of 46 and 68 years, and 1 45-year-old woman with 
pseudomembranous enterocolitis to whom reten¬ 
tion enemas composed of normal feces suspended 
in sodium chloride solution were administered in 
an attempt to re-establish the normal intestinal 
bacterial flora. Cultures of the stool of all 4 patients 
had revealed Staphylococcus pyogenes var. aureus 
before this therapy was instituted. The latter is 
based on the fact that staphylococcic overgrowth 
occurs when other organisms disappear and that 
reintroduction of the bacteria, viruses, and bac¬ 
teriophage normally found in the colon might re¬ 
establish the balance of flora with subsidence of 
staphylococcic predominance and the distressing 
symptoms caused thereby. In each of the patients, 
the clinical course was markedly improved and 
the Staphylococcus pyogenes var. aureus which 
grew in pure culture before the treatment disap¬ 
peared from the stools and was replaced with 
normal colonic nonpathogenic agents after this 
therapy. 

Attempts to produce in 2 dogs a progressive 
enteritis or bloody diarrhea within a previously 
sterihzed isolated intestinal segment by the instilla¬ 
tion of a pure broth culture of tetracychne-resistant 
Staphylococcus pyogenes var. aureus daily for 4 
days failed. Thus it has not been possible to 


evaluate the fecal enema under controlled condi¬ 
tions. It is suggested that this simple yet rational 
therapeutic method should be given more exten¬ 
sive clinical evaluation. 


PATHOLOGY 

Splenoportal Occlusion in Patients Without En¬ 
larged Spleen. G. Sotgiu, C. Gacciari, and E. Pisi. 
Minerva med. 49:3247-3251 (Aug. 29) 1958 (In 
Italian) [Turin, Italy], , 

The authors report on 60 patients with occlusion 
of the splenoportal veins, 52 of whom had enlarged 
spleen. Splenoportal occlusion associated with the 
enlarged spleen was present in 6 patients with a 
.nonneoplastic disease and in 6 patients with a neo¬ 
plastic disease of either the pancreas, biliary duct, 
or stomach. Of 8 patients without enlarged spleen, 
6 had neoplasm, 1 had portal tlirombosis accom¬ 
panying calculous cholangitis, and 1 had splenic 
thrombosis accompanying cirrhosis. The authors 
suggest that the occlusion of the splenic vein is 
associated with an enlarged spleen mostly in those 
instances where the spleen is affected by an in¬ 
flammatory or an infective process, such as in 
thrombophlebitic disorders. Splenoportal occlusions 
apparendy do not cause the enlargement of a nor¬ 
mal spleen, that is one which is not directly in¬ 
volved in a pathological process. The preceding 6 
patients without enlarged spleen and a neoplastic 
disease of another organ illustrate this point. In 
the opinion of the authors the spleen did not en¬ 
large in these patients because it remained intact. 
It is possible that a diminished arterial flow ad¬ 
justed itself gradually to a diminished venous flow 
and thus did not produce the enlargement of the 
spleen. 

The Experimental Production of Atherosclerosis in 
Swine Following the Feeding of Butter and Mar¬ 
garine. H. C. Rowsell, H. G. Downie and J. F. 
Mustard. Canad. M. A. J. 79:647-654 (Oct. 15) 1958 
[Toronto]. 

The authors studied the changes in blood lipids 
and blood coagulation and the development of 
atherosclerosis in 33 swine, divided into 3 groups, 
fed either a low-fat diet or isocaloric diets rich in 
butter or margarine. Some atherosclerosis was ob¬ 
served in swine on a low-fat diet. The high-fat diet 
containing margarine as the fat source caused little 
increase in the amount of atherosclerosis, while a 
high-fat diet containing butter produced a consid¬ 
erable increase in the amount of atherosclerosis. 
There was no increase in blood cholesterol and 
phospholipid levels in the swine on the butter or 
margarine diets. The coagulation indexes studied 
at the completion of the experiment were most 
active in the butter-fed swine with the most con- 
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siderable atherosclerosis. The course of the disease 
and the gross and microscopic findings of atheroma 
resembled those found in man. The evidence from 
this study suggests that the activity of the clotting 
system is related to the development of athero¬ 
sclerosis in swine, and the type of fat fed is an 
important factor in determining these changes. 

Endocardial Fibroelastosis: A Summary of the 
Literature and a Review of 24 New Cases. W. F. 
McCormick. South. M. J. 51:1232-1240 (Oct.) 1958 
[Birmingham, Ala.]. 

Of 11,347 autopsies performed at the institute 
of patliology of the University of Tennessee College 
of Medicine and at the Baptist Memorial Hospital 
in Memphis between 1947 and 1957, a diagnosis of 
endocardial fibroelastosis was made in 24. This 
represents an incidence of about 0.2% of all the 
autopsies. There were 15 cases in which no other 
lesion was found in the heart, and these were 
classified as primary. The remaining 9 cases oc¬ 
curred in association with such congenital cardio¬ 
vascular defects as interventricular septal defect (4 
ca'ses), patent ductus arteriosus (1 case), patent 
foramen ovale (3 cases), and infantile coarctation of 
the aorta (2 cases). These 9 cases were classified as 
secondary. Of the 24 patients with endocardial 
fibroelastosis, 13 were males and 11 were females, 
substantiating the findings of other workers that 
there is no real sex difference. There were 16 white 
and 8 Negro patients. Since the percentage of Ne¬ 
gro patients in the total autopsy population out¬ 
numbered the white, this difference may be a real 
one, although most other workers did not find any 
racial difference. The average age of the patients 
with primary endocardial fibroelastosis was 10 
months, and that of those with the secondary condi¬ 
tion was 14 months. These figures are in agreement 
with those found in the literature. 

Cyanosis was observed in 7 of the 15 patients 
with primary endocardial fibroelastosis but in only 
3 of the 9 with the secondary condition. Murmurs 
were heard in only 2 of the 15 patients, and in 7 of 
the 9 patients. The absence of murmurs in tlie 
primary form seems to be of real value in the 
clinical diagnosis. Murmurs found in the secondary 
form are undoubtedly due, in most of these patients, 
to the other anomaly present, such as a septal de¬ 
fect. Cardiac hypertrophy was a constant feature 
in both groups. This enlargement was often ex¬ 
treme, with hearts found up to 5 times their normal 
size. A clinical diagnosis of primary endocardial 
fibroelastosis was made in 2 patients, and a peri¬ 
cardial poudrage with U.S.P. talc was done. Both 
of these patients lived only a short time. A clinical 
impression of endocardial fibroelastosis was correct 
in 2 other patients with the primary form of the 
condition. A third patient who had the secondary 


form of the condition underwent surgical correction 
for the associated interventricular septal defect and 
died on the second postoperative day. 

The gross anatomic findings in primary endo¬ 
cardial fibroelastosis were remarkably constant. 
Cardiac hypertrophy was always present. The left 
ventricle was involved in almost all the patients, 
often without involvement of any other chamber. 
The endocardium was grossly thickened, often 
measuring 1 to 3 mm. in thickness. The heart valves 
were involved infrequently in this series, but other 
workers have reported involvement in about 50% 
of all the patients. Unlike some of the reports in 
the literature, secondary endocardial fibroelastosis 
was not seen in most cases of congenital heart dis¬ 
ease in this autopsy population. This may be due 
to a more rigid selection of cases on the part of the 
author. Only those cases with significant gross evi¬ 
dence of endocardial thickening were used in this 
study. Microscopically, the absence of increased 
glycogen in the myocardium was a constant finding. 
The chief finding was thickening of the endocar¬ 
dium. It has been suggested that this thickening is 
due to deposition of fibrin from the blood and 
gradual incorporation of this fibrin into the endo¬ 
cardium. The evidence for this, based chiefly on 
electromicroscopic observations, is inconclusive at 
this time. Attempts by the author and by other 
workers to stain fibrin selectively have failed. 

RADIOLOGY 

Visualization of the Coronary Circulation by Oc¬ 
clusion Aortography: A Practical Method. C. T. 
Dotter and L. H. Frische. Radiology 71:502-524 
(Oct.) 1958 [Syracuse, N. Y.]. 

The authors describe a technique for coronary 
angiography, which proved safe and reliable in 
dogs. The new technique of coronary arteriography 
is an occlusion aortography, which makes use of a 
special double-lumen balloon catheter to inject a 
small quantity of contrast agent (Thorotrast) close 
to the orifices of the coronary arteries during brief 
but total occlusion of the aorta just peripheral to 
the injection site. Since all the contrast agent 
enters the coronary arteries, maximum efllciency 
is achieved. Experimental observations during more 
than 500 complete aortic occlusions and 350 in¬ 
jections in 51 dogs support the belief that this 
technique is safe and reliable. 

The increased efficiency of occlusion aortography 
for coronary visualization allows the use of small 
volumes of relatively dilute agents in obtaining 
improved visualization routinely instead of sporadi¬ 
cally. By comparison, thoracic aortography consti¬ 
tutes a less efficient and more hazardous method 
for coronary visualization in that it involves the 
relatively uncontrolled intra-aortic injection of 10 
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to 20 times the needed amount of a type of con¬ 
trast substance which has caused over 200 reported 
fatalities. The use of occlusion catheters in gaining 
controlled access to the cardiovascular system 
promises to open up many unexplored clinical and 
experimental possibilities, examples of which are 
(a) new techniques for cardiovascular visualiza¬ 
tion, (b) elective controlled cardiac arrest in tlie 
intact subject for purposes such as cardiovascular 
wsualization, and (c) total cardiopulmonary bypass 
as an emergency therapeutic measure in the in¬ 
tact patient. 

PUBLIC HEALTH 

Report of an Outbreak of Febrile Illness with 
Pharyngeal Lesions and Exanthem; Toronto, Sum¬ 
mer 1957—Isolation of Group A Coxsackie Virus. 
C. R. Robinson, F. W. Doane and A. J. Rhodes. 
Canad. M. A. J. 79:615-621 (Oct. 15) 1958 [Toronto]. 

The authors report on 47 children, between the 
ages of less than 6 months and 9 years, and on 13 
adults, of an average age of 31 years, who were 
affected by a febrile illness with pharyngeal lesions 
and a vesicular rash in a suburb of Toronto in June 
and July, 1957. The distinctive triad of fever, ulcer¬ 
ative lesions of the fauces and the mouth, and a 
bullous eruption arising from a macular rash is 
considered to constitute a new clinical syndrome. 
The disease was mild in each of the 60 patients, and 
admission to hospital was not necessary. There 
were no sequelae. A total of 27 families was 
affected. Clinical disease occurred in 60 (52%) of 
the 115 members of tliese families. The illness 
spread progi’essively through adjacent blocks of 
houses and also from one family to another. The 
incidence of illness was highest in children of tire 
l-to-9-year age group (42 of the 47 children), and 
it was considered that they introduced the illness 
into the family groups. The high incidence of illness 
in this age group is explained by reason of the 
close contact of the children at play and in par¬ 
ticular through use of small portable swimming 
pools. 

Attempts at virus isolation were made by the in¬ 
oculation of specimens obtained from 31 patients 
into monkey kidney-tissue and into suckhng mice; 
virus was isolated from 22 of these patients (71%). 
The virus showed some serologic relationship to 
Coxsackie virus, group A, type 16. The isolation 
of diis virus from 22 (79%) of 27 stool specimens 
obtained from tliese patients suggested a causal 
relationship between it and the clinical illness de¬ 
scribed. This suggestion was supported by the 
demonstration of a specific antibody response to 
the related Coxsackie virus, group A, type 16, in 3 
pctdents, by the temporal relationship of virus iso¬ 
lation to the clinical syndrome in one patient, and 
by the absence of illness or virus isolation else¬ 


where in the population of the city of Toronto at 
the time of the outbreak and during the summer 
of 1957. 

Observations on the Excretion of Type 1 Poliovirus 
from Cases and Their Contacts. L. A. Hatch, K. E. 
A. Hughes and J. N. Pilfold. Am. J. M. Sc. 236:419- 
424 (Oct.) 1958 [Philadelphia]. 

Many views on the application of quarantine 
measures for the prevention of poliomyelitis have 
been based on the recommendation of the World 
Health Organization (1954): “Children with familial 
or intimate exposure should be confined to their 
homes for 21 days. Adults need not be confined, 
but they should refrain from association with chil¬ 
dren other than their own and should avoid inti¬ 
mate contact with adults.” Other workers described 
findings at variance with this recommendation. The 
authors report that at the Public Health Laboratory 
in Portsmouth, England, isolation of poliomyelitis 
virus was attempted in feces and throat swabs ob- 
. tained from poliomyelitis patients and their con¬ 
tacts. This material was tested in HeLa cells. When 
the virus was isolated from feces, its identity was 
established by neutralization tests with monospe¬ 
cific hyperimmune monkey serums prepared from 
each of the 3 types of poliomyelitis virus. In many 
instances it was possible to examine repeated 
specimens of feces, collected at approximately 
weekly intervals. From July, 1956, until the end of 
1957, type 1 poliomyelitis virus was isolated from 
2 or more specimens of feces from each of 93 pa¬ 
tients who were considered clinically to have non¬ 
paralytic or paralytic poliomyelitis, and also from 
97 healthy contacts. From tbe results obtained it 
appears that half of the patients with poliomyelitis 
would be expected to excrete virus for about 3 
weeks after the onset of their illness and that only 
after 8 weeks would this proportion fall to less than 
10%. Half of the healthy contacts can be expected 
to excrete virus for about 5 weeks after the onset 
of illness in the index case, and the proportion 
would not fall below 10% until 8 to 10 weeks have 
elapsed. 

These findings suggest tliat the rate of clearance 
of poliomyelitis virus from the stools follows an 
exponential curve. HeLa cells are generally re¬ 
garded as being slightly less sensitive than other 
tissue cells in the detection of poliomyelitis virus 
in feces, and it may well be that these figures 
understate the length of period of excretion of 
poliomyelitis virus. This small series, however, 
indicates that the potential dangers arising out of 
the presence of poliomyelitis virus in the stools of 
a large proportion of convalescent patients and 
home contacts may persist longer than is generally 
recognized, though, in the absence of information 
on the amount of virus excreted, it would be un¬ 
justifiable to assume that the danger remains the 
same throughout the period of excretion. 
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Tlic Acute Abdomen. By M'illiam Rcquartli, M.D., Clinical 
Assistant Professor of Surgery, University of Illinois College 
of Medicine, Chicago. Foreword by Warren II. Cole, M.D. 
[Fonncrly titled Diagnosis of Acute Abdominal P.ain.] Second 
edition. Cloth. $6.50. Pp. 313, witli 89 illustrations. Year Book 
Publishers, Inc., 200 E. Illinois St., Chicago 11, 1958. 

Tills book is designed primarily to assist young 
surgeons and medical students in the diagnostic 
problems that acute disorders of the abdomen may 
entail. It is jiroper then that detailed instructions 
relative to the examination of the abdomen be in¬ 
cluded. The value of the history as it relates to the 
patients abdominal complaint is emphasized. It is 
in this area in particular that the depth of the au¬ 
thor’s experience becomes evident. Much of the 
clinical symptomatology has been tabulated to com¬ 
pare the merits of various signs and symptoms in 
relation to different abdominal diseases. Intestinal 
obstruction and its causes, diagnosis, and treatment, 
is thoroughly discussed, and excellent illustrations 
are presented. The latter half of the book gives the 
details of those diseases in which immediate opera¬ 
tion is required, those in which operation can be 
delayed, and those in which it is contraindicated. 
In addition, traumatic wounds of the abdomen, 
congenital disorders, and the management of gastro¬ 
intestinal hemorrhage constitute separate chapters. 
The principal assets of this book are its concise 
presentation and its small size. Its chief usefulness 
, should be in emergency wards and surgical floors— 
wherever students, interns, and residents are in 
training. It should also be of benefit to physicians 
in general practice. 

Roentgen-Diagnostics: Progress Volume I. By H. R. 
Schinz, R. Glauner, and E. Uehlinger. Witli collaboration of 
W. E. Beansch and others. Translated from German by 
James T. Gase, M.D., D.M.R.E. [Rontgendiagnostik Ergeb- 
nisse 1952-1956, published by Georg Thieme Verlag.] Cloth. 
$35. Pp. 623, with 545 illustrations. Grune & Stratton, Inc., 
381 Fourth Ave., New York 16; 99 Great Russell St., Lon¬ 
don, W. C. 1, England, 1958. 

This magnificently printed, beautifully illustrated 
volume may be considered a companion to the pre¬ 
viously published four-volume “Roentgen Diag¬ 
nostics,” by Schinz and co-workers. It is made up of 
a series of concise articles and monographs that 
thoroughly cover the progress in diagnostic roent¬ 
genology from 1952 through 1956, with the bibli¬ 
ography including papers through 1957. Most of 
the volume is devoted to articles on the use of 
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contrast substances, particularly the various forms 
of angiography. Many other subjects are discussed. 
Tire short chapter on evaluation of cardiac function 
in the adult by roentgenographic means and the 
chapter on direct and differential diagnosis of dis¬ 
eases of the pulmonary stroma are outstanding. All 
of the sections are as thorough and informative as is 
consistent with the space available. This volume is 
a worthy addition to the reference textbooks on 
diagnostic roentgenology and, in its own right, 
should prove valuable. For those fortunate owners 
of “Roentgen Diagnostics” it is almost a necessity, 
as it expands and supplements that work to per¬ 
fection. 'The editors, authors, and translators have, 
as before, done a fine job. It is hoped that in the 
future the lag beUveen translation and publication 
can be shortened. 

The Cervical Syndrome. By Ruth Jackson, B.A., M.D., 
F.A.C.S., Clinical Assistant Professor of Orthopaedic Sur¬ 
gery, University of Texas, Southwestern Medical School, 
Dallas. Publication number 334, American Lecture Series, 
monograph in Bannerstone Division of American Lectures in 
Orthopaedic Surgery. Edited by Charles Weer Goff, M.D., 
Associate Clinical Professor of Orthopaedic Surgery and 
Lecturer in Anatomy, Yale University School of Medicine, 
New Haven, Conn. Second edition. Cloth. $6.50. Pp. 197, 
with 90 illustrations. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Pub¬ 
lications, Ltd., 24-25 Broad St., Oxford, England; Ryerson 
Press, 299 Queen St., W., Toronto 2B, Canada, 1958. 

This book describes and differentiates between 
the pathological conditions in the cervical spine 
which may produce headache and pain or stiffness 
of the neck and shoulder. The structure and the 
lesions of the cervical spine, with particular refer¬ 
ence to the posterior-lateral facets described first 
by Von Luschka, are graphically described and 
illustrated. The mechanism and significance of the 
whiplash injury are thoroughly discussed. There 
are 40 new illustrations, including colored drawings, 
of the anatomy of the cervical spine. This valuable 
book should be useful to the general practitioner, 
orthopedist, and neurosurgeon. 

Ophthalmic Plastic Surgery. By Sidney A. Fox, M.S. 
(Ophth.), M.D., F.A.C.S., Associate Clinical Professor of 
Ophthalmology, New York University Post-Graduate Medi¬ 
cal School, New York. Second edition. Cloth. $15. Pp. 324, 
with 149 illustraKons. Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16; 99 Great Russell St., London, W. C. 1 
England, 1958. ’ ’ 

This edition, appearing five years after the first, 
emphasizes pictures and illustrations rather than 
UTitten explanations. The dratvings are simple and 
clear. Only that part of the anatomy of the brow 
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and lids that pertains to plastic surgery is included. 
One of the highlights of the book is the chapter on 
ptosis, in which the author does not outline in¬ 
numerable procedures to confuse the reader hut 
carefully depicts a few procedures of each type in 
detail Avith some modifications of his own. In other 
words, this is not an encyclopedia but an ophthal¬ 
mic plastic surgery book based on surgical pro¬ 
cedures performed by the author personally. Be¬ 
cause of the tremendous increase in traumatic 
accidents involving the face and eyes, this book 
assumes increasing importance in ophthalmic prac¬ 
tice. It behooves all ophthalmic surgeons to famili¬ 
arize themselves with its contents. 

Electrocardiography. By Michael Bemreiter, M.D., 
F.A.C.P., Assistant Clinical Professor of Medicine, University 
of Kansas Medical School, Kansas City. Cloth. $5. Pp. 134, 
with 92 illustrations. J. B. Lippincott Company, 227-231 S. 
Sixth St., Philadelphia 5; 4805 Western Ave., Montreal, 
Canada; Pitman Medical Publishing Company, Ltd., 45 New 
O.xford St., London, W. C. 1, England, 1958. 

This book was designed for the beginning student 
in electrocardiography. Its purpose is to clarify the 
basic principles involved in the study of electro¬ 
cardiograms and their clinical interpretation. The 
author has done a commendable job in explaining 
the physiology and electrophysics in both normal 
and abnormal electrocardiograms by liberal use of 
schematic illustrations. After establishing the foun¬ 
dation of the electrical phenomena of electrocardi¬ 
ography, their clinical application is discussed. This 
has been documented xvith good illustrative electro¬ 
cardiographic tracings. The author has covered 
arrhythmias, heart block, hypertrophy, currents of 
ischemia, and changes resulting from necrosis of the 
myocardium, plus the characteristic patterns of the 
various forms of electrolyte imbalance. Also dis¬ 
cussed are the effects of digitalis and quinidine and 
the significance of alterations in the Q-T interval. 
The author spent much time in the planning and 
illustration of the material presented. He also 
avoided long and technical discussion of contro¬ 
versial phases of electrocardiography. Any reader 
who devotes time to this subject should be amply 
rewarded by being able to read competently most 
of the electrocardiograms he sees. 

Pediatric Surgery. By Orvar Swenson, Professor of Pediatric 
Surgery, Tufts University School of Medicine, Boston. Fore¬ 
word by William E. Ladd. Cloth. $20. Pp. 740, with 980 
illustrations. Appleton-Century-Crofts, Inc., 35 W. 32nd St., 
New York 1, 1958. 

This book is an up-to-date, easily readable, and 
comprehensive new work that covers essentially all 
aspects of pediatric surgery. Its author is an author¬ 
ity in die field; his work on megacolon is especially 


noteworthy. This book will undoubtedly be re¬ 
garded as a,standard textbook on this subject. The 
volume is beautifully illustrated with diagrams, 
photographs, and roentgenograms of most of the 
subjects covered. There are, in addition, numerous 
tables, formulas, and charts covering most aspects 
of pediatric surgical care. Most of the discussions 
include anatomic and diagnostic considerations and 
details of preoperative care, anesthesia, operative 
technique, postoperative management, and effec¬ 
tiveness of the management. The details of a num¬ 
ber of relatively minor surgical manipulations, such 
as bronchoscopy, cystoscopy, insertion of a chest 
tube, and sigmoidoscopy, are aspects of this book 
especially valuable for the intern or resident. The 
operative techniques of the larger procedures are 
also presented in step-wise fashion and, again, with 
excellpnt illustrations. The chapters dealing with 
megacolon and with urologic problems are especial¬ 
ly well written. Chapters on the management of 
congejjjjtal malformations of the head and neck, 
bums, fractures, and surgical lesions of the skin 
and extremities are also presented. A relatively new 
clinical entity, chalasia, is also discussed. This book 
should appeal as much to the undergraduate stu¬ 
dent of medicine as to the intern, resident, and 
surgeon. 

The Care of the Patient in Surgery Including Techniques. 
By Edythe Louise Alexander, R.N., B.S., M.A., Director of 
Nursing Service and Principal of School of Nursing, Lutheran 
Medical Center, Brooklyn. [Previous editions titled Operating 
Room Technique.] TMrd edition. Cloth. $12.75. Pp. 840, 
with 555 illustrations. C. V. Mosby Company, 3207 Washing¬ 
ton Blvd., St. Louis 3,1958. 

It is indeed rare to visit an operating suite that 
does not have a copy of Alexander’s now classic 
work. This new edition is excellent and a worthy 
successor to its predecessors. It is concerned pri¬ 
marily with operating room procedures and arma¬ 
mentarium. Although it is beamed to nurses, it 
might be of great value to the young surgeon as a 
general review of procedures and an orientation in 
the responsibilities of the operating room staff. The 
general format of the book has not been changed, 
although there has been much revision reflecting 
changes in surgical procedures in the past nine 
years. The chapter on neurosurgery is especially 
well written. That on cardiovascular operations con¬ 
siders the established procedures being performed 
in most hospitals today but does not discuss the 
highly technical procedures requiring bypass and 
oxygenating equipment. The author is to be com¬ 
plimented on writing a concise informative text¬ 
book. It can be recommended highly to all persons 
interested in surgery and especially to those who 
provide and maintain the asepsis so necessary to 
the success of any operation. 
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ASIAN INFLUENZA 

To THE EDn'on:—Holo effective is the Asian in¬ 
fluenza vaccineP In the United States in the 
1957-195S epidemic, how many persons sus¬ 
pected of having this disease had blood tests 
made to confirm the diagnosis? Of these tests, 
how many gave positive results? 

Victor W. Higgins, M.D., Essex, Conn. 

Answer.— In the summer of 1957, as soon as 
influenza vaccines of desired potency became avail¬ 
able in sufficient quantities, a number of studies 
were conducted to assess llieir effecti\'encss against 
tile impending epidemic of Asian influenza. The 
results of some of these studies are summarized 
in a paper by Davenport (Pub. Health Rep. 73:133, 
1958). The estimated effectiveness of the mono¬ 
valent vaccines ranged in these series bebveen 
42% in a study by Culver and Lennette and 77% 
in a study by Rose and associates. The effective¬ 
ness of the vaccine in both instances was estimated 
by comparing the attack rates from respirator^' 
disease between vaccinated persons and suitable 
control groups. The substantial difference in pro¬ 
tection in these two studies can be e.xplained to a 
large extent by the differences in the antigenic 
potency of the vaccines used (250 and 750 CCA 
units respectively). The effectiveness of the vac¬ 
cine is also discussed in papers by Hilleman and 
co-workers (J. A. M. A. 166:1134-1140 [March 8] 
1958) and Meiklejohn (Am. J. Hyg. 67:237, 1958). 
On a nationwide basis, no data are available 
regarding how many persons witli suspected dis¬ 
ease had blood tests To confirm the diagnosis dur¬ 
ing the 19^7-1958 epidemic or how many of these 
tests gave positive results. In one study of an 
epidemic of Asian influenza (Carey and co-work- 
ers, J. A. M. A. 167:1459-1463 [July 19] 1958), sero¬ 
logic studies, in addition to a retrospective ques¬ 
tionnaire survey, were carried out among 428 
school children; tliese revealed an attack rate of 
65% for subjective “flu,” confirmed serologically 
in 87%. 
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EQUALIZATION OF LIMB DISCREPANCY 
To THE Editor:—H otu can equality of leg length 
best be obtained when there is an 8-in. differ¬ 
ence? A 14-year-old boy has a short leg due to 
trophic disturbances and loss of bone substance 
associated with avulsion of soft parts. A tree fell 
on him eight years ago. The femoral neck is in 
valgus, and in the subtrochanteric level there is 
a malunion deformity of the shaft, producing an 
anterolateral curvature. At this same level there 
was loss of musculature, with the result that the 
hone is not normally buried in the soft tissue. 
This area might prove to be vulnerable to irrita¬ 
tion from any prosthetic device which might be 
applied to the thigh. Most of the shortening is 
from lack of femoral growth, but the tibia has also 
failed to groio normally. On the affected leg, the 
knee is at about the level of the junction of mid¬ 
dle and lower thirds of the normal thigh. The 
boy has no pain. By the use of a high cork lift, a 
pelvic tilt, and a short leg limp, the patient walks 
without brace, crutch, or cane but with an ob¬ 
jectionable gait. Could any prosthetic device be 
applied ivithout amputation? 

Robert C. Keys, M.D., South Norwalk, Conn. 

Answer.— Eight inches of limb discrepancy, if 
not accounted for by loss of bone substance, prob¬ 
ably is due to premature closure of growth of the 
major epiphysial disks in the knee. Tliis may occur 
directly from trauma or secondarily from prolonged 
disability of tbe limb. The deformity at the hip may 
account for some of the apparent shortening of the 
limb. The femoral neck is described as being in 
valgus. In view of the lateral boiving deformity in 
the subtrochanteric region, it would seem more 
likely that the neck is in marked varus. If such is 
the case, its correction by subtrochanteric osteotomy 
may be of value in reducing the limp and in giving 
some functional lengthening of the limb. No state¬ 
ment is made as to the condition of the skin cover¬ 
ing the traumatized region. It may be that some 
plastic procedure on the soft parts would be ad¬ 
visable. Roentgenograms of tlie knee region should 
be made to determine if the epiphyses have closed. 
If they are still grow'ing, amputation should be 
postponed until growth is completed. If tlie true 
shortening of the limb amounts to 8 in., equaliza¬ 
tion of the limbs by surgical lengthening and short- 
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ening of the opposite side should not be attempted. 
The discrepancy in lengtii ^vill have to be made up 
by some sort of prosthesis. Commonly used is an 
elevated platform shoe, but this is awlavard and 
cosmetically unsatisfactorj'. A prosthetic device 
which laces on to the lower leg and contains an 
elevation which permits the use of the foot in 
marked equinus might be of service, but it, too, is 
cumbersome. Amputation may be. most satisfactory 
from a cosmetic and functional standpoint; ampu¬ 
tation above the knee may be desirable because of 
die great discrepancy in the level of the knee joints. 
This would give a thigh stump with a mechanical 
knee at die same level as on the normal side. Cos¬ 
metically it would be very satisfactory. Amputation 
below the knee would preserve die normal knee 
joint, but the prosthesis would have to make up for 
die length discrepancy and might be awkward in 
use. An end-bearing stump, such as svith the Symes 
amputation could be constructed and fitted satis¬ 
factorily. Tlie prosthesis would encompass the lower 
leg, and equalization of the leg would have to be 
obtained by e-vtcnsion of the prosthesis. Cosmeti¬ 
cally diis would not be too satisfactory and, since it 
is not a standard limb, would be costly in its re¬ 
placement over die years. Thus, any existing de¬ 
formity should be corrected and any required soft 
parts plastic procedure done, and decision as to 
amputation and prosthesis should be inade in con¬ 
sultation with a large amputation service where the 
experience of a limb manufacturer and a surgeon 
can be correlated. 

CEREBRAL ANEURYSM IN CHILDREN 
To THE Editor:— In children with ruptured cere¬ 
bral aneurysm near the circle of M^illis, what are 
the chances of recurrence of the bleeding in later 
life if ligation or obliteration cannot be carried 
out? Is it considered necessary to limit a child’s 
activities for an indefinite period? For how long 
a time shoidd the child be at bed.rest after an 
attack? 

RuskinJUng, M.D., Savannah, Ga. 

Answer.— The fate of an aneurysm is diflBcult 
to predict because there are so many variables. 
Generally, the aneurysm does not give rise to symp- 
tomrs Tintil puberty or ..early adult life. Since die 
congenital defect is a weakness of the blood vessel 
wall, eventually, in a large percentage, it will rup¬ 
ture. Each episode of subarachnoid hemorrhage 
sharply increases the mortality. Therefore, all meas¬ 
ures to preserve life and to diagnose and treat the 
aneuiy'sm should be attempted. After the onset of 
the hemorrhage, die patient should remain in bed 
until such sjTnptoms as headaches and nuchal rigid¬ 
ity disappear. The period of time is generally a 


minimum of four weeks. Cerebral angiography is 
an invaluable diagnostic method which is well tol¬ 
erated by children. If the aneurysm cannot be 
ligated, or trapped surgically, the child should be 
allowed to follow an essentially normal pattern of. 
life, with the exception of limitation of physical 
e.xertion. 

VAGINAL REPAIR AND CESAREAN SECTION 
To THE Editor:- Does vaginal repair warrant a 
cesarean,section in subsequent pregnancies? 

Nerio W. Pioppi, M.D., Southbridge, Mass. 

Answer.— An answer, to this question with an un¬ 
qualified “yes” or “no” would be an incomplete one. 
The extensive Fothergill type of vaginal repair op¬ 
eration was predicated with the probability that 
subsequent vaginal delivery would be routine. Cer¬ 
tainly every obstetrician can recall an instance in 
which delivery with hysterectomy was deemed ad¬ 
visable. For example, one patient had a successful 
closure of a vesicovaginal fistula after two previous 
attempts had failed. An orthodox anterior and pos¬ 
terior colporrhaphy seldom warrants cesarean sec¬ 
tion in subsequent pregnancies. 

BLOOD EXAMINATIONS WITH 
OXALATED BLOOD 

To THE Editor:—T he answer given on the ques¬ 
tion about blood examinations with oxalated 
blood, which appeared in The Journal, Nov. 15, 
1958, page 1593, is somewhat at variance with 
statements made by other authorities in the field. 
The questioner indicated that an oxalate mixture 
was used as the anticoagulant-in a vacuum tube. 
The two major suppliers of vacuum tubes supply 
only one oxalate mixture, and that is a combina¬ 
tion of ammonium and potassium oxalate. Win- 
trobe (Clinical Hematology, ed. 4, Philadelphia, 
Lea & Febiger, 1956, chap. 8) states, “We have 
found a mixture of dry ammonium and potas¬ 
sium oxalate to be very satisfactory.” In the same 
chapter, he states, “It has been repeatedly shown 
that there is no difference in counts made on ve¬ 
nous blood as compared with capillary blood, if 
proper precautions to secure a freely flowing 
sample are observed in each instance.” Although 
none of the hospitals with which I am associated 
rise vacuum tubes, I know of several reputable 
hospital laboratories that routinely use these, 
roith balanced or double oxalate as the anti¬ 
coagulate, for hematological procedures and find 
them quite satisfactory. The oxalate does alter 
the morphology of the leukocytes in the stained 
smears. T. G. Price, M.D. 

8 Medical Arts Square 
Austin 5, Texas. 




